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Every  Doctor  in  Tennessee 

is  vitally  interested  in  such  diseases  as  Pellagra,  Hookworm 
Disease,  Malaria,  Amebic  Dvseiiterv.  ajid  the  other  diseases 
peculiar  to  the  Southern  dealing  solely 

with  these  diseases  is 

DEAD  ERICK  & THOMPSOM^  ENDEMIC  ^D^EJ^S  OF  THE.  SOUTH 

It  is  a new  work — just  fronWKlie  aud^  .I'eatscds  <',li^,e.xp^riqnee&  two A 

active  practitioners  and  teaJi^rs  tlioroii^ 

with  these  diseases  as  the 

Tiiose  diseases  of  special  iiii  | nnnsual  consideration. 

PelhKjra,  for  instance,  is  given  eight  chapters  for  its  full  consideration,  while 
hC'jku'orm  disease  covers  nine  chaptei's  and  malaria  eight.  You  get  the  eti- 
ology, pathology,  clinical  history,  diagnosis,  prognosis,  prophylaxis,  and 
treatment  of  each  disease,  presented  from  every  angle,  always  bearing  in 
mind  tlie  practical  aim  of  the  work — the  application  of  the  knowledge  in 
daily  practice.  Diagnosis  and  treatment  are  gone  into  in  detail,  giving  you 
every  aid  to  the  correct  interpretation  of  the  symptoms  presented,  and  every 
modern  means  of  value  in  prevention  and  treatment. 

Octavo  of  546  pages,  illustrated.  By  William  H.  Deaderick,  M.D.,  Member  American  So- 
ciety of  Tropical  Medicine;  and  Loyd  Thompson,  M.D.,  Charter  Member  American  Associa- 
tion of  Immunologists.  Cloth.  $5.00  net. 


W.  B.  SAUNDERS  COMPANY,  West  Washington  Square,  Phi’ 


ADVEllTISEMESTti. 


DOCTOR : 


Have  you  considered  the  many  features 


that  make  desirable 

Distilled  Water. 

for  drinking  purposes? 

Prepared  by  double  distillation  at  a temperature  of  330°  F 
under  90  pounds  pressure. 

Filtered  through  three  separate  charcoal  filters,  each  14  feet 
in  length. 

Aerated  with  sterilized  washed  air. 

Bottled  under  the  strictest  precautions;  in  ster- 
ilized glass  containers. 

Corked  with  sterilized  corks  and  sealed. 
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Distilled  Water. 


'offers  4 drinking  water  absolutely  free  from 
all  organic  and  mineral  impurities- - far  prefer- 
able to  any  spring  water- -as  the  latter  can 
never  offer  any  assurance  of  absence  of  organic 
contamination. 


L LOANED  CALL  M.  4744,  AND  ORDER 

u frff  to 

CONSUMERS  ^ trial  case  today 
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OBITER  DICTA.- 


Presidential  Address, 


By  E.  C.  Ellett,  M.I)., 
Memphis. 


It  is  my  privilege  to  open  tlie  proceedings 
of  the  83rd  meeting  of  this  Society  by  mak- 
ing, in  accordance  with  custom,  an  address  on 
a suliject  of  my  own  selection.  Will  you 
permit  me  first  to  exjtress  in  a more  formal 
and  deliberate  manner  than  I did  a year  ago, 
my  very  great  appreciation  of  the  compli- 
ment which  you  paid  me  in  electing  me  to 
this  office.  The  possibilities  for  earnest  and 
useful  work  in  this  position  are  great,  so 
great  that  there  are  many  things  which  I 
have  found  only  time  to  think  of  and  suggest. 
I hope  you  will  agree  with  me  as  to  their 
advisability,  and  in  the  course  of  what  I will 
say  now,  and  later  in  the  House  of  Delegates, 
the  nature  of  some  of  these  matters  will  ap- 
pear. I would  also  like  to  thank  the  many 
members  of  the  Society  who  have  co-operated 
with  me  in  the  past  year  in  the  discharge  of 
certain  duties,  and  more  especially  would  I 
like  to  express  my  indebtedness  to  the  effi- 
cient individual  who  unites  in  himself  the 
offices  of  Secretary  of  the  Association  and 
Editor  of  its  Journal.  I would  feel  called  on 
to  say  very  much  more  of  his  valuable  work 
if  it  were  not  for  the  fact  that  in  one  or  both 
of  his  official  capacities  he  comes  before  you 
every  one,  and  to  know  him  at  all  is  to  know 

*Rea(l  at  meeting  of  Tennessee  Medical  Associa- 
tion at  Knoxville,  April  4,  1916. 


of  his  energy,  enthusiasm  and  intelligent  de- 
votion to  his  duties.  The  Society  is  very  for- 
tunate to  have  the  services  of  such  a man. 

Something  over  a year  ago  there  came  to 
my  notice  a series  of  articles  in  one  of  the 
magazines  discussing  the  various  professions 
with  reference  to  what  each  one  offered  as  a 
career,  and  the  article  on  the  medical  profes- 
sion suggested  to  me  to  put  into  form  a num- 
ber of  more  or  less  disconnected  tldngs  that 
have  come  into  my  mind  in  the  twenty-five 
years  thaf  I have  followed  fhat  profession. 
The  time  element  is  mentioned  more  as  a con- 
fession than  as  a boast,  and  furthermore  it 
must  serve  as  an  apology  for  the  paternal 
note  which  may  he  here  and  there  in  evi- 
dence. For  the  personal  note  I have  neither 
apology  nor  exiilanation. 

The  position  of  a Doctor  of  Medicine  in  our 
social  structure  is  too  well  founded  to  need 
any  explanation  or  justification.  No  profes- 
sion has  given  the  world  a more  adequate  re- 
turn for  its  existence,  and  certainly  no  pro- 
fession has  asked  for  and  received  so  little 
from  the  world  in  return.  It  may  then  be 
assumed  that  there  is  not  only  a demand  for 
doctors  of  medicine,  but  that  one  who  follows 
this  calling  is  doing  some  good  in  the  world 
and  in  the  cant  of  the  newspapers,  “fills  a 
long-felt  want.”  The  public  gets  more  real 
comfort  and  value  out  of  him  than  it  does 
out  of  most  people,  and  to  my  mind,  the  only 
profession  that  renders  a comparable  service, 
out  of  proportion  to  the  rewards  it  receives,  is 
the  profession  of  diplomacy.  For  let  it  be  said 
once  for  all,  that  the  majority  of  men  who 
hope  to  do  well  in  a material  way  had  better 
some  other  calling  than  medicine,  since 
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the  average  yearly  iiieoine  of  doctors  of  medi- 
cine in  America  is  less  than  $1,000.  There 
are  prosiierous  doctors,  some  indeed  who  may 
be  said  to  have  made  money,  but  where  you 
know  of  one  who  lives  in  comfort,  and  espe- 
cially one  who  leaves  a competence  to  his  fam- 
ily, you  know  of  a hundred  such  merchants, 
farmers,  lawyers  and  hankers.  In  those  call- 
ings, too,  a man  begins  in  a position  wherein 
he  makes  a living,  that  is,  except  the  lawyers, 
they  are  i)aid  to  learn,  while  the  medical  men 
must  spend  years,  which  are  not  only  unpro- 
ductive, hut  years  of  expense,  before  he  is  in 
a position  to  make  even  the  moderate  income 
that  falls  to  the  lot  of  most  i)hysicians.  Thus 
at  the  very  outset  we  meet  what  seems  to  be 
a very  serious  matter.  Education  is  a slow 
process,  and  the  boys  of  today  are  not  ready 
for  college  until  they  are  about  eighteen  or 
nineteen  years  old.  All  medical  colleges  de- 
mand at  least  one  year  of  college  work  as  a 
re(iuirement  for  admission,  and  when  the  four 
years  of  the  medical  course  is  completed,  with 
a year  or  two  for  hosi)ital  residence,  which 
is  coming  to  he  a necessity,  and  even  more  if 
some  special  work  is  contemplated,  the  residt 
is  that  some  one  has  had  to  take  care  of  that 
Ilian  until  he  is  twenty-seven  or  twenty-eight 
years  old  before  he  begins  to  make  a living. 
This  is  a very  serious  problem  and  one  that 
will  iirobahly  necessitate  a readjustment  of 
the  primary  educational  work,  especially  in 
the  South,  where  there  are  not  so  many 
parents  who  feel  that  they  can  support  a 
boy  this  long.  It  seems  to  me  that  the  re- 
sidt  is  that  not  enough  of  our  desirable 
young  men  are  attracted  to  medicine,  and  I 
know  of  no  other  more  apiiarent  reason  than 
this.  It  is  true  that  a properly  trained  man 
can  at  the  time  of  his  graduation  sometimes 
get  a position  as  a jiaid  assistant,  but  most 
of  us  have  such  exaggerated  ideas  of  our 
abilities  and  importance  at  this  time  that  the 
older  jiractitioner  whistles  for  our  services 
unless  he  is  Avilling  to  insure  a full  partner- 
ship  in  one  or  two  years.  This  disease  of 
medical  childhood  is  fortunately  often  cured 
hy  a jieriod  of  heel  cooling  and  cliair  warm- 
ing in  the  isolation  of  one’s  office.  A serious 
ohjeclion  lo  this  long  conrsi'  of  preparation 
is  that  it  starts  one  on  his  life  work  so  late, 


when  the  enthusiasm  of  youth  has  begun  to 
wane  and  the  urgent  necessity  for  doing 
something  that  jdelds  a monetary  return 
seems  to  press  a bit  harder  than  anything  else. 
Then  the  desire  to  found  a home  and  dynasty 
is  sometimes  to  be  considered,  and  the  lady 
who  has  waited  long,  may  not  be  willing  to 
wait  any  longer.  The  realization  of  these 
ambitions  calls  material  things  to  the  fore 
and  forces  science  and  research  out  of  the 
window. 

We  are  all  sufficiently  familiar  with  the 
poetic  qualities  that  the  good  doctor  is  sup- 
posed to  embody.  Certainly  none  of  us  lack 
faith  and  hope,  but  I am  afraid  what  we  call 
charity  is  often  not  based  on  a true  charitable 
spirit.  Speaking  particularly  of  those  who 
live  in  cities,  I mean  that  our  hospital  and 
dispensary  work,  as  well  as  the  free  treat- 
ment of  the  poor  otherwise,  is  often  not  based 
on  a desire  to  relieve  their  afflictions,  so  much 
as  a scientific  interest  in  their  malady  and  a 
desire  to  improve  the  opportunity  to  gain 
more  experience  and  to  work  out  unsettled 
problems.  If  this  were  lacking  I do  not  think 
one  would  go  day  after  day  to  minister  to 
some  man  to  whom  his  name  is  unknown,  who 
will  certainly  never  indicate  by  word  or  deed 
that  he  has  the  least  appreciation  of  what  is 
being  done,  or  is  in  the  least  grateful  for  it. 
The  j)rofession  is  certainly  called  on  to  do  a 
deal  of  work  for  which  it  is  not  compensated, 
and  it  has  always  seemed  iinfair  that  we 
should  be  further  selected  as  among  those  to 
contribute  money  for  the  support  of  char- 
itable institutions.  If  one  would  keep  a rec- 
ord for  a while  he  would  be  surprised  to  see 
the  money  value  of  the  services  he  gives  to 
the  poor,  and  it  would  seem  that  the  financial 
support  of  hospitals,  homes  and  charitable 
institutions  sliould  be  contributed  by  those 
peojile  whose  circumstances  justify  it  and 
who  give  no  service  or  time,  and  but  little 
tliought,  to  the  needy.  But  if  the  doctor’s 
contribution  is  to  be  that  of  personal  serv- 
ice, let  him  see  that  he  does  give  that  serv- 
ice. There  is  no  trouble  about  securing 
proper  attention  for  an  individual  sick  man, 
but  in  the  broader  field  of  public  work  help 
is  not  so  easy  to  get.  I am  told  that  the  woi’k 
on  rural  sanitation  done  in  this  state  by  the 
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Rockefeller  Foundation,  lias  to  be  done  with- 
out material  assistance  from  the  local  physi- 
cians, although  the  first  thing  that  the  men 
engaged  in  this  work  do  when  they  enter  a 
community  is  to  call  on  te  physicians  invit- 
ing their  co-operation.  If  this  statement  does 
anyone  an  injustice,  I would  be  glad  to  know 
it  and  make  suitable  amends. 

More  homely  virtues,  which  are  in  great 
demand,  and  of  which  the  supply  is  none  too 
great,  are,  that  splendid  accomplishment 
known  as  ‘horsesense,  ’ ” a fair  amount  of 
reasoning  power,  and,  in  most  branches  of  the 
healing  art,  a moderate  ability  to  use  one’s 
fingers.  Common  sense  will  carry  one,  and 
more  to  the  point,  one’s  patient,  over  many 
a shoal,  and  without  this  quality  the  judg- 
ment is  slow  to  develop  and  never  attains  a 
very  high  grade.  Common  sense  enough  to 
see  the  obvious  facts,  and  reasoning  enough 
to  interpret  them,  are  sure  to  lead  to  great 
things.  It  is  not  necessary  to  be  a great  phil- 
osopher, either  inductive  or  deductive,  and 
as  far  as  I know  Sherlock  Holmes  and  Dupin 
stand  alone,  but  there  are  so  many  people 
who  can  deduce  two  and  two  and  not  see 
that  they  make  four,  that  it  is  not  strange 
if  some  of  them  stray  into  the  medical  pro- 
fession. 

A doctor  should  not  only  be  able  to  plan, 
but  to  execute.  I do  not  know  Avhose  patients 
are  most  to  be  pitied,  those  of  one  who  can 
arrive  at  a correct  diagnosis,  but  who  is  with- 
out the  mechanical  ingenuity  to  do  a vaccina- 
tion or  give  a hypodermic  in  a neat  manner, 
or  those  of  one  who  is  a real  or  fancied 
Paderewski  of  the  knife,  and  who  carves  his 
way  to  fame  on  such  material  as  he  finds  at 
hand,  without  any  very  considerable  concern 
over  the  advisability  of  the  procedure.  Prob- 
ably no  one  wittingly  follows  such  a prac- 
tice, but  there  is  certainly  a vast  deal  of  un- 
waiTanted  surgery  done  now  when  every 
goose  thinks  he  is  a swan. 

All  work  and  no  play  can  lead  to  but  one 
result.  More  than  one  of  us  has  had  the  folly 
of  this  course  brought  strongly  home  to  him, 
therefore,  let  me  warn  you  of  its  dangers  and 
refer  you  to  the  laboring  man.  He  demands 
a day  divided  into  three  watches,  eight  house 
for  work,  eight  hours  for  rest,  and  eight  hours 


for  recreation.  One  who  sticks  to  this  will, 
of  course,  never  rise  above  the  status  of  the 
laboring  man,  nor  should  he,  but  one’s  hours 
should  be  regulated  to  a degree,  and  especial- 
ly pernicious,  in  my  experience,  is  the  prac- 
tice of  letting  oneself  be  driven  at  top  speed 
for  hours  at  a time  day  in  and  day  out.  When 
one  is  physically  able  to  do  it  and  is  ambi- 
tious, he  naturally  will  endeavor  to  respond 
to  all  calls  made  upon  him.  Even  so,  a little 
wisdom  in  management  and  a little  loosen- 
ing of  the  purse  strings  will  enable  him  to 
get  some  detail  work  taken  off  his  shoulders. 
An  assistant,  a trained  office  helper,  pre- 
ferably a nurse,  and  the  easy  access  to  a good 
laboratory,  will  enable  a doctor  to  get  many 
things  done,  and  properly  done,  without  burn- 
ing up  his  energy  and  consuming  his  time. 
Other  good  assistance  is  a splendid  invest- 
ment. A competent  secretary  will  not  only 
keep  his  books  in  order  and  his  collections 
made  with  a maximum  of  efficiency,  but  she 
should  also  be  able  to  take  ordinary  corre- 
spondence entirely  off  his  hands.  A tactful 
person  to  answer  the  telephone  and  receive 
patients  is  a blessing  from  heaven.  The 
phase  of  this  question  with  which  I am  most 
familiar  is  that  which  aj^pears  to  one  doing 
largely  office  work,  but  our  troubles  vary  but 
little  in  kind  and  less  in  degree.  For  long  office 
hours,  read  long  and  lonely  rides  and  weary 
bedside  vigils,  and  the  result  is  the  same. 
Even  in  the  seclusion  of  one’s  home  and  in 
the  hours  popularly  supposed  to  be  devoted 
to  sleep,  one  is  at  the  mercy  of  the  telephone. 
No  one  in  his  right  mind  would  call  up  one 
of  our  large  business  houses  and  insist  upon 
speaking  to  the  head  of  the  firm  to  ask  him 
what  time  he  closed  in  the  afternoon,  or  what 
he  charges  for  a pair  of  shoes,  yet  people  are 
accustomed  to  insist  that  the  doctor  come  to 
the  ’phone  in  person  to  answer  similar  ques- 
tions, no  matter  what  he  is  doing  or  how  busy 
he  is.  One  solution  of  this  problem  is  to  in- 
struct the  one  who  answers  your  ’phone  to 
always  say  that  you  are  occupied  and  cannot 
come  to  the  ’phone  and  to  have  the  person 
calling  give  his  message  or  leave  his  number. 
Since  most  of  our  telephone  messages,  in  the 
cities,  at  least,  resolve  themselves  into  an  in- 
quiry regarding  office  hours  or  when  you  can 
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call,  someone  else  can  ghm  this  information 
as  well  as  the  doctor  himself.  One  man  can, 
of  course,  only  reach  a few  people,  but  if  this 
sort  of  plan  were  generally  adopted  it  would 
be  a campaign  of  education  that  Avould  pro- 
duce tangible  results.  We  should  begin  at 
home,  so  to  speak,  and  not  ask  our  fellow 
doctor  to  come  to  the  ’phone  to  answer  an  in- 
quiry which  his  office  girl  can  answer  just 
as  satisfactorily.  To  the  younger  men  whose 
time  is  not  so  taken  up  that  they  have  to  lose 
sleep  over  the  interesting  problem  of  “how 
to  live  on  twenty-four  hours  a day,’’  let  me 
give  this  encouraging  piece  of  news.  In  a 
certain  place,  with  the  standard  of  fees  and 
other  conditions  that  prevail,  a man  can,  by 
being  fully  occupied,  make,  say  ten  thousand 
dollars  a year.  By  employing  an  assistant, 
getting  more  office  space  and  moi’e  office  help, 
he  can  increase  this,  but  he  will  find  at  the 
end  of  the  year  that  his  increased  income, 
over  ten  thousand  dollars,  has  all  gone  to 
meet  the  expense  of  additional  help  and  bet- 
ter working  facilities,  and  he  is  richer  only  in 
responsibilities. 

The  best  possible  investment  for  a doctor  is 
a vacation.  It  is  not  necessary  to  dwell  on 
the  many  advantages  of  a rest  and  change  of 
scene  and  occupation,  as  we  all  realize  the 
renewal  of  energy  and  the  fresh  impetus  that 
one  experiences  as  the  result  of  a proper  pe- 
riod of  recreation.  The  ideal  vacation,  to  my 
mind,  is  one  which  takes  one  tar  afield,  away 
from  fhe  appurfanences  of  polite  society, 
where  he  can  do  as  Walt  Whitman  did,  when 
he  “tucked  his  trousers  ends  in  his  boots  and 
went  and  had  a good  time.’’ 

Another  profitable  interruption  of  one’s 
routine,  is  the  time  spent  in  attending  medical 
societies.  Of  the  many  things  that  coidd  be 
said  in  favor  of  this  habit,  there  are  two 
thoughts  only  to  which  T would  refer.  Our 
hope  is  in  organization,  by  which  wc  have 
done  so  much  and  can  do  more.  Therefore, 
do  your  part,  not  only  in  belonging  to  such 
societies  as  deserve  your  sui)port,  but  in  at- 
tending them  as  well.  Some  object  that  the 
meetings  ai’c  poor,  the  papei’s  “punk,”  etc. 
If  this  is  true,  think  how  Tiiuch  you  can  help 
your  fellows  by  writing  a good  paper  and 
reading  it  to  them,  and  no  doubt  there  are 


some  societies  from  which  you  can  learn 
something  yourself.  It  is  well  to  remember 
that  no  one  gets  much  out  of  any  organiza- 
tion unless  he  puts  something  into  it.  I won- 
der if  we  generally  recognize  the  obligation 
that  our  “Principles  of  Ethics”  imposes  in 
regard  to  medical  societies.  Chapter  II,  Sec- 
tion II  of  the  “Principles  of  Medical  Ethics” 
adopted  by  the  American  Medical  Associa- 
tion in  1912,  reads  as  follows: 

“In  order  that  the  dignity  and  honor  of 
the  medical  profession  may  be  upheld,  its 
standards  exalted,  its  sphere  of  usefulness  ex- 
tended, and  the  advancement  of  medical 
science  promoted,  a physician  should  asso- 
ciate himself  with  medical  societies  and  con- 
tribute his  time,  energy,  and  means  in  order 
that  these  societies  may  represent  the  ideals 
of  the  profession.”  You  see,  it  is  not  only  a 
privilege  and  a pleasure  to  belong  to  medi- 
cal societies,  but  it  is  a duty  and  an  obliga- 
tion and  that  duty  is  not  discharged  by  mere- 
ly joining  the  society,  but  one  must  put  his 
time,  his  energy  and  his  means  into  it.  Those 
of  this  society  who  know  of  this  obligation 
should  try  to  carry  the  news  of  it  to  those 
who  do  not  seem  to  have  heard  of  it,  and 
the  result  should  be  an  increase  in  the  mem- 
bership of  this  Society  and  an  increased  at- 
tendance on  its  meetings  that  would  enlarge 
its  influence  and  magnify  its  importance 
many  fold. 

A most  delightful  combination  of  work  and 
play  is  the  journey  to  other  cities,  and  other 
countries,  where  part  of  the  time  can  be  given 
to  visiting  hospitals,  clinics  and  physicians 
and  attending  the  medical  societies,  and  part 
to  recreation.  Such  trips  as  these  are  a 
source  of  the  keenest  pleasi^re  and  the  reflex 
benefits  of  meeting  the  great  workers  in  our 
own  field  are  very  considerable. 

Unless  one  studies,  both  books  and  jour- 
nals, he  is  in  solitary  confinement,  and  ought, 
to  be  consistent,  to  live  in  a forest,  make  his 
own  clothes  and  build  his  own  habitation.  In 
a way  I envy  the  man  who  gets  by  without 
study,  and  that  some  do  so  must  be  true  be- 
cause they  do  not  take  any  journals  or  buy 
any  books,  or  if  they  do,  never  read  them. 
In  more  than  one  doctor’s  office  1 have  seen 
tiles  of  the  Journal  of  the  A.  M.  A.,  apparent- 
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ly  complete  and  neatly  stacked,  but  alas, 
without  a single  wrapper  broken. 

In  his  zeal  for  st\idy  one  must  reflect  on 
what  Stevenson  says  in  his  “Apology  for 
Idlers,”  that  one  who  spends  all  his  time 
reading  has  no  time  left  for  original  thinking, 
so  that  if  one’s  tastes  do  not  lead  him  to 
read,  let  us  hope  that  he  devotes  the  time 
thus  saved  to  thought.  At  any  rate,  reading 
is  not  all.  Osier  has  graphically  said  that 
while  he  who  tries  to  learn  medicine  without 
books,  sails  an  uncharted  sea,  he  Avho  trys 
to  learn  it  from  books  alone,  without  patients, 
does  not  put  to  sea  at  all. 

Aside  from  study  in  its  clinical  aspects,  one 
should,  to  get  a true  appreciation  of  the  sub- 
ject of  medicine,  interest  himself  in  the  scien- 
tific side  as  Avell,  especially  in  pathology.  This 
field,  much  neglected  by  many  practitioners 
in  the  past,  is  now  enlisting  more  and  more 
workers,  and  in  spite  of  the  vigorous  on- 
slaughts in  some  of  our  local  meetings  di- 
rected against  the  laboratory  and  laboratory 
workers,  it  is  gratifying  to  see  that  not  a few 
private  laboratories  are  noAv  in  existence  in 
connection  with  doctors’  offices,  not  only  in 
the  cities,  but  in  the  small  towns  and  even 
in  the  real  country,  and  that  the  work  done 
therein  is  with  the  active  and  intelligent  par- 
ticipation of  the  clinician  himself.  And 
whereas  the  papers  to  Avhich  Ave  are  invited 
to  listen  are  still  too  often  of  the  revolving 
bookcase  type,  or  half-baked  clinical  reports, 
we  now  and  then  get  something  of  a scientific 
nature,  based  on  original  work.  We  yet  lack 
experimental  work,  and  it  is  rather  strange 
that  not  only  the  best  of  the  experimental 
work  which  we  have  presented,  but  practical- 
ly all  of  it,  is  from  the  older  man  whose  time 
is  otherwise  in  demand,  and  so  far  the 
younger  men,  who  have  the  time,  have  con- 
tributed very  little. 

One  passes  to  well  beaten  ground  when  he 
speaks  of  the  desirability  of  a doctor  having 
some  interest  in  other  things  than  medicine. 
Twice  blest  is  he  who  has  some  talent  in 
music,  and  can  either  in  its  production  or  ab- 
sorption find  balm  in  Gilead.  To  one  without 
music  in  his  soul,  there  is  still  much  comfort 
in  well  rendered  melodies,  but  to  one  without 
talent  or  a technical  education,  much  that  is 


called  music  is  certainly  far  from  restful  or 
entertaining,  in  fact,  is  as  tiresome  as  a scien- 
tific medical  lecture  would  be  to  one  not  edu- 
cated in  medicine.  Aside  from  its  effect  as  a 
medium  of  culture  and  a recreation,  there  is 
a therapeutic  value  to  music  Avhich  the  pro- 
fession has  never  fully  utilized.  Especially  in 
institutions,  even  in  hospital  wards,  its  proper 
use  could  do  much  to  create  an  atmosphere 
of  hope  and  cheer,  so  beneficial  to  those  af- 
flicted in  mind  or  body. 

Literature  of  all  sorts  is  of  such  a great  va- 
riety as  to  appeal  to  all  sorts  of  people,  Avhile 
a taste  for  the  better  sort  is  easily  cultivated. 
History  is  always  interesting  and  well  worth 
Avhile,  as  are  books  of  travel.  Much  fiction 
today,  as  well  as  most  of  the  current  periodi- 
cal literature,  is  not  only  a Avaste  of  time,  but 
demoralizing,  in  that  it  unfits  one  for  any- 
thing else.  Poetry  is  a source  of  much  enjoy- 
ment, and  great  pleasure  can  ])e  derived  from 
memorizing  favorite  selections  and  reciting 
them  to  onself  on  occasions  Avhen  alone  and 
unable  to  read.  This  practice  can  also  be  en- 
dorsed as  a good  soporific,  and  incidentally  re- 
freshes the  memory  and  prevents  one’s  for- 
getting accomplishments  sometimes  labori- 
ously attained.  Other  scientific  studies  are 
good  for  the  doctor,  such  as  electricity, 
geology,  zoology,  botany,  etc.  The  latter  Avas 
Weir  Mitchell’s  choice,  and  of  course  if  one 
goes  into  a subject  of  this  sort  he  must  make 
a hobby  of  it.  Since  Bacon’s  day  the  field 
of  endeavor  has  so  Avidened  that  one  who 
takes  “all  knoAvledge”  as  his  province  is  apt 
to  have  a big  contract,  and  the  advice  to  spe- 
cialize is  good  advice. 

We  need  hardly  caution  doctors  against 
neglecting  the  social  side  of  life.  Rather  let 
us  utter  a warning  against  overdoing  it.  The 
manner  in  which  social  functions  are  conduct- 
ed in  this  day  makes  attendance  on  them  a 
serious  matter,  since  it  usually  means  loss  of 
sleep  and  other  dissipations.  Par  be  it  from 
me  to  try  to  make  some  pin-headed  society 
devotee  see  why  he  should  go  to  a dance  at 
8:30  instead  of  11:30,  and  leave  correspond- 
inly  early  so  that  he  can  give  his  employer 
quid  pro  quo  the  next  day,  but  at  least  we 
might  conduct  our  own  functions  with  some 
intelligence  and  set  a good  example.  If  it 
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can  be  done  without  encroaching  on  one’s 
working  or  resting  hours,  or  both,  the  culti- 
vation of  the  social  side  of  life  should  receive 
due  consideration.  But  when  these  things 
mean  loss  of  sleep,  neglect  of  business  and 
too  intimate  association  with  Bacchus  or  My 
Lady  Nicotine,  certainly  the  balance  is  on 
the  wrong  side  of  the  ledger. 

The  doctor’s  home  life  is  apt  to  be  peculiar 
from  the  irregularity  of  his  work.  On  occa- 
sion I have  been  told  by  one  who  ought  to 
know  that  a physician  ought  not  to  marry. 
As  those  competent  to  judge  on  this  point 
cannot  be  depended  on  to  give  a faithful  ex- 
pression of  opinion,  it  will  probably  remain  a 
mooted  question.  The  doctor  as  a home 
sharer  needs  to  be  judged  by  rather  liberal 
standards,  and  on  the  other  hand,  a home 
and  family  will  certainly  make  demands  on 
the  average  doctor’s  time  and  talents  that 
must  be  paid  for  out  of  the  sum  total  of  his 
professional  and  scientific  attainments.  A 
good  English  friend  of  mine,  in  this  connec- 
tion, once  quoted  to  me  something  to  the  ef- 
fect that  “There  is  no  great  enterprise, 
whether  of  vice  or  virtue,  that  is  not  hin- 
dered by  women  and  children.”  This  seems 
to  do  justice  to  all  concerned. 

But  I would  not  be  thought  to  belittle  in 
the  least  the  influences,  always  for  the  bet- 
ter, which  are  exerted  upon  us  by  those  to 
whom  we  formerly  referred  as  the  gentler 
sex,  for  in  Avhatever  relation  she  stands  to 
us,  she  is  always  to  be  found,  as  Dickens  so 
beautifully  depicted  Agnes,  “pointing  up- 
wards. ’ ’ 

There  is  only  one  thing  in  regard  to  the 
relation  of  the  doctor  with  his  patients  which 
is  not  already  the  subject  of  many  holloAV 
platitudes,  and  that  is  in  regard  to  the  sub- 
ject of  the  fee.  A doctor  ought  to  try  to  have 
a clear  and  fair  idea  of  the  value  of  his  serv- 
ices and  live  up  to  it.  Not  an  exaggeraed 
idea,  as  we  are  jn-one  to  haA'e,  but  a fair  one, 
and  people  should  pay  for  medical  services, 
not  “ through  the  nose,”  as  the  English  say, 
that  is  not  extravagantly,  but  in  proportion 
to  the  real  value  of  the  service  rendered  and 
the  skill  necessary  to  render  it.  It  is  unfortu- 
nate that  our  charges  are  based  on  the  visit, 
Avhich  is  not  a proper  basis,  though  I cannot 


suggest  a better  one.  A piece  of  work  like  a 
tracheotomy,  relief  of  a strangulated  hernia, 
the  arrest  of  certain  hemorrhages,  etc.,  is  of 
infinitely  more  value  to  the  patient  and  re- 
quires more  skill  on  the  part  of  a physician 
than  a long  trip  on  a bad  night  to  attend  a 
normal  obstetrical  case  or  to  see  some  one  for 
whose  affliction  one  can  only  advise  a little 
more  or  less  questionable  assistance  to  na- 
ture’s efforts  to  heal.  Yet  the  fee  in  the  sev- 
eral instances  Avould  not  differ  in  a just  pro- 
portion. AVe  are  imposed  on  very  often  be- 
cause we  are  such  poor  business  men,  and 
there  is  no  more  reason  Avhy  we  should  not  in- 
vestigate a person’s  financial  standing  than 
should  a merchant  fail  to  do  so  before  ex- 
tending him  credit.  I do  not  decry  charity, 
but  refer  to  the  unwillingness  to  pay  the 
usual  and  proper  fees  by  persons  well  able 
to  pay.  Nor  Avould  I forget  for  a moment 
that  the  practice  of  medicine  is  a profession 
and  not  a trade,  but  if  one  must  earn  his  liv- 
ing by  it,  he  should  adopt  business  methods 
when  they  are  applicable.  On  the  other 
hand,  his  study,  research,  experimentation, 
charity,  teaching  Avork  and  public  service 
should  be  done  freely  and  unsparingly,  Avith- 
out  thought  of  self  or  future,  and  to  the  gloiy 
of  the  profession  that  is  just  the  AAmy  it  is 
done.  The  trouble  is  that  Ave  do  oursehms 
and  our  felloAvs  an  injustice  by  carrying  this 
spirit  into  a part  of  the  Avork  Avhere  it  has 
no  place. 

I Avas  asked  once  by  a colleagiie  to  see  a 
Avard  case  for  him  in  a certain  hospital,  as  he 
Avas  leaving  toAvn.  The  patient  Avas  in  a 
charity  bed  and  said  he  could  not  pay  for 
services,  yet  he  had  found  the  means  to  pay 
the  traA^eling  expenses  of  fiA^e  groAvn  sons  and 
his  doctor  to  come  Avith  him.  This  looked 
pretty  bad,  but  Avhen  the  doctor  proposed  to 
call  in  and  pay  a consultant  prior  to  an  op- 
eration, I rebelled,  for  if  that  patient  paid 
m;t  any  money  for  attention  it  shoxild  go  to 
the  one  Avho  Avas  doing  the  Avork.  If  I re- 
move a man’s  disability  so  that  he  is  Avhole 
again,  or  if  I do  something  that  shortens  his 
disability,  it  seems  to  me  that  1 liaA'e  done 
him  as  much  good  as  if  I furnished  him  a 
meal  or  a pair  of  shoes,  but  he  Avill  find  the 
means  somehoAv  to  pay  for  these  things,  but 
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not  the  doctor.  A closer  parallel  is  in  the 
case  of  the  lawyer.  There’s  the  boy  who  gets 
his  pound  of  flesh,  regardless  of  how  much 
blood  he  sheds  in  the  operation.  Some  years 
ago  up  in  Michigan,  the  governor  presided  at 
a meeting  of  the  American  Public  Health  As- 
sociation, and  he  spoke  of  the  doctors  being 
there  for  the  purpose  of  preventing  sickness, 
and  he  said,  “If,  during  my  official  career,  I 
should  be  called  upon  to  preside  at  a meeting 
of  lawyers,  met  for  the  purpose  of  preventing 
litigation,  then  I would  say,  with  Simeon, 
‘Lord,  now  lettest  thou  thy  servant  depart  in 
peace  aecording  to  thy  word,  for  mine  eyes 
have  seen  thy  salvation.’  ’’ 

Co-operation  and  mutual  understanding 
would  obviate  much  of  this  imposition,  and 
service  would  still  be  rendered  without  cost 
to  those  who  deserve  it.  I must  say  that  these 
sentiments  would  apply  largely  to  our  men 
patients  alone,  as  one  cannot  raise  the  ques- 
tion with  those  women  and  children  who  are 
a public  charge  on  account  of  having  an  ir- 
responsible and  worthless  caretaker.  Per- 
haps between  this  time  and  the  millennium 
the  law  will  put  birds  of  this  feather  in  jail 
and  make  them  work  for  wages  that  will  be 
turned  over  to  their  families. 

Much  the  same  thought  suggests  itself  in 
regard  to  the  relation  of  the  doctor  to  the 
public,  i.  e.,  to  the  state.  We  know  that  much 
honest  and  extremely  valuable  public  work  is 
done  by  physicians  which  receives  very  little 
recognition  and  less  material  reward.  As 
long  as  we  permit  this  so  long  will  it  con- 
tinue. The  profession  is  never  asked  for  any 
opinion  in  regard  to  purely  medical  appoint- 
ments, and  institutional  heads,  superintend- 
ents of  health,  etc.,  of  whose  qualifications 
the  profession  is  the  best  judge,  are  appointed 
on  political  or  other  ground,  with  results  that 
are  often  far  from  satisfactory.  The  history 
of  medical  legislation  of  all  sorts  everywhere, 
especially  in  Tennessee,  is  a painful  and  dis- 
couraging subject.  In  view  of  the  attitude 
of  distrust  and  lack  of  sympathy  with  which 
the  public  views  our  efforts,  it  is  a question 
whether  it  would  not  be  right  if  we  should 
refuse  to  serve  the  state  boards  of  all  sorts, 
and  the  staffs  of  state,  city  and  county  insti- 


tutions, without  compensation.  Again  let  me 
call  your  attention  to  the  legal  fraternity. 

There  is  one  fact  in  connection  with  oiir 
medical  health  laws  that  should  stand  out 
for  all  time  as  a monument  to  the  altruistic 
tendencies  of  the  profession,  and  that  is  that 
all  of  the  laws  regulating  the  practice  of  med- 
icine, the  pure  food  and  drug  laws,  etc.,  have 
been  put  on  the  statute  books  by  the  influ- 
ence of  the  medical  men  and  over  the  protest 
and  opposition  of  the  laymen.  It  is  very  true 
that  the  laws  regulating  the  practice  of  medi- 
cine tend  on  the  whole  to  lessen  the  number 
of  physicians,  and  therefore  lessen  competi- 
tion, but,  on  the  other  hand,  the  requirements 
of  a medical  education  have  been  steadily 
raised  by  the  physicians  themselves  and  com- 
petition therefore  in  another  sense,  made  vast- 
ly keener.  We  have  not  more  doctors,  but 
more  doctor,  and  the  people  are  being  more 
and  more  protected  from  ill-qualified  and  un- 
scrupuloiis  men,  for  the  demand  is  not  only 
for  men  of  certain  attainments,  but  for  men  of 
good  character  and  good  conduct.  Unhy- 
gienic practices,  adulterated  food,  and  self 
drugging  make  business  for  the  doctor  with- 
out any  question,  yet  his  influence  is  always 
thrown  in  the  scale  in  favor  of  laws  to  lessen 
these  evils.  There  are  two  things  which  our 
National  Association  has  done  for  which  I 
think  too  much  credit  cannot  be  given.  One 
is  that  without  a line  added  to  any  laws  it 
has  within  a few  years  brought  about  a 
change  in  the  conditions  surrounding  medical 
education  that  is  almost  unbelievable.  It  has 
reduced  the  number  of  colleges,  admittedly 
too  great,  and  it  has  done  much  to  standardize 
conditions  in  the  colleges  which  remain.  And 
while  no  movement  of  this  magnitude  and 
so  radical  as  this  can  escape  some  words  of 
criticism,  it  was  all  done,  not  by  injunctions 
and  laws  and  “big  sticks,’’  but  by  education 
and  publicity,  and  speaking  as  one  who  saw 
these  changes  from  the  inside  and  knows 
what  they  meant  in  hardship,  expense  and 
work  to  the  existing  colleges,  not  abundantly 
supplied  with  money,  I want  to  say  that  it 
was  a great  work,  a much-needed  work,  a 
commendable  work,  for  which  we  ought  to  rise 
and  call  the  Council  on  Medical  Education 
of  the  American  Medical  Association  thrice 
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blessed.  And  when  their  present  plans  for  a 
similar  regulation  and  standardization  of  hos- 
pitals is  accomplished,  they  will  have  added 
another  jewel  to  their  crown  of  glory.  The 
second  big  thing  that  this  Association  has 
done  is  that  through  their  Council  on  Health 
and  Public  Instruction,  they  are  spending 
.$75,000  a year  in  a campaign  for  education  in 
public  health,  a campaign  which  is  daily  bear- 
ing fruit  and  will  continue  to  bear  it.  An 
Association  that  can  command  the  gratuitous 
services  of  such  men  as  serve  these  commit- 
tees and  secure  from  them  the  enormous 
amount  of  hard,  faithful  and  intelligent  work 
that  they  give  to  the  discharge  of  their  du- 
ties, may  have  a few  flaws  in  its  structure,  but 
it  is  certainly  sound  at  the  core. 

If  there  is  a way  of  bring  it  about,  it  would 
be  a very  desirable  thing  to  start  a movement 
at  this  meeting,  looking  to  a recognition  of 
the  medical  profession  as  represented  by  this 
Society  in  the  making  of  appointments  to  the 
State  Board  of  Health,  the  State  Board  of 
Medical  Examiners,  and  the  heads  of  state  in- 
stitutions, such  as  insane  asylums.  We  should 
congratulate  ourselves  that  the  men  appoint- 
ed to  these  places  under  the  present  system 
are  as  efficient  and  worthy  as  they  have  almost 
always  proven  themselves  to  be,  but  neverthe- 
less the  system  is  wrong,  and  these  appoint- 
ments, if  not  made  on  the  nomination  or  rec- 
ommendation of  this  Society,  at  least  should 
be  made  from  a list  of  names  endorsed  by 
this  Society  as  fit  for  the  positions.  It  is  a 
shame  that  so  little  scientific  medical  work 
has  ever  come  from  any  of  our  great  state 
medical  institutions,  and  this  condition  be- 
comes more  deplorable  when  you  compare  it 
with  what  is  done  in  other  states  and  coun- 
tries. Psychiatry  and  neurology  are  so  close- 
ly connected  with  the  names  of  certain  great 
asylums  that  it  must  be  apparent  what  a 
wealth  of  material  exists  in  those  places,  and 
equally  apparent  how  the  material  is  dissi- 
pated in  this  state.  Not  that  it  necessarily 
requires  a great  deal  of  material  to  work  our 
problems.  We  know  that  Lister  demonstrat- 
ed his  ideas  in  regard  to  antiseptic  surgery 
in  one  small  ward,  and  Killian,  who  has  done 
so  much  in  the  submiieous  resection  of  the 
nasal  septum,  bronchoscopy,  and  the  radical 


frontal  sinus  operation,  never  had  a large 
clinic  at  Freiberg,  where  most  of  the  work 
was  done.  Marion  Sims  worked  out  his  opera- 
tion for  vesico-vaginal  fistula  on  a few  pa- 
tients, and  Long  made  anesthesia  more  than  a 
dream  on  still  fewer.  If  the  fires  of  genius 
burn  steadily  and  are  fed  with  energy  and  in- 
telligence, the  flame,  though  small,  will  sure- 
ly be  seen  around  the  world. 

In  this  day  of  specialists  one  is  often  called 
upon  to  refer  a patient  to  another  physician 
for  some  special  diagnostic  procedure,  such 
as  a laboratory  test  or  X-ray  examination  or 
for  an  affliction  of  some  particular  organ,  such 
as  an  eye  or  a tooth,  with  whose  ailments 
many  physicians  are  not  familiar.  In  justice 
to  our  patients  we  should  be  ready  to  recog- 
nize our  limitations,  and  one  who  persists  in 
his  attendance  on  a patient  with  whose  afflic- 
tions he  is  not  familiar,  should  be  discour- 
aged, and  it  certainly  is  a strain  on  the  pro- 
fessional relation  which  should  exist  between 
all  physicians  to  be  called  on  to  uphold  a fel- 
low practitioner  who  has  come  to  grief  as  the 
result  of  such  a course.  Not  long  ago,  I saw 
one  of  those  pitiful  eases  of  ophthalmia  neona- 
torum where  the  child  had  lost  both  eyes.  No 
prophylaxis  had  been  used,  and  the  treat- 
ment according  to  the  attendants, 
had  consisted  in  applications  of  co- 
cain  and  adrenalin.  Now  that  man 

was  a criminal  and  a malefactor,  a 
disgrace  to  the  profession,  and  if  I upheld  him 
in  what  he  did,  I would  be  in  effect  saying 
to  that  family,  “This  is  a visitation  of  Provi- 
dence. If  you  or  your  friends  have  sore- 
eyed babies,  nothing  more  can  be  done  for 
them  than  was  done  for  this  baby ; your  phy- 
sician is  a good  man  and  worthy  of  your  con- 
fidence.” God  forbid.  No  man  can  cover  the 
whole  domain  of  medicine  satisfactorily.  If 
he  cannot  diagnose  all  complaints  he  ought 
to  know  a seriously  sick  man  when  he  sees 
him,  and  be  bold  enough  to  call  for  help,  and 
in  the  case  of  an  organ  of  which  he  knows 
nothing — like  the  eye  or  teeth — he  ought  not 
to  pretend  to  know.  Of  course,  this  is  an  aca- 
demic question  to  most  of  us,  but  if  your  baby 
is  blinded  for  life  or  your  child  maimed  or 
killed  by  the  lack  of  ordinary  honesty  or  com- 
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moil  sense  on  the  part  of  one  you  have  to 
trust,  it  becomes  a different  thing.  Medicine 
is  so  far  from  an  exact  science  that  errors  of 
judgment  necessarily  occur,  and  unfortunate 
issues  are  frequent  as  well  as  unforseen.  Let 
us  not  make  matters  worse  by  stupidity  and 
carelessness,  nor  uphold  others  when  guilty 
of  these  faults. 

Some  people  advise  against  the  study  of  a 
specialty  as  a course  apt  to  narrow  one’s 
ideas.  That  may  be,  but  in  order  to  get  any- 
where, one  must  concentrate  his  energies  on 
one  or  a few  things.  In  the  industries  one 
man  does  but  a small  part  in  the  manufacture 
of  a certain  article,  but  each  one  by  doing  his 
part  well,  contributes  to  a successful  product. 
One  should  strive  to  keep  the  fact  in  mind 
that  his  special  work  is  but  a part  and  not 
the  whole  of  medicine.  Even  within  a spe- 
cialty one  gains  special  skill  in  a certain 
thing,  as  some  surgeons  are  skilful  in  goitre 
operations,  others  in  joint  work,  and  he  who 
can  become  a master  of  even  one  small  part 
of  a specialty  is  a man  to  be  envied. 

In  the  multitude  of  papers  which  are  writ- 
ten, published  and  sometimes  read,  it  is  curi- 
ous to  see  how  seldom  the  writer  really  does 
himself  credit.  This  is  usually  due  to  haste, 
or  to  the  fact  that  one  tries  to  make  a twenty- 
minute  paper  out  of  the  material  for  an  epi- 
gram. A short  paper  will  attract  attention. 
The  first  description  of  the  changes  in  the 
retinal  vessels  in  arteriosclerosis  was  a sin- 
gle paragraph  in  a paper  by  Mr.  Marcus 
Gunn,  and  all  the  material  that  has  been 
written  since  that  time  has  not  added  one 
idea  to  what  was  expressed  in  that  paragraph. 
The  other  side  of  the  shield  is  the  individual 
who  makes  his  facts  fit  his  theories.  Garbled 
statistics,  misquoted  eases  and  facts  other- 
wise perverted  have  gone  to  make  up  many 
a smooth-soiniding  and  impressive  paper, 
which  reflected  great  credit  on  its  skilful  aii- 
thor,  and  be  it  said  with  sorrow,  that  such 
papers  have  sometimes  been  presented  to  this 
Society. 

If  one  ever  expects  to  report  anything  or 
to  write  any  papers,  the  habit  of  the  proper 
keeping  of  case  records  should  be  early  ac- 
quired. One’s  tendency  at  first  is  to  record 
too  much,  from  which  he  quickly  passes  to 


recording  too  little.  It  has  always  seemed  to 
me  that  undue  prominence  was  given  to  the 
family  history  in  record  making,  and  as  one 
whose  faith  is  more  in  environment  than  in 
heredity,  my  idea  would  be  to  concentrate  on 
the  personal  history  and  that  of  the  present 
illness.  What  this  should  show  is  what  the 
patient  complains  of  and  how  long  he  has 
complained.  For  models  of  histories,  the  ones 
given  in  MacEwen’s  “Polygenic  Diseases  of 
the  Brain  and  Spinal  Cord’’  have  always  ap- 
peared to  me  as  the  most  excellent. 

Parenthetically,  let  us  strive  to  clothe  our 
matter  in  language  that  is  pure  and  simple, 
not  only  pleasant  to  read,  but  easy  to  under- 
stand. 

Too  much  cannot  be  said  in  favor  of  the 
practice  of  promptly  and  properly  making 
such  records.  It  is  a great  deal  of  trouble 
and  gets  to  be  a burdensome  task  as  time 
goes  by,  but  records  are  a storehouse  of  one’s 
experience  and  certaintly  add  much  to  the 
satisfaction  with  which  one’s  work  is  done. 
While  the  labor  is  considerable,  it  adds  great- 
ly to  the  value  of  the  records  if  they  are 
cross  indexed  as  to  diseases.  It  is  certainly 
worth  something  for  a man  to  be  able  to 
state  accurately  in  a discussion  as  to  what 
percentage  of  his  cases  in  twenty  years  have 
needed  forceps,  what  his  mortality  in  typhoid 
in  thirty  years  has  been,  or  in  what  per- 
centage of  certain  surgical  eases  he  has  had 
recurrence  of  the  disease  or  infection,  etc. 
Only  case  records  enable  him  to  tell,  and  with- 
out them  his  statements  are  vague  and  his 
conclusions  unconvincing,  as  they  deserve  to 
be. 

We  are  meeting  this  year  at  the  home  of 
our  state  university  where  most  of  its  de- 
partments are  located,  and  the  opportunity 
will  probably  be  given  us  to  inspect  the  in- 
stitution and  to  meet  those  who  have  its  des- 
tiny in  charge.  As  the  head  of  the  public 
school  system  in  the  state  every  one  who  as- 
pires to  be  a good  citizen  should  familiarize 
himself  with  the  possibilities  of  this  institu- 
tion, and  when  the  good  citizens  know  of 
them,  it  is  to  be  hoiked  that  pressure  will  be 
brought  to  bear  in  high  places  so  that  this 
rxniversity  and  the  cause  of  public  education 
for  which  it  stands  will  no  longer  be  the 
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plaything  of  politicians  and  the  football  of 
polities,  and  that  the  methods  which  resulted 
in  the  withholding  of  the  appropriation  from 
this  worthy  cause  at  the  last  legislature,  will 
not  again  be  practiced. 

The  reformation  of  the  medical  press,  like 
John  Brown’s  soul,  is  “marching  on,”  and 
while  it  yet  lacks  a great  deal  of  having  at- 
tained the  level  which  it  is  certain  to  ulti- 
mately reach,  its  progress  has  been  no  less 
remarkable  than  it  is  commendable.  It  is  es- 
pecially in  reference  to  the  character  of  the 
advertising  that  it  carries  that  the  medical 
journal  needs  to  be  constantly  on  guard. 
There  are  a few  journals  which  carry  no  ad- 
vertising at  all.  The  Journal  of  our  National 
Association  and  most  of  our  state  journals 
carry  only  the  advertisements  of  those  houses 
whose  products  have,  through  a frank  state- 
ment of  their  contents  and  an  absence  of  un- 
fair claims  as  to  their  therapeutic  value,  re- 
ceived the  approval  of  the  appropriate  com- 
mittee of  the  A.  M.  A.  We  may  not  agree 
with  this  committee  in  every  case,  but  it  is 
our  committee  and  its  findings  and  the  evi- 
dence on  which  they  are  based  are  freely 
published,  and  in  the  absence  of  any  other 
standard,  this  is  the  best  one  to  follow  in 
determining  the  character  of  a pharmaceutic 
product.  There  are  yet  many  jouimals  pat- 
ronized by  the  best  men  in  the  profession, 
l)oth  as  subscribers  and  contributors,  who  are 
no  more  careful  of  their  advertising  than  a 
religious  paper,  and  hardly  as  much  so  as  the 
average  daily.  It  is  inconceivable  how  many 
periodicals  will  permit  things  as  advertise- 
ments that  it  knows  to  be  false  and  fraudu- 
lent. No  amount  of  expostulation  can  make 
them  change  this  practice,  though  they  will 
admit  that  the  stuff  they  help  to  exploit  is  a 
fake.  You  remember  Holmes  said  that 
“Quackery  travels  on  two  crutches,  the  tattle 
of  women  and  the  certificates  of  clergymen,” 
and  when  he  wrote  that  he  must  have  had  a 
religious  weekly  before  him.  The  law  has 
made  quackery  unpopular,  but  the  charlatan 
has  an  accomplished  successor  in  the  patent 
medicine  manufacturer,  who  salves  his  con- 
science and  stills  the  critics  at  one  stroke  by 
munificent  gifts  to  the  church  and  charity, 
and  carries  this  to  a point  where  he  can  pro- 


cure a certificate  of  character  from  members 
of  the  medical  profession. 

Schools  of  medicine  are  happily  becoming 
things  of  the  past.  Homeopathy  and  Eclectic- 
ism have  made  no  progress,  if  indeed  they 
have  not  lost  ground  in  recent  years.  Since 
1904  the  non-sectarian  medical  colleges  have 
been  reduced  in  number  36  per  cent,  while 
the  homeopathic  colleges  have  been  reduced 
63  per  cent  and  the  eclectics  60  per  cent.  In 
students  the  non-sectarian  schools  have  been 
reduced  44  per  cent,  homeopaths  61  per  cent, 
eclectics  76  per  cent.  In  graduates  the  non- 
sectarian schools  have  been  reduced  36  per 
cent,  homeopaths  53  per  cent,  eclectic  75 
per  cent.  Of  the  whole  number  of  physicians 
in  this  country  in  1915,  85  per  cent  were  non- 
sectarian, 10  per  cent  homeopaths  and  5 per 
cent  eleetics.  In  some  sections  they  hold  on 
pretty  well  and  still  seek  to  tar  us  with  the 
same  stick  by  calling  us  “allopaths.”  The 
most  recent  school  of  healing  to  make  a seri- 
ous bid  for  favor  was  osteopathy.  There  are 
more  other  kinds  of  praetors,  pullers  and  heal- 
ers than  I have  the  patience  to  enumerate, 
but  they  do  not  warrant  a second  thought. 
Osteopathy  was  founded  on  a mechanical 
theory,  which  need  not  be  discussed,  and  it 
is  only  mentioned  to  bring  your  attention  to 
what  is  happening  in  that  school  of  healing. 
To  begin  Avith,  while  they  were  long  known 
as  osteopaths,  they  are  dropping  that  term 
and  calling  themselves,  and  apparently  Avish 
to  be  called,  “osteopathic  physicians.”  Their 
journals  contain  the  advertisements  of  books 
Avritten  by  physicians,  such  a Dorland’s  Dic- 
tionary, Jelliffe’s  Dictionary,  Santees’ 
“Anatomy  of  the  Brain  and  Spinal  Cord,” 
and  books  by  Asch,  Bing,  Krause,  Romer  and 
other  M.D.’s.  They  also  carry  advertisements 
of  drugs,  and  significantly  those  Avhich  do  not 
always  have  the  Avhole-hearted  endorsement 
of  the  Council  on  Pharmacy  of  the  A.  M.  A., 
namely,  bounin,  malted  milk,  listerine,  anti- 
phlogistine,  nujol  and  other  oils,  hemabo- 
loid’s,  etc.  If  these  things  do  Avhat  they  claim 
to  do,  Avhat  interest  can  they  have  to  an  osteo- 
path? To  judge  the  school  by  the  utterings 
of  a single  individual  Avould  be  very  unfair, 
just  as  Ave  Avould  not  like  to  be  judged  by 
the  papers  of  certain  physicians,  but  it  might 
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be  mentioned  that  the  articles  in  their  jour- 
nals deal  with  such  subjects  as  “Food  as  a 
Medicine,”  Treatment  of  Malaria”  (by  diet), 
etc.,  which  seem  a bit  removed  from  the  basic 
claims  on  which  the  school  is  founded.  The 
literature  to  which  they  refer  in  their  articles 
are  such  journals  as  the  Journal  of  the  A. 
M.  A.,  the  London  Lancet,  etc.,  and  such  au- 
thors as  Gould  and  Pyle,  Hughlings- Jackson 
and  George  W.  Crile.  Their  schools  are  rap- 
idly falling  in  line  with  the  prevalent  ideas 
on  the  subject  of  medical  education,  and  the 
original  school  of  the  cult  has  announced  that 
they  will  go  on  a four-year  basis  with  .a  pre- 
liminary requirement  of  a high  school  educa- 
tion, in  September,  1916.  Moreover,  a former 
President  of  the  American  Osteopathic  Asso- 
ciation, in  a signed  editorial  in  the  American 
Osteopathic  Journal  for  December,  1915, 
urges  the  broadest  teaching,  and  that  they 
take  the  stand  that  since  they  have  to  prac- 
tically meet  the  same  legal  requirements  that 
a doctor  of  medicine  has  to  meet,  that  they 
should  not  receive  a license  to  do  a limited 
practice,  but  an  unlimited  practice.  The 
proposition  will  not  be  new  to  you,  having 
been  in  one  form  incorporated  in  our  own 
recent  law,  that  to  secure  a license  to  treat 
the  sick,  a man  should  show  evidence  of 
proper  preliminary  education,  a proper  course 
of  study  in  all  branches  of  the  healing  art, 
and  its  allied  and  fundamental  sciences,  that 
his  acquaintance  with  drugs  and  other  forms 
of  treatment,  except  surgical  treatment,  be 
not  called  into  question,  and  when  he  has 
satisfied  the  authorities  on  these  points,  he 
can  treat  the  sick  as  he  worships  God,  “ac- 
cording to  the  dictates  of  his  own  conscience.  ’ ’ 
If  I read  the  signs  of  the  times  correctly,  such 
a law  would  enlist  the  support  of  the  osteo- 
paths, and  such  slight  opposition  as  the  van- 
ishing forces  of  homeopathy  and  other  schools 
might  offer  could  probably  be  easily  over- 
come. In  this  I see  the  early,  final  and  satis- 
factory solution  of  a question  with  which  we 
have  struggled  long,  in  which  solution  Ten- 
nessee may  claim  the  honor  of  having  blazed 
the  way.  An  incident  which  happened  a few 
months  ago  in  the  family  of  the  editor  of  one 
of  the  leading  osteopathic  journals,  has  done 
much  to  move  this  school  from  itself  satisfied 


and  self-confident  attitude.  This  unfortunate 
gentleman  had  a son  who  was  taken  ill  with 
diptheria.  None  of  the  osteopaths  knew 
what  it  was  and  the  treatment  that  was  ap- 
plied was  followed  by  disastrous  results,  in 
that  the  little  patient  succumbed,  a diagnosis 
being  made  by  a physician  just  before  death. 
The  incident  nnxst  excite  the  greatest  sympa- 
thy for  the  afflicted  father,  whose  inquiries 
revealed  the  fact  that  this  and  many  other 
diseases  are  not  shown  in  osteopathic  schools, 
and  one  is  forced  to  put  the  question,  to  how 
many  other  men’s  sons  has  this  thing  hap- 
pened through  the  shortcomings  of  osteopa- 
thic training.  An  experience  of  this  sort, 
with  the  publicity  attending  this  ease,  will  do 
more  to  remove  the  scales  from  their  eyes 
than  books  or  argument. 

There  is  one  thing  that  happens  now  and 
then  to  indicate  that  in  some  quarters  we  are 
regarded  as  the  “regular”  ixrofession  in 
every  sense  of  the  word,  and  that  is  when 
you  receive  a circular  letter  from  a confrere 
asking  for  your  “rules”  in  regard  to  the 
treatment  of  certain  conditions.  I have  never 
formulated  but  one  and  that  was  to  try  to 
avoid  doing  anything  in  medicine  by  “mile.” 
“Always”  and  “Never”  are  words  that  have 
very  little  use  in  medicine,  and  the  exceptions 
would  soon  swamp  any  but  the  most  elastic 
variety  of  rules. 

All  of  the  forces  antagnostic  to  regular 
medicine  sought  to  pool  their  interests  in  a 
“League  of  Medical  Freedom”  and  by  lec- 
tures and  a periodical  sought  to  impress  peo- 
ple with  a fear  that  some  sort  of  movement 
was  on  foot  to  choke  off  all  opposition  to  the 
regular  school  of  medicine,  and  force  people 
to  be  treated  by  one  class  of  healers  and  pre- 
sumably by  one  plan  of  treatment.  It  has 
never  appeared  exactly  who  was  behind  this 
movement  and  who  furnishes  the  war  chest, 
and  in  an  effort  to  learn  something  about  it, 
some  of  us  in  Memphis  attended  one  of  their 
lectures  a few  years  ago.  It  was  given  in  a 
woman’s  club,  by  a homeopath,  and  he  was 
introduced  by  a local  lawyer,  of  whom  I will 
only  say  that  he  was  just  about  the  type  of 
man  that  you  would  expect  to  find  engaged  in 
such  a function,  and  whose  name  enabled  you 
to  recognize  him  as  one  of  the  race  who  are 
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chronically  “agin  the  government.”  The  only 
thing  the  lecturer  did  was  to  attack  the 
Owen’s  bill,  then  pending,  and  compulsory 
vaccination.  Now,  I know,  what  you  think 
of  these  movements,  and  you  know  what  I 
think  of  them,  but  it  may  interest  you  to  hear 
what  a little  lay  weekly  called  the  “Demo- 
crat,” published  in  Lamar,  Mo.,  thinks  of 
them.  In  an  editorial  (June  10th,  1915),  it 
refers  to  this  paper  on  Medical  Freedom,  as 
“threatening  us  with  a vast  medical  trust, 
poisoning  us  with  deadly  serums  and  vac- 
cines, gagging  us  with  nauseous  decoctions 
of  mephitic  herbs.”  The  editor  can  see  noth- 
ing interfering  with  medical  freedom.  “Is 
there,”  says  he,  “any  damn  fool  ’ism  and  ab- 
surd claim,  any  ‘Eny,  Meny,  Miney,  Mo’ 
business,  that  we  cannot  try  upon  our  diseased 
and  tortured  bodies,  if  we  are  so  minded?” 
He  contrasts  the  conduct  and  achievements 
of  regular  medicine  with  those  of  various 
schools,  cults,  ’isms  and  creeds  that  would 
supplant  it,  in  the  following  language: 

“The  regular  school  of  medicine  is  fallible. 
There  are  many  things  it  cannot  do.  But  it 
never  ceases  in  its  search  for  truth.  The  lab- 
oratory and  the  clinic  room  are  its  founda- 
tion and  inspiration.  What  has  become  of 
cholera?  What  has  become  of  infant  diar- 
rhea? What  has  become  of  smallpox,  once  a 
terror  equal  to  plague?  What  has  become  of 
diptheria  and  membranous  croup?  Who  is 
gradually  conquering  tuberculosis,  the  great- 
est of  human  plagues?  Who  has  dissipated 
the  dread  spectre  of  hydrophobia?  Who 
achieved  the  marvels  of  modern  surgery? 
Who  is  frantically  and  supplicatingly  in  de- 
mand upon  those  long  battle  lines  in  Europe? 
Is  it  chiropractics ? Is  it  osteopaths?  Is  it 
Christian  Science  healers? 

“Those  who  seek  to  overthrow  the  regular 
pi’actitioners  found  their  assumptions  upon 
a combination  of  superstition,  and  a wooden- 
faced denial  of  physical  facts.  They  come 
and  go  like  the  passing  seasons.  They  make 
no  great  scientific  discoveries.  They  garner 
no  tomes  of  physical  knowledge.  They  are 
found  in  the  end  to  be  based  upon  pretence, 
gullibility,  superstition  and  esoteric  moon- 
shine. 

“The  regular  school  makes  mistakes.  It 


needs  watching.  It  should  never  emerge  to 
that  haughty  eminence  where  it  will  not  re- 
ceive its  full  quota  of  brain-clearing,  humil- 
ity-preserving kicks ; but  forget  not,  brethren, 
it  is  the  salt  of  the  earth,  and  suffering  hu- 
manity’s one  dim  and  distant  star  of  hope.” 


TENNESSEE  STATE  MEDICAL  ASSOCIA- 
TION. 


Minutes  of  the  Eighty-Third  Annual  Meeting, 
Held  at  Knoxville,  April  4,  5 and  6,  1916. 


First  Day — Morning  Session. 

The  Association  met  in  Elks’  Hall  and  was 
called  to  order  at  10:15  a.  m.  by  Dr.  L.  L. 
Sheddan,  Chairman  of  the  Committee  of  Ar- 
rangements. 

Prayer  was  offered  by  Rev.  George  R. 
Stuart,  pastor  of  the  First  Methodist  Church, 
Knoxville. 

Invocation  by  Dr.  Stuart. 

Our  Gracious,  Merciful  and  Heavenly  Fa- 
ther, we  come,  first  of  all,  to  pay  Thee  our 
tribute  of  praise  and  thanksgiving  for  the 
good  Providence  that  has  led  us  through  an- 
other year  and  brought  to  this  annual  assem- 
bly in  honor,  health  and  strength.  We  thank 
'ihee  for  this  wonderful  profession.  We  thank 
Thee  for  the  discoveries  and  for  the  various 
gifts  of  Nature  that  Thou  hast  bestowed  for 
the  relief  of  the  sick  and  for  the  relief  of 
suffering  humanity.  We  thank  Thee  that 
Thou  didst  plant  in  Nature  these  wonderful 
qualities,  and  that  Thou  didst  lay  Thy  hand 
upon  the  human  brain  and  revealed  its  mys- 
teries and  made  it  possible  for  these  men  to 
relieve  the  sufferings  of  humanity.  We  thank 
Thee  for  the  discovei’y  of  electricity ; we 
thank  Thee  for  the  discovery  of  anaesthesia ; 
we  thank  Thee  for  the  discovery  of  those 
medicinal  qualities  that  enable  these  skilled 
men  to  bring  relief  to  suffering  mankind.  Let 
'i'hy  blessing  rest  upon  this  great  body  of 
Christian  gentlemen  wdio  go  into  our  homes 
at  every  hour  of  the  day  and  every  hour  of 
the  night.  We  thank  Thee  for  the  men  in 
■\.-hom  w'e  can  repose  our  confidence,  that  wdll 
not  abuse  our  home  relations  nor  disturb  our 
domestic  felicity,  nor  wdll  in  any  way  by  their 
example  influence  or  mar  our  home  life.  We 
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pray  Thee,  our  Father,  that  this  body  of  men 
may  realize  to  the  very  depth  what  their  po- 
sition is  and  what  their  responsibility  is  as 
they  stand  between  the  living  and  the  dead. 
Teach  them  kindness  and  gentleness  in  their 
professional  work.  Deliver  us  from  corrupt 
men  who  would  sneak  into  homes  and  pol- 
Irte  them.  Deliver  us  from  those  men  who 
vmuld  by  scientific  methods  break  the  law 
of  Nature  and  debauch  its  laws.  Grant,  our 
Father,  that  these  Christian  gentlemen  may 
bring  into  this  great  body  more  and  more  the 
great  moral  truths  that  will  enable  them  and 
their  fraternity  to  stand  up  for  the  best  that 
is  in  life  and  that  is  the  truest  in  our  rela- 
tions to  one  another.  Our  Father,  bless  them 
ill  their  deliberations,  lead  them  into  those 
channels  that  will  give  them  more  and  more 
skill  in  the  relief  of  suffering,  and  bless  us 
this  morning  and  throughout  our  lives.  Bless 
the  wives  and  the  little  ones  that  they  have 
left  behind  while  they  deliberate  for  the  good 
of  humanity.  We  ask  all  these  things  for  the 
Kedeemer’s  sake.  Amen. 

Address  of  Welcome  by  Mayor  J.  E.  McMil- 
lan, Knoxville. 

Mr.  President  and  Gentlemen  of  the  Ten- 
nessee State  Medical  Association;  It  is  my 
pleasure  and  privilege  this  morning,  as  the 
Mayor  of  the  City  of  Knoxville,  to  welcome 
the  distinguished  gathering  that  appears  be- 
fore me.  As  a plain  business  man,  I am 
somewhat  unaccustomed  to  making  public 
speeches,  and  I must  ask  the  pardon  of  tJiis 
gathering  if  my  speech  seems  short,  but  I 
assure  you,  gentlemen,  that  whatever  it  lacks 
in  length  it  is  made  up  in  sincerity. 

The  medical  profession  in  Knoxville  (I  am 
supposed  to  be  addressing  visitors  just  now) 
is  composed  of  men  of  the  highest  type  of 
character,  and  they  represent  the  highest 
type  of  citizenship  within  our  borders.  I ven- 
ture the  assertion  that  Knoxville  is  G’eer 
from  fakes  and  quack  doctors  than  any  city 
of  its  size  in  the  United  States.  (Applause.) 
Judging  the  Association  of  Tennessee  by  the 
personnel  of  the  profession  iii  Knoxville,  it 
is  indeed  an  honor  to  welcome  you  here  this 
morning.  I shall  not  take  up  your  valuable 
time  to  boast  to  you  of  Knoxville,  for  I feel 


assured  that  after  you  have  been  here  a while 
you  will  be  convinced  that  we  have  one  of 
the  best  progressive  cities  of  its  size  in  the 
South.  But  it  is  my  pleasure  and  pleasing 
function  to  extend  to  you  gentlemen  in  the 
name  of  the  citizens  and  on  behalf  of  :!  e 
citizens  of  Knoxville  a warm  and  cordial  wel- 
come to  our  city.  We  ask  you  to  take  advan- 
tage of  our  hospitality.  We  want  you  to  be- 
come acquainted  with  our  citizens,  and  I hope 
that  this  aecpiaintance  will  develop  into  a 
true  friendship.  I wish  for  this  convention 
in  its  deliberations  much  profit  and  pleasure. 
T thank  you.  (Applause.) 

Address  of  Welcome  on  Behalf  of  Knox  Coun- 
ty Medical  Society  by  Dr.  W.  S.  Nash. 

Mr.  Chairman  and  Gentlemen  of  the  Ten- 
nessee State  Medical  Association:  I am  de- 
lighted to  have  the  opportunity  on  this  occa- 
sion of  expressing  to  you  the  true  sentiment 
of  organized  medicine  for  Knox  County. 
There  are  differences  and  distinctions  drawn 
in  life,  and  there  are  many  things  that  can 
be  said.  There  is  much  that  can  be  done,  but 
we  of  East  Tennessee  have  a personal  pride, 
believing  as  we  do,  through  ignorance  possi- 
bly, but  we  believe  it  just  the  same,  in  offer- 
ing to  you  a welcome  that  cannot  be  exceed- 
ed by  any  people  of  this  great  old  state. 
There  is  not  a doctor  within  the  sound  of  my 
voice  coming  from  East  Tennessee  but  who  is 
a true,  loyal  participant  in  this  welcome. 
There  is  not  a man  but  who  will  do  something 
for  yoii  if  the  occasion  arises.  The  sincerity 
and  loyalty  of  East  Tennessee  have  been  most 
marked  in  all  the  affairs  of  life,  political,  so- 
cial and  domestic.  You  cannot  go  anywhere 
or  talk  about  anything  that  an  East  Tennes- 
sean does  not  know  something  about.  Doc- 
tors know  something,  preachers  and  lawyers 
know  a little  something  about  it.  But  we 
have  managed  to  live  in  that  straight  and 
narrow  way,  all  of  us  trying  to  keep  upon 
the  right  side  until  we  have  practically  ban- 
ished the  charlatan  and  the  quack,  until  we 
have  brought  organized  medicine,  as  we  be- 
lieve, to  a reasonably  high  standard,  and  in 
presenting  to  you  our  best  wishes  we  do  it 
solely  through  organized  medicine.  We  are 
not  here  as  a bunch  of  “roughnecks”  to  say 
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that  the  city  is  yours  and  you  can  do  as  you 
please,  but  we  are  here  to  say  to  you  that  we 
are  your  fellowmen  who  enjoy  the  respect  of 
the  community  in  which  we  reside ; that  we 
are  proud  of  our  position  as  social  physicians 
and  as  medical  men,  and  along  these  lines 
we  are  more  than  glad  to  welcome  you  to 
our  midst,  for  we  feel  organized  medicine  in 
this  city  is  one  of  the  greatest  treasures  or 
accomplishments  in  the  state.  While  the  bat- 
tle grounds  of  Europe  are  being  covered  with 
blood,  while  it  is  painful  to  think  of  it,  and 
while  the  extent  of  the  devastation  is  un- 
known or  cannot  be  fully  appreciated  by  us, 
there  are  those  today  who  are  fighting  the 
battles  of  Inunanity  in  a quiet  and  dignified 
v/ay  in  the  homes,  the  laboratories,  and  else- 
where. They  are  waging  a battle  that  is  pro- 
ductive of  much  more  good  than  comes  from 
the  world  powers  who  are  striving  to  conquer 
each  other  under  the  stars  of  heaven.  We 
have  set  about  in  a quiet  way  to  do  some- 
thing for  our  people,  and  the  good  doctors 
here  today  are  just  those  men  who,  out  of 
the  goodness  of  their  hearts  and  love  for  their 
profession  and  its  advancement,  have  come  to 
discuss  vital  issues  which  may  be  exercised 
and  practiced  upon  you  before  the  day  is 
done,  and  certainly  it  is  for  the  good  of  the 
common  cause  of  humanity  and  for  the  citi- 
zenship of  the  dear  old  state  in  which  we  live. 

We  are  all  workers  in  a common  cause. 
We  are  here  for  a sincere  purpose,  and  Knox 
county  stands  behind  you  to  bid  you  welcome 
and  to  do  everything  that  can  be  done  upon 
the  part  of  organized  medicine  to  make  your 
stay  here  just  as  pleasant  and  profitable  as 
it  can  be. 

It  is  true  within  a comparatively  short  time 
we  have  had  reverses.  The  Imperial  Hotel 
which  was  first  selected  as  the  meeting  place 
for  the  Association,  was  burnt  down,  so  that 
we  cannot  invite  you  to  that  dear  old  hos- 
telry. We  have  not  a beautiful  Patten  Hotel 
nor  a Gayoso,  but  we  can  give  you  the  best 
we  have,  and  above  all,  we  give  you  a heart 
full  of  love,  a heart  full  of  professional  love, 
and  we  will  do  for  each  and  every  one  of  you 
everything  that  is  in  our  might  to  do.  Knox 
County  Medical  Society  gladly  welcomes  th(j 
Tennessee  State  Medical  Association  to  this 


city,  and  on  behalf  of  that  Society  permit  me 
to  say  that  so  far  as  the  membership  of  that 
Society  can  go,  with  open  arms  and  big 
hearts,  we  welcome  you  to  Knoxville.  (Ap- 
plause.) 

Report  of  the  Chairman  of  the  Committee  on 
Arrangements. 

Dr.  L.  L.  Sheddan,  Chairman  of  the  local 
Committee  on  Arrangements,  announced  that 
the  Stratford  Hotel  had  been  selected  as  head 
quarters  of  the  Association.  He  also  called 
attention  to  the  other  hotels  which  would  ac- 
commodate the  members. 

At  nine  o’clock  Wednesday  evening,  the 
Knox  County  Medical  Society  would  give  a 
“speechless  banquet”  to  the  members  and 
visiting  physicians  at  the  Lyceum. 

Dr.  Brown  Ayres,  President  of  the  State 
University,  extended  an  invitation  to  the  As- 
sociation to  visit  the  university  at  4:00  p.  m. 
Wednesday. 

The  President,  Dr.  E.  C.  Ellett,  Memphis, 
then  took  charge  of  the  meeting  and  deliv- 
ered his  address,  which  was  entitled  “Obiter 
Dicta.” 

On  motion  of  Dr.  S.  S.  Crockett,  a vote  of 
thanks  was  extended  to  the  President  for  his 
address  and  the  address  was  ordered  pub- 
lished in  the  daily  press  in  full. 

Dr.  C.  N.  Cowden,  Nashville,  read  a paper 
entitled  “Sui’gery  of  the  Gall  Passages,” 
which  was  discussed  by  Drs.  Haggard  and 
Idtterer. 

Dr.  E.  Dunbar  Newell,  Chattanooga,  read  a 
paper  entitled  “An  Analysis  of  One  Hundred 
Consecutive  Cases  of  Appendicitis  Operated 
Upon  at  the  Newell  Clinic.”  (No  discussion.) 

Dr.  J.  B.  McElroy,  Memphis,  read  a paper 
on  “Functional  Kidney  Tests,”  which  was 
discussed  by  Drs.  Bromberg,  Carmichael,  and 
the  discussion  closed  by  the  essayist. 

On  motion,  the  Association  adjourned  until 
2 :00  p.  m. 

First  Day — Afternoon  Session. 

Dr.  W.  H.  Witt,  Nashville,  read  a paper  en- 
titled “Some  of  the  Features  of  History  Tak- 
ing,” which  was  discussed  by  Drs.  Haggard. 
Sheddan,  and  in  closing  by  the  essayist. 

Dr.  H.  M.  Tigert,  Nashville,  read  a paper 
entitled  “Some  Surgical  Considerations  of 
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Gastric  and  Duodenal  Ulcer,”  which  was  dis- 
cussed by  Drs.  Barnett,  Williams,  Thielen, 
and  discussion  closed  by  the  essayist. 

Ur.  William  R.  Cubbins,  Chicago,  Illinois, 
read  a paper  (by  invitation)  entitled  “A  Pre- 
liminary Report  on  the  Use  of  Foreign  Bodies 
in  the  Peritoneal  Cavity,”  which  was  illus- 
ti  ated  by  numerous  slides. 

The  paper  was  discussed  by  Drs.  Crook, 
Gallagher,  Barr,  and  in  closing  by  the  author 
of  the  paper. 

Dr.  C.  E.  Brush,  Nashville,  read  a paper  en- 
titled “Hemoptysis  and  Hematemesis  in  Ty- 
phoid, with  Report  of  a Case,”  which  was 
discussed  by  Dr.  Bitterer. 

Dr.  S.  T.  Rucker,  Memphis,  followed  with 
a paper  on  “Cardioneuroses.  ” Discussed  by 
Drs.  Witt  and  Require. 

On  motion,  the  Society  adjourned  until  8 :00 
p.  m. 

First  Day — Evening  Session. 

The  Association  reconvened  at  8 :00  p.  m., 
and  was  called  to  order  by  the  President. 

Dr.  W.  W.  Potter,  Knoxville,  read  a paper 
on  “Why  Go  to  an  Oculist  for  Refraction?” 
The  paper  was  discussed  by  Drs.  Dulaney, 
Williams,  Jones,  and  Roberts. 

Dr.  C.  P.  McNabb  moved  that  the  Secretary 
send  a telegram  to  Dr.  W.  K.  Vance,  Bristol, 
expressing  sympathy  in  the  death  of  his  sis- 
ter. Seconded  and  carried. 

Dr.  C.  P.  Pox,  Greeneville,  read  a paper  en- 
titled “Who  Should  Operate?  A Plea  for 
More  Careful  Pre-operative  Study  of  Surgi- 
cal Cases,”  which  was  discussed  by  Drs.  Has- 
kins, Witherspoon,  Sheddan,  Roberts,  Crock- 
ett, Zirkle,  McNabb,  and  in  closing  by  the 
essayist. 

Dr.  William  D.  Haggard,  Nashville,  read  a ’ 
paper  entitled  “Surgical  Curiosities,”  whi^i*'’ 
was  illustrated  by  slides.  Discussed  by  Dr. 
Barnett  and  in  closing  by  the  essayist. 

Dr.  L.  L.  Sheddan,  Knoxville,  read  a paper 
mtitled  “The  Significance  and  Management 
of  Acute  Abdominal  Pain,”  which  was  dis- 
cussed by  Drs.  Bryan,  Witt,  Williams,  and 
in  closing  by  the  essayist. 

On  motion,  the  Association  adjourned  until 
8:30  a.  m.  Wednesday. 


April  5,  1916. 

Second  Day — Morning  Session. 

The  Association  met  at  9 -.00  a.  m.,  and  was 
called  to  order  by  the  President, 

Dr.  Perry  Bromberg,  Nashville,  read  a pa- 
per entitled  “The  Treatment  of  Syphilis,” 
Avhieh  was  discussed  by  Drs.  Williams,  Shed- 
dan, Haase,  Barnett,  Bitterer,  and  in  closing 
by  the  essayist. 

Dr.  P.  P.  Calhoun,  of  Atlanta,  Ga.,  read 
a paper  (by  invitation)  entitled  “The  Sig- 
nificance of  Retinal  Changes  in  Cardio-Renal- 
Vaseular  Disease.” 

On  motion  of  Dr.  Witherspoon,  a vote  of 
thanks  was  extended  to  Dr.  Calhoun  for  his 
instructive  and  valuable  paper. 

Dr.  G.  P.  Zirkle  of  Kingston  read  a paper 
entitled  “The  Prostatie  Problem.” 

Dr.  Eugene  J.  Johnson  and  Dr.  J.  A.  Cris- 
ler,  Memphis,  read  a joint  paper  entitled  “A 
Plea  for  the  Early  Recognition  and  Treat- 
ment of  Hyperthyroidism.” 

Dr.  Martin  H.  Fischer,  Cincinnati,  0.,  (by 
invitation)  delivered  an  address  entitled 
“The  Principles  of  Treatment  in  Nephritis.” 

At  the  conclusion  of  Dr.  Fischer’s  remarks. 
Dr.  Deering  J.  Roberts  moved  that  a rising 
vote  of  thanks  be  extended  to  Dr.  Fischer  for 
his  valuable,  practical  and  most  instructive 
paper.  Seconded  and  unanimously  carried. 

On  motion,  the  Association  adjourned  nntil 
2 :00  p.  m. 

Second  Day — Afternoon  Session. 

The  Association  reconvened  at  2 :00  p.  rr.., 
and  was  called  to  order  by  the  Vice-Presi- 
dent, Dr.  Smith  of  Doyle. 

Dr.  W.  C.  Dixon,  Nashville,  read  a paper 
on  “Tuberculosis  cfprhe ^ Kidney, ” which  was 
discussed  by'Di’s.  Burclp’Bl’ohlberg,  Witt,  ai  d 
in  closing  by  the  .essayist.  ’ ’ ' . " 

Dr.  Herbert  T)  Brooks,  Memphis,  read  a 
paper  entitled  “The  Occurrence  'of"’ Malig- 
nanQy' Ih  thfc  (Gasti'ohdestuial  Tract.”  Dis- 
cussed by  Dr.  Gallagher. 

Dr.  Willis  C.  Campbell,  Memphis,  read  a 
paper  entitled  “The  Solar  Treatment  of  Tu- 
berculosis in  Bones  and  Joints.”  Discussed 
by  Drs.  Bryan,  Nichol,  Robertson,  Brown,  and 
in  closing  by  the  essayist. 

On  motion,  the  Association  adjourned  until 
8:00  p.  m. 
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Second  Day — Evening  Session. 

The  Association  reconvened  and  was  called 
to  order  by  the  President  at  8 :00  p.  m. 

Dr.  W.  M.  McCabe,  Nashville,  read  a paper 
on  “Intestinal  Obstruction,”  which  was  dis- 
cussed by  Drs.  Tigert,  Nash,  Cowden,  Haskell, 
Black,  and  in  closing  by  the  essayist. 

T)r.  L.  E.  Burch,  Nashville,  followed  with  a 
paper  on  “Menstrual  Disorders.” 

This  paper  was  discussed  by  Drs.  IMcGehee, 
Black,  and  Panhorst. 

On  motion,  the  Association  ad,iourned  until 
8 :3()  a.  ]n.,  Thursday. 

April  6,  1916 — Third  Day — ^Morning  Session. 

The  A.ssociation  met  at  9 :00  a.  m.,  and  was 
called  to  order  by  Vice-President  Smith. 

Dr.  H.  II.  Shoulders,  Nashville,  read  a paper 
entitled  “The  Public  Health  Situation  in  Ten- 
nessee Portrayed  by  Morality  Records.” 

Discussed  by  Drs.  White,  Brown,  Require, 
Haskell,  Goetz,  Brooks,  Burns,  Zoller,  and  in 
closing  by  the  essayist. 

Dr.  L.  W.  Haskell  moved  that  the  Society 
request  the  President  of  the  State  Board  of 
Health  to  have  passed  a sanitary  regulation 
that  all  cases  of  typhoid  fever  shall  be  effi- 
ciently screened,  either  with  wire  or  with  a 
cheap  mosquito  netting,  and  that  the  excreta 
be  sterilized  by  an  efficient  disinfectant ; that 
there  lie  a fine  attached  to  the  physician  and  a 
larger  one  to  the  family,  and  that  this  law  be 
published  broadcast. 

IMotion  seconded  and  carried. 

The  Seci*etary  read  the  report  of  the  Nom- 
inating Connnittee  of  the  lionise  of  Delegates. 
(For  particulars  .seeoprocetidings^of  th^  House 
of  Delegates),  o . . ' • , 

Dr.  Newell  and"  Dr.  Black  were  appointed 
a committee' to  escort  the  newly' elected  Presi- 
dent tb' the  platform. 

Dr.  Ellett,  in  introducing,  liik  siDeessffi’’,  said. 
Our  orators  all  w^ent  home,  so  that  w'e  have  no 
one  left  to  introduce  Dr.  Cowden.  However, 
Dr.  Cowalen  does  not  need  any  introduction, 
especially  from  a man  who  is  so  much  less 
knowm  than  he  is  to  the  profession  of  Tennes- 
see, and  I take  great  pleasure  in  presenting 
him  with  this  badge  of  office  (referring  to 
gavel ) and  turn  the  Tennessee  State  Medical 
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Association  over  to  him  for  next  year.  (Ap- 
plause) . 

Dr.  Cowden,  in  accepting  the  Presidency, 
said : Never  before  in  my  life  did  I wmnt  to  be 
an  orator  as  much  as  I do  at  this  moment. 

When  I came  here  I wms  almost  an  humble 
private  in  the  ranks  of  our  beloved  association 
and  .1  suddenly  find  myself  thrust  in  to  the 
highest  office  wfithin  the  gift  of  this  organiza- 
tion. To  me  it  will  be  -the  greatest  honor  that 
shall  ever  come  my  wmy.  Read,  if  you  will, 
the  roster  of  this  Association  and  upon  its 
pages  you  will  find  the  illustrious  names  of 
the  men  wdio  have  wmitten  the  hi.story  of  medi- 
cine and  surgery  in  Tennessee  and  have  made 
this  organization  the  peer  of  any  in  this  broad 
land  of  ours. 

We  are  living  in  a great  age  in  medicine  and 
in  surgery.  We  are  struggling  up  from  the 
doubts  and  misgivings  of  the  past  through  the 
open  door  of  the  wonderful  present  on  to  the 
unlimited  possibilities  of  the  future,  and  it  is 
no  small  task  to  lead  a body  of  men  like  this, 
but  it  will  be  my  pleasure  and  my  privilege  to 
lead  you,  if  I can,  to  these  higher  ideals,  to 
loftier  purposes,  and  to  the  broader  concep- 
tions of  our  medical  ethics. 

If  I told  you  how  much  I appreciate  this 
great  honor  you  w'ould  not  believe  me.  This 
great  honor  that  has  been  conferred  upon  me 
is  enoiigh  to  make  anyone  feel  somewhat 
“chesty.”  But  wdien  I realize  and  remember 
the  long  list  of  illustrious  men  who  have  filled 
and  shed  lustre  upon  the  presidential  chair  of 
this  organization,  my  egotism  has  gone,  and 
I feel  like  shrinking  away  in  humility  at  my 
weakness  in  the  presence  of  this  stupendous 
task.  I do  not  hope  to  fill  it  nearly  as  effi- 
ciently as  my  predecessor,  but  I say  here  and 
now’,  I pledge  unto  you  eveiy  fiber  of  my  be- 
i,iig'to  the  fulfillment  of  this  high  and  honored 
trust.*  I thank  you,  gentlemen,  more  than  I 
can  tell  you.  (Loud  applause.) 

Dr.  J.  L.  McGehee,  Memphis,  Vice-President 
for  West  Tennessee,  w’as  introduced,  and  said : 
Accept  my  thanks  for  the  honor  you  have  seen 
fit  to  confer  upon  me.  As  w’e  are  pressed  for 
time  and  there  are  many  of  my  friends  from 
Memphis  here  w’ho  are  on  the  program  to  read 
I)apers,  I will  not  detain  you  by  any  speech  of 
acceptance,  but  only  to  pledge  you  my  efforts 
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in  behalf  of  the  State  Association.  (Applause). 

There  were  several  calls  for  the  Secretary  to 
make  a speech.  Dr.  We.st  said:  Mr.  Chair- 
man and  Gentlemen : We  are  behind  with  the 
program;  there  are  several  men  who  have  val- 
uable contributions  to  make,  and  I have  only 
one  or  two  things  I want  to  say  to  the  Asso- 
ciation. First,  I want  to  express  my  apprecia- 
tion of  the  honor  that  has  been  shown  me,  and 
I pledge  you  my  continued  best  efforts  for  the 
interest  of  this  organization.  I want  to  ex- 
press my  most  sincere  appreciation  for  the 
wonderful  interest,  the  active  interest,  that  has 
been  taken  in  the  affairs  of  the  Association  by 
the  other  officers  during  the  past  year.  I have 
no  hesitancy  in  saying  that  Ellett  has  made 
the  best  President  we  have  ever  had  that  I 
have  known.  (Applause.)  I say  that  be- 
cause he  has  taken  more  interest  in  every  de- 
tail than  any  other  president  I have  known  to 
serve  the  Association. 

I want  to  say  a word  about  the  gentleman 
you  have  chosen  to  serve  you  for  the  next  year, 
lie  has  been  intensely  interested  and  extremely 
conscientious  and  careful  in  the  performance 
of  the  duties  that  have  devolved  him  as  treas- 
urer in  the  past  two  years.  And  so  I may  say 
all  down  through  the  line  as  to  the  officers  of 
the  Association,  and,  for  the  most  part,  all  the 
county  secretaries,  who  are  really  the  most  im- 
portant cogs  in  the  wheel  and  have  done  good 
work. 

There  is  one  other  thing  I want  to  say  to  the 
men  who  told  me  that  we  could  not  have  a good 
meeting  in  East  Tennessee — I want  to  crook 
my  fingers  at  them  and  say  “I  told  you  so.” 
Some  suggested  that  a change  be  made  from 
meeting  in  Knoxville  to  somewhere  else  be- 
cause the  Knoxville  men  could  not  do  this  thing 
up  brown,  but,  gentlemen,  I leave  it  to  you  if 
they  have  not  done  it.  They  have  made  this 
meeting  a great  success,  and  I want  to  thank 
them  for  it.  (Applause). 

Mr.  President,  there  is  nothing  further  that 
I can  say  of  interest  to  the  Association  except 
to  express  my  sincere  appreciation  of  what  has 
been  done  to  help  me  as  Secretary  and  the  ap- 
preciation that  I have  for  the  attendance  of 
men  here  today,  who  are  coming  to  these  meet- 
ings year  by  year  and  are  taking  more  and 
more  interest  in  the  affairs  of  the  Association. 


We  have  the  most  representative  body  at  this 
meeting  we  have  ever  had.  They  began  to 
come  a year  or  two  ago  and  they  are  coming 
now  every  year.  This  is  really  the  most  en- 
couraging feature  and  promises  very  much  for 
the  future  of  this  organization.  (Applause). 

Dr.  J.  L.  McGehee,  Memphis,  read  a paper 
entitled  ‘‘Tumors  of  the  Female  Breast,” 
which  was  discussed  by  Drs.  Bryan,  Rule, 
Black,  Roberts,  Burns,  Tigert,  Haskell. 

Dr.  B.  F.  Fyke,  Springfield,  read  a paper 
on  ‘‘Constipation,”  which  was  discussed  by 
Dr.  Burns. 

Dr.  A.  G.  Nichol,  Nashville,  read  a paper 
on  ‘‘Treatment  of  Hip  Disease,”  which  was 
discussed  by  Dr.  C.  A.  Robertson,  and  in  clos- 
ing by  the  essayist. 

Dr.  W.  F.  Clary,  Memphis,  read  a paper  en- 
titled, ‘‘Report  of  Two  Gunshot  Cases,”  which 
was  discussed  by  Di’s.  Burns,  Cowden,  Black, 
and  in  closing  by  the  essayist. 

At  the  conclusion  of  the  discussion  on  Dr. 
Clary’s  paper  Dr.  C.  A.  Robertson,  Ridgetop, 
said : I have  a matter  I want  to  bring  be- 
fore this  Association  that  I deem  of  consid- 
erable importance,  and  that  is  in  connection 
with  the  publication  of  the  proceedings  in  the 
lay  press.  We  are  all  aware  of  the  fact  that 
the  lay  pi-ess  frecpiently  get  items  from  our 
proceedings  that  are  garbled  and  inaccurate 
and  often,  perhaps,  work  great  injustice 
upon  physicians  and  organized  medicine. 
Then,  again,  the  lay  press  frequently 
fails  to  get,  or,  at  least,  fails  to  pub- 
lish matters  that  are  of  the'  utmost  im- 
portance as  public  health  topics.  Not  infre- 
quently things  happen  during  our  delib- 
erations that  are  not  well  to  give  to  the  public. 
A ease  in  point.  Day  before  yesterday  we  had 
a discussion  which  assumed  some  rather  unfor- 
tunate proportions,  and  if  it  had  been  pub 
lished  it  might  not  have  made  ils  feel  as  com- 
fortable as  we  usually  like  to  feel. 

Another  illustration.  I am  told  that  in  one 
of  the  leading  daily  papers  of  the  state  that 
there  was  about  one-half  column  of  publicity 
given  to  the  manufacturers’  proceedings  and 
perhaps  less  than  a dozen  lines  given  to  the 
association  of  this  Society  now  in  session.  I 
believe,  therefore,  it  would  be  a wise  proceed 
ing  and  sound  in  logic  if  we  had  a standing 
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committee  appointed  by  the  President,  krown 
as  a committee  on  public  press  censorship,  or 
a committee  on  the  lay  press,  to  give  out  such 
matter  for  publication  as  we  think  should  be 
published  and  withhold  those  things  that 
should  not  be  published. 

In  this  connection  I am  going  to  move,  if  I 
am  in  order,  that  the  President  be  instructed 
to  appoint  a committee  of  three  to  have  a cen- 
sorship over  publications  in  the  lay  press  in 
the  future,  if  I can  have  a second  to  that  mo- 
tion. i\Iotion  seconded. 

Dr.  William  Britt  Burns : I think  this  nmt- 
ter  would  have  to  go  to  the  House  of  Dele  ;'aics 
for  consideration. 

The  President:  The  Chair  rules  that  this 
matter  will  have  to  be  brought  iip  in  the  House 
of  Delegates. 

Dr.  E.  T.  Newell,  Chattanooga,  read  a paper 
entitled  “The  Treatment  of  Inoperable  Car- 
cinoma of  the  Uterus  by  the  Percy  Cautery 
^Method,”  which  was  discussed  by  Drs.  Black 
and  Haskell. 

Dr.  S.  R.  Miller,  Knoxville,  followed  with  a 
paper  entitled  “Hysteria  Due  to  Alleged  Trau- 
matism,” which  was  discussed  by  Drs.  Crock- 
ett, Newell,  Robertson,  Haskell,  Miller. 

On  motion,  the  Association  adjourned  until 
2 :00  p.  m. 

Third  Day — Afternoon  Session. 

The  Association  re-convened  at  2 :00  p ,m., 
and  was  called  to  order  by  the  Pr&sident. 

Dr.  Herbert  AcufP,  Knoxville,  read  a paper 
entitled  “Prevention  and  Treatment  of 
Shock.  ’ ’ 

Dr.  W.  T.  Black,  Memphis,  read  a paper  en- 
titled “Retro-Displacements  of  the  Uterus; 
Repox’t  of  Cases  with  Remarks  Concerning  the 
Type  of  Operation  to  Be  Selected  Under  Cer- 
tain Conditions,  Especially  the  Barrett  and 
Baldy-Webster  Operations.” 

This  paper  was  discussed  by  Drs.  Clary, 

Caldwell  and  discussion  closed  by  the  essayist 

Dr.  H.  E.  Goetz,  Knoxville,  read  a paper 
on  ‘ ‘ Some  Fallacies  in  the  Accepted  Treatment 
of  Opiumism,”  which  was  dtscassed  by  Dr. 
Wallace,  and  in  closing  by  the  essayist. 

Dr.  C.  A.  Robertson,  Ridgetop,  read  a pa- 
per entitled  “The  Etiology  of  Tuberculosis.” 

'fhis  paper  was  discussed  by  Drs.  Haskell, 
Richmond,  and  in  closing  by  the  essayist. 


Dr.  L.  W.  Haskell,  Memphis,  read  a paper 
entitled  “Diagnosis  of  Acute  Extra-Peritoneal 
Appendicitis.  ’ ’ 

Discussed  by  Drs.  IMcGehee,  Buims,  Clary, 
and  in  closing  by  the  essayist. 

Dr.  Olin  West : I move  that  the  best  meet- 
ing the  Tennessee  State  Medical  Association 
ever  held  be  now  adjourned. 

Dr.  Deering  J.  Roberts,  Nashville:  In  sec- 
onding that  motion,  I wish  to  express  the  views 
I have  in  regard  to  this  meeting.  I was  asked 
the  question  by  the  Secretary  as  to  what  1 
thought  of  this  meeting,  and  I fully  agree  with 
him  that  it  is  one  of  the  best  meetings  we  have 
ever  had.  It  has  been  very  interesting  from 
beginning  to  end,  characterized  by  a uniform- 
large  attendance,  a large  number  of  papers 
having  been  read,  followed  by  hicicl,  practical 
discussions.  If  anyone  was  called  to  order  the 
President  has  not  made  a ruling  that  has  been 
appealed  from.  The  meeting  has  been  har- 
monious throughout.  It  has  been  most  satis- 
factory, and  I say  this  from  the  standpoint 
of  one  who  has  had  experience  in  many,  many 
meetings. 

Before  closing  I wish  to  express  upon  behalf 
of  the  visiting  members  of  the  Association  our 
gratitude  and  sincere  thanks  to  the  Knox 
County  Medical  Society  and  its  Committee  of 
Arrangements,  especially  its  Chairman,  for 
their  entertainment  during  this  meeting,  we 
being  their  guests.  Our  thanks  are  also  due 
to  the  Elks’  Club  for  the  use  of  this  building. 
Our  thanks  are  also  due  to  the  President  of 
the  State  University  for  his  courteous  invita- 
tion and  entei’tainment  there. 

As  the  Association  is  to  meet  in  Nashville 
next  year,  I can  say  to  you  that  you  wiU  be 
heartily  welcomed  there  with  open  arms  and 
open  hearts.  AVe  may  not  be  able  to  entertain 
you  as  intei’estingly  and  perhaps  as  lavishly 
as  they  have  done  here  at  Knoxville,  but  we 
are  going  to  do  our  best.  We  hope  that  when 
you  come  to  Nashville  next  year  you  will  ex- 
pect a larger  meeting  there,  as  we  receive  busi- 
ness from  both  sides  and  in  the  middle  of  the 
state.  Here  yoxi  draw  largely  from  your  own 
end,  some  from  the  middle  and  some  far  west 
of  the  state. 

This  is  the  largest  meeting  we  have  ever  had 
outside  of  Nashville.  I am  informed  that  three 
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hundred  and  twenty-one  members  have  reg- 
istered, the  largest  number  we  have  had  out- 
side of  the  City  of  Nashville,  which  I under- 
stand last  year  was  tlmee  hundred  and  forty 
nine.  (Applause.) 

The  President  then  put  the  motion  and  de- 
clared the  Association  adjourned  to  meet  in 
Nashville  in  April,  1917. 


TENNESSEE  STATE  MEDICAL 
ASSOCIATION. 


Minutes  of  Section  on  Ophthalmology,  Laryn- 
gology, Otology  and  Rhinology. 


Chairman,  Dr.  C.  G.  Savage,  Nashville; 
Secretary,  Dr.  O.  Dulaney,  Dyersburg. 

Monday,  April  3,  1916 — Morning  Session. 

The  Section  met  at  10 :00  a.  m.,  and  was 
called  to  order  by  the  Chairman,  who  deliv- 
ered an  address  entitled  “Routine  in  Eye 
Work.” 

The  address  was  discussed  by  Drs.  Dotson 
and  Ellett. 

Dr.  Louis  M.  Scott,  Jellico,  read  a paper 
on  “Dacryocystitis  as  a Predisposing  Cause 
of  Corneal  Ulcer,”  which  was  discussed  by 
Drs.  Jones  (Knoxville),  Jones  (Maryland), 
Ellett,  Price  and  Broyles. 

Dr.  A.  P.  Richards,  Sparta,  followed  wdth  a 
paper  on  “Trachoma,”  which  was  discussed 
by  Drs.  Davis,  Ellett,  Roberts,  Price  Potter, 
Savage,  and  the  discussion  closed  by  the  es- 
sayist. 

On  motion,  the  Section  adjourned  until 
2 :00  p.  m. 

Afternoon  Session. 

The  Section  re-convened  at  2 :00  p.  m.,  and 
was  called  to  order  by  the  Chairman. 

Dr.  Charles  H.  Davis,  Knoxville,  read  a 
paper  on  “ Intraeapsular  Cataract  Extrac- 
tion,” which  was  discussed  by  Drs.  Savage, 
Ellett,  Price,  and  in  closing  by  the  essayist. 

Dr.  Emmett  L.  Jones,  Cumberland,  Mary- 
land, read  a paper  by  invitation  entitled 
“Sub-Conjunctival  Injections,”  which  was 
discussed  by  Drs.  Price,  Dulaney,  Capps, 
Davis,  and  in  closing  by  the  essayist. 

Dr.  Walter  Dotson,  Lebanon,  read  a paper 
on  “Acute  Middle  Ear  Trouble.” 

This  paper  was  discussed  by  Drs.  Ellett, 


Dancy,  Scott,  Jones,  Dulaney,  Davis,  Roberts, 
Savage,  Davis,  Roberts,  and  discussion  closed 
by  the  essayist. 

Dr.  Broyles  moved  that  a Nominating  Com- 
mittee of  three  be  appointed  to  nominate  of- 
ficers of  the  Section  for  the  ensuing  year. 

Seconded  and  carried. 

The  Chair  appointed  Drs.  Broyles,  Dancy 
and  Richards. 

The  Nominating  Committee  subsequently 
submitted,  through  its  Chairman,  Dr.  Broy- 
les, the  following  report:  Chairman,  Dr.  C. 
II.  Davis,  Knoxville ; Vice-Chairman,  Dr. 
Alexander  B.  Dancy,  Jackson;  Secretary,  Dr. 
E.  L.  Roberts,  Nashville. 

It  is  suggested  that  this  Section  meet  on 
the  second  day  of  the  session  of  the  annual 
meeting  of  the  Association,  with  morning, 
afternoon  and  night  sessions,  if  necessary,  the 
first  session  to  being  at  9 :00  a.  m. 

It  was  moved  by  Dr.  Dulaney  that  the  re- 
port be  adopted  as  presented. 

Seconded  and  carried. 

Dr.  Dulaney  moved  that  the  officers  elected 
confer  with  the  House  of  Delegates  and  see 
if  an  arrangement  can  be  made  to  engage  the 
services  of  a stenographer  to  report  the  Sec- 
tion proceedings. 

Seconded  and  carried. 

On  motion,  the  Section  adjourned  until 
8 :00  p.  m. 

Evening  Session, 

The  Section  re-convened  at  8 :00  p.  m.,  and 
was  called  to  order  by  the  Chairman. 

Dr.  Price  moved  a reconsideration  of  the 
action  of  fixing  the  time  of  beginning  the  first 
session  of  the  Section. 

Seconded  and  carried. 

Dr.  Roberts  moved  that  the  Section  begin 
its  work  in  the  evening  of  the  first  day  of  the 
meeting  of  the  Association,  that  is,  on  Tues- 
day, and  continue  until  the  program  is  fin- 
ished. 

Seconded  and  carried. 

At  this  juncture,  the  retiring  Chairman,  Dr. 
Savage,  thanked  the  members  for  the  honor 
conferred  upon  him  in  having  elected  him 
Chaiman  of  the  Section. 

Dr.  Davis,  in  accepting  the  Chairmanship, 
thanked  the  members  for  the  great  honor  they 
had  conferred  upon  him,  and  said  he  would 
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endeavor  to  discharge  the  duties  of  the  of- 
fice to  the  best  of  his  ability. 

Dr.  Edward  L.  Roberts,  Nashville,  then 
read  a paper  on  “Tonsillectomy,  Indications 
and  Technic.” 

Dr.  W.  Scott  Farmer,  Cookeville,  followed 
with  a i^aper  on  “Secondary  Hemonliage 
Following  a Tonsil  and  Adenoid  Operation, 
With  Report  of  Case.” 

These  two  papers  were  discussed  together 
by  Drs.  Dulaney,  Potter,  Ellett,  Dotson, 
Broyles,  Ford,  Davis,  and  in  closing  by  the 
authors  of  the  papers. 

Dr.  Alexander  B.  Dancy,  Jackson,  read  a 
paper  on  “Subperiosteal  Abscess  and  Necro- 
sis on  the  Antrum  of  Highmore,  With  Re- 
13ort  of  a Case,”  which  was  discussed  by  Dr. 
Cates. 

It  was  moved  that  a vote  of  thanks  be  ex- 
tended to  Dr.  Emmett  L.  Jones  for  coming  to 
the  meeting  and  contributing  a valuable  pa- 
per. 

Seconded  and  carried. 

It  was  moved  that  Dr.  Jones  be  made  an 
honorary  member  of  the  Section. 

Seconded  and  carried. 

On  motion,  a vote  of  thanks  was  extended 
to  the  local  members  who  had  done  so  much 
in  contributing  towards  a very  successful 
meeting  of  the  Section. 

On  motion  of  Dr.  Ellett,  a vote  of  thanks 
was  extended  to  the  retiring  officers. 

Adjourned. 


MINUTES  OF  THE  HOUSE  OF  DELE- 
GATES. 


Tuesday  Afternoon. 


Pre.siding:  Dr.  E.  C.  Ellett. 

Secretary:  Dr.  Olin  West. 

The  Chairman:  The  House  of  Delegates 
will  plea.se  come  to  order. 

The  Secretary:  Gentlemen,  I will  call  the 
list  of  the  counties,  and  I wish  each  delegate 
would  respond  as  I call  his  name,  so  that  the 
stenogra]Jier  may  get  the  name  of  each  dele- 
gate from  each  county: 

Bedford,  F.  B.  Reagor ; Blount,  J.  J.  Mc- 
Culloch ; Cam]>bell,  W.  R.  Irish ; Coffee,  J. 
H.  Farrar,  Jr.;  Cumberland,  E.  W.  Mitchell; 


Davidson,  H.  M.  Tigert,  W.  M.  McCabe,  W.  C. 
Dixon;  Dickson,  H.  G.  Larkins;  Dyer,  0.  Du- 
laney; Greene,  J.  C.  Moore;  Grundy,  H.  Lock- 
hart; Hamblen,  F.  F.  Painter;  Hawkins,  J.  S. 
Lyons;  Henderson,  S.  T.  Parker;  Jefferson, 
G.  D.  Lequire ; Knox,  L.  L.  Sheddan,  H.  H. 
McCampbell,  J.  M.  Troutt ; Lincoln,  E.  K. 
Blair;  Loudon,  W.  O.  Brickell;  Madison,  J.  L. 
Crook,  A.  B.  Dancey ; Maury,  M.  A.  Beasley ; 
Monroe,  B.  W.  Bagwell ; McMiun,  J.  R.  Nan- 
kivell ; Putnam,  W.  A.  Howard  and  W.  S. 
Zirkle ; Robertson,  B.  F.  Fyke ; Shelby,  W.  T. 
Farmer ; Rhea,  J.  R.  Gillespie ; Roane,  G.  P. 
BMlack,  W.  F.  Cleary,  Marcus  Haase;  Wash- 
ington, E.  T.  West,  C.  J.  Broyles;  White,  W. 
J.  Breeding,  A.  F.  Richards,  R.  E.  L.  Smith ; 
Wilson,  B.  S.  Rhea. 

The  President : The  next  order  of  business 
is  the  reading  of  the  minutes  of  the  last  meet- 
ing. 

The  Secretary : The  minutes  of  the  last 
meeting  were  published  in  the  Journal  and  it 
would  take  a mighty  long  time  to  read  them. 
The  usual  procedure  has  been  to  dispense  with 
the  reading  of  the  minutes. 

Dr.  Broyl&s:  I move  that  we  dispense  with 
the  reading  of  the  minutes  until  later  and  then 
read  them  over  from  the  Journal  if  there  is 
no  objection. 

The  President : Inasmuch  as  they  have  al- 
ready been  published  in  the  Journal,  let  that 
action  be  taken,  and  all  in  favor  of  same  will 
make  it  knovm  by  saying  “aye.” 

(Carried.) 

The  President : The  next  order  of  business 
is  the  ratifying  of  charters  of  county  societies. 

The  Secretary:  Charters  have  been  issued 
t('  four  new  societies : Coffee,  Decatur,  Haw;- 
kins  and  Wayne.  The  constitution  provides 
that  these  charters  shall  be  issued  by  the  House 
of  Delegates,  and  the  usual  proceeding  has 
been  to  send  them  to  the  county  societies  and 
have  the  action  ratified,  and  I hope  that 
some  one  will  move  that  the  Secretary  be  au- 
thorized to  issue  charters  to  these  county  so- 
cieties. 

Dr.  Dulaney:  I move  that  the  Secretaiy  be 
so  authorized.  (Seconded.) 

The  Chairman : It  has  been  moved  and  sec- 
finded  that  charters  be  ratified  for  Coffee,  De- 
ontur,  Hawkins  and  Wayne  counties;  all  in 
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favor  of  that  motion  signify  it  by  saying 
‘ ‘ aye.  ’ ’ 

(Carried.) 

The  President ; The  motion  prevails. 

The  President:  Gentlemen,  before  we  go 
any  farther  into  the  business,  there  are  just  a 
few  matters  I want  to  call  your  attention  to. 
It  is  not  usual  for  the  President  to  make  a 
formal  address  to  the  House  of  Delegates,  but 
I think  it  would  be  well  to  call  attention  to 
some  things  which  appear  to  need  special  con- 
sideration, and  which  will  not  come  up  in  the 
regular  course  of  business,  and  with  that  idea 
in  mind,  I offer  the  following  suggestions : 

“(1)  This  Association  should  have  an  ob- 
ject, definitely  expressed  and  definitely  striven 
for,  aside  from  the  usual  scientific  purposes 
of  a medical  association; 

“(2)  We  ought  to  have  a voice  in  the  ap- 
pointment of  the  State  Board  of  Health,  the 
State  Board  of  Medical  Examiners,  and  the 
medical  heads  of  State  Institutions.  Through 
the  county  societies  we  ought  to  have  a voice 
in  the  appointment  of  county  and  city  boards 
of  health  and  their  heads,  jail  physicians, 
school  and  other  inspectors,  and  all  other  med- 
ical appointments; 

“(3)  Our  Committee  on  Medical  Legisla- 
tion should  hold  office  for  two  years  and  report 
to  the  House  of  Delegates  such  legislation  as 
they  contemplate  introducing; 

“(4)  We  should  have  a representative  at 
the  meeting  of  the  legislature  to  keep  the  mem- 
bers of  the  society  informed,  by  bulletin  or 
otherwise,  of  pending  legislation  affecting  pub- 
lic health  and  the  medical  profession.” 

I would  be  glad  to  entertain  a motion  for  a 
committee  to' be  appointed  to  think  this  over 
and  report  to  the  House  of  Delegates  such  rec- 
ommendations as  they  see  fit  in  regard  to  this 
suggestion. 

Dr.  Broyles : I move  the  appointment  of  a 
committee  of  three,  one  from  each  grand  divi- 
sion of  the  state,  to  see  that  the  plans  here 
suggested  by  the  President  are  duly  consid- 
ered. (Seconded.) 

The  Chairman : You  have  heard  the  motion. 
Is  there  any  discussion?  If  not,  all  in  favor 
of  the  motion  will  make  it  known  by  saying 
‘ ‘ aye.  ’ ’ 

(Carried.) 


The  Chairman : I will  appoint  Dr.  C.  J. 
Broyles,  Dr.  W.  T.  Black  and  Dr.  G.  C.  Sav- 
age. 

Dr.  Savage : I leave  this  meeting  this  even- 
ing. 

The  Chairman : I will  ask  Dr.  Perry  Bront- 
berg  if  he  will  represent  Mildle  Tennessee  on 
that  committee? 

Gentlemen,  just  let  me  read  you  a clause 
fiom  the  State  Constitution:  ‘‘On  the  first 
(lay  of  the  annual  session,  the  delegates  from 
each  of  the  three  grand  divisions  shall  select 
three  delegates  from  their  respective  divisions 
to  serve  as  a Committee  on  Nominations,  no 
two  of  whom  shall  be  from  the  same  county. 
It  shall  be  the  duty  of  this  committee  to  con- 
sult with  the  members  of  the  Association  and 
to  hold  one  or  more  meetings,  at  which  the 
best  interests  of  the  Association  and  the  pro- 
fession of  the  state  for  the  ensuing  year  shall 
be  carefully  considered.  The  committee  shall 
report  the  result  of  its  deliberations  to  the 
House  of  Delegates  in  the  shape  of  a ticket 
containing  the  names  of  three  members  for  the 
office  of  President  and  one  member  for  each 
of  the  other  offices  to  be  filled  at  that  annual 
session.  ’ ’ 

The  most  expeditious  way  of  arriving  at 
that  would  be  to  call  a five  or  ten-minute  re- 
ce.ss,  and  let  the  delegates  from  each  of  the 
grand  divisions  of  the  state  get  together  and 
decide  on  three  members  from  each  grand  divi- 
sion to  comprise  this  Nominating  Committee. 
The  House  of  Delegates  stands  at  ease  for 
five  minutes. 

(After  a recess  of  five  minutes,  the  House 
of  Delegates  reconvened.) 

The  Chairman : We  will  hear  from  East 
Tennessee  in  regard  to  their  nominations. 

Dr.  S.  R.  Miller:  Dr.  C.  J.  Broyles,  Dr. 
lieon  Sheddan,  Dr.  B.  W.  Bagwell. 

The  Chairman : We  will  hear  from  Middle 
Tennessee. 

Dr.  J.  F.  Gallagher:  Dr.  H.  M.  Tigert,  Dr. 
Scott  Farmer,  and  Dr.  F.  B.  Reagor. 

The  Chairman : We  will  hear  from  West 
Tennessee. 

Dr.  J.  L.  Crook : Dr.  W.  B.  Burns,  Dr.  A. 
B.  Dancey,  Dr.  S.  T.  Parker. 

The  Chairman : That  constitutes  the  Nomi- 
nating Committee,  I believe,  from  my  under- 
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standing  of  the  reading  of  that  section  from 
tlie  constitution  of  what  their  duties  are. 

A IMember : Read  that  again,  the  duties, 
please. 

The  Chairman:  “It  shall  be  the  duty  of 
this  committee  to  consult  with  the  members  of 
the  Association  and  to  hold  one  or  more  meet- 
ings, at  which  the  best  interests  of  the  Asso- 
ciation and  of  the  profession  of  the  state  for 
the  ensuing  year  shall  be  carefully  comsidered. 
The  committee  shall  report  the  result  of  its 
deliberations  to  the  House  of  Delegates  in  the 
shape  of  a ticket  containing  the  names  of 
three  members  for  the  office  of  President  and 
one  for  each  of  the  other  offices  to  be  filled  at 
that  annual  session.” 

The  Chairman : The  next  order  of  business 
is  the  report  of  the  Secretary. 

The  Secretary:  Mr.  President  and  Gentle- 
men: I have  this  report,  but  it  isn’t  as  long 
as  it  looks,  because  a good  deal  of  it  is  tabu- 
lated matter  and  that  will  not  have  to  be  read 

REPORT  OF  SECRETxtRY. 

April  4,  191G. 

To  the  House  of  Delegates : 

The  report  here  suhmitted  by  your  Secretary  is 
intended  to  cover  the  year  from  April  1,  1915,  to 
April  1,  1916,  except  in  the  matter  of  membership 
of  the  Tennessee  State  Medical  xVssociation,  which 
is  reported  upon  from  .January  1,  1915,  to  December 
31  of  that  year.  The  fiscal  year  of  the  xVssociatiou 
is  supposed  to  end  with  December  31,  but,  through 
long  established  precedent,  members  are  allowed 
until  April  1 of  each  year  to  pay  current  dues  and 
be  enrolled.  ITor  this  reason,  the  reports  of  former 
secretaries  have  been  made  to  include  such  mat- 
ters as  have  transpired  during  the  time  from  one 
annual  meeting  to  the  next. 

Fourteen  hundred  and  fifty-two  names  have  been 
reported  through  County  Secretaries  for  enrollment 
for  the  year  1915.  This  number  exceeds  by  eight 
the  lt»14  enrollment,  which  was  the  largest  in  the 
history  of  the  Association.  Membership  dues  have 
not  been  paid  for  nine  of  the  members  so  reported, 
however,  the  checks  which  were  ostensil)ly  sent  for 
this  purpose  by  the  Secretary  of  the  County  Society 
to  which  these  gentlemen  belonged  having  been  re- 
fused payment  by  the  bank  upon  which  they  were 
drawn.  These  nine  names  were  retained  on  the 
mailing  list  of  the  .Journal  for  the  reason  that  mem- 
liershii)  dues  were  .said  to  have  been  paid  by  the 
menil)crs  into  the  hands  of  their  local  secretar.v. 
This  particular  county  has  not  reported  for  191t;. 
If  the  nine  names  referred  to  are  left  out  of  the 


count,  the  1915  membership  was  less  by  one  mem- 
ber than  that  of  1914. 

The  following  table  will  .show  the  gain  or  loss 
ill  actual  numbers  of  members  in  1915  as  compared 
with  1914,  and  the  number  of  members  reported 
from  each  county  up  to  April  1,  1916,  for  this 
year. 


To  April 


County 

1914 

1915 

1,  1916 

Anderson  ... 

...  9 

13 

11 

Bedford  

...  20 

22 

90 

Blount  

- _ 8 

3 

6 

Campbell  _ 

18 

14 

23 

Carroll  

. _ 20 

24 

22 

Chester  . . 

...  11 

12 

8 

Cocke  ... 

...  2 

0 

0 

Coffee — Not  organized. 

8 

Crockett  

...  9 

13 

** 

Cumberland  _ _ 

5 

5 

6 

Davidson  

..  152 

154 

125 

Decatur  

6 

Dickson  ..  ._  .. 

. - 0 

10 

11 

Dyer  

09 

28 

29 

Fayette  . __ 

. . 20 

20 

14 

Franklin  

.—  19 

8 

11 

Gibson  . 

...  25 

27 

28 

(iiles  

32 

25 

25 

Greene  .. 

...  29 

27 

25 

Grundy  

...  8 

8 

8 

Hamblen  

...  16 

14 

15 

Hamilton  . 

94 

107 

75 

Hardeman  ..  ..  

...  13 

13 

14 

Hawkins — Not  organized. 

8 

Haywood  — 

...  14 

9 

7 

Henderson  

...  27 

20 

26 

Henry  ..  — _ 

9 

8 

14 

Hickman 

...  5 

8 

7 

.Jackson 

. . 13 

13 

13 

.Jefferson  

...  17 

18 

14 

Knox  

98 

111 

111 

Imke  

...  11 

8 

8 

I.auderdale _ . 

...  24 

22 

25 

Ixincoln  

...  25 

24 

25 

Ixmdon  ..  

11 

11 

9 

Macon  

...  10 

8 

7 

Madison  

...  32 

29 

27 

Marshall  .._  _ 

21 

22 

23 

Maury  

...  25 

26 

OO 

Monroe  .. 

...  8 

10 

11 

Montgomei’j’  _ 

._  13 

10 

13 

Morgan  ..  

...  0 

6 

0 

McMinn  — 

..  15 

15 

12 

McNairy  

...  16 

21 

15 

Obion  

..  19 

16 

7 

Overton  _ 

6 

10 

8 

Polk  

...  9 

8 

10 

Putnam  

...  15 

21 

10 

Rhea  . — — 

...  13 

6 

8 

Roane  

...  15 

15 

16 

Robertson  ..  

...  14 

23 

18 

Rutherford  

_.  24 

22 

23 

Scott 

...  S 

0 

8 

Sevier  

...  4 

5 

8 

Shelby  

...  196 

181 

111 

Smith  

...  17 

17 

14 

Sullivan-Carter-.Johnson  . 

...  15 

37 

37 

Sumner  

...  15 

13 

Stewart  

...  10 

1 

0 

Tipton  

..  29 

20 

11 

I^nicoi  

9 

__ 

0 

Warren  

...  9 

9 

5 

Washington  

...  20 

.30 

27 

Wayne — Not  organized. 
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Weakley  22  18  7 

White  17  15  13 

IVillianisou  14  14  15 

Wilson  14  12  11 

Total 1445  1452  1274 


**X()t  reported. 

***Not  reported. 

While  the  figures  here  given  show  the  actual  gain 
or  loss  in  numbers  as  enrolled,  they  do  not  show 
the  loss  of  members  occasioned  by  men  holding 
membership  one  year  and  neglecting  to  continue 
such  membership  the  next.  For  instance,  Anderson 
County  reported  9 members  in  1914  and  13  in  1915, 
but  two  names  on  the  1914  roll  were  wanting  from 
the  1915  membership  list.  Campbell  County  showed 
a loss  of  membership  in  1915  of  4,  but  six  names  on 
the  1914  roll  do  not  appear  in  1915.  In  other  words, 
new  members  were  enrolled  in  1915,  but  all  1914 
members  were  not  held. 

Blount  and  Stewart  counties  did  not  have  enough 
members  in  1915  to  man  a society,  and  Morgan 
County  has  failed  so  far  in  1916  to  muster  enough 
members  to  justify  keeping  this  county  on  the  list 
of  organized  counties.  The  Unicoi  County  society 
seems  to  have  died. 

Scott  County  made  no  report  for  1915,  but  it 
gives  me  great  pleasure  to  report  that  this  county 
and  Blount  have  reorganized  for  1916  and  have  re- 
ported for  the  year. 

It  is  with  peculiar  pleasure  that  your  Secretary 
reports  the  organization  of  new  societies  in 
Coffee,  Decatur,  Hawkins,  and  Wayne  counties,  all 
of  these  having  been  organized  this  year. 

Your  Secretary  has  been  advi.sed  that  societies 
have  been  organized  in  Bradley,  Hardin,  Lawrence, 
and  Stewart  counties,  but  has  received  no  official 
notification  to  this  effect. 

There  are,  therefore,  sixty-six  counties  in  which 
societies  are  maintained,  on  paper,  at  least,  while 
twenty-eight  counties  are  unorganized.  Carter, 
Johnson  and  Sullivan  together  maintaining  one  or- 
ganization. Thirty  counties  have  no  medical  organi- 
zation. 

Twenty-two  East  Tennessee  counties  are  organ- 
ized ; twenty-six  Middle  Tenessee  counties  have 
county  medical  societies ; eighteen  West  Tennessee 
counties  are  organized. 

Your  Secretary  is  not  kept  informed  as  to  re- 
movals and  deaths  of  members  except  as  he  is  able 
to  gather  such  information  from  newspapers  and 
from  occasional  reports  of  County  Secretaries.  Ac- 
cording to  our  information  in  hand,  eight  members 
have  died  since  the  last  annual  meeting. 

Personal  checks  have  been  sent  to  the  Secretary 
from  one  individual  in  each  of  several  unorganized 
counties  with  requests  that  the  senders  should  have 
their  names  enrolled  as  members  of  the  State  Medi- 
cal Association.  These  checks  have  been  returned 
and  the  gentlemen  sending  them  have  been  adviserl 
that  they  should  affiliate  with  societies  in  counties 
adjacent  to  those  of  their  residence. 


One  of  the  serious  obstacles  in  the  way  of  build- 
ing up  a stronger  permanent  organization  in  Ten- 
nessee is  to  be  found  in  the  tendency  of  a large 
number  of  men  to  neglect  from  pure  carelessness  the 
payment  of  current  dues.  Yet  another  rather  large 
class  seem  to  be  altogether  indifferent  to  the  welfare 
of  medical  organization  and  keep  alive  their  mem- 
bership or  let  it  die  according  to  circumstances  and 
according  to  the  persistence  or  lack  of  persistence 
exhibited  by  their  re.spective  County  Secretaries  in 
pursuing  them.  Others  seem  to  covet  membership 
in  their  county  and  state  societies  only  becau.se  such 
affiliation  enables  them  to  be  members  of  other 
medical  organizations  outside  the  state  or  confers 
upon  them  privileges  which  may  be  exercised  to  se- 
cure benefits  which  would  not  be  open  to  them  if 
their  lack  of  interest  and  almost  absolute  lack  of 
loyalty  to  their  local  and  state  societies  were  prop- 
erly taken  into  consideration.  One  who  has  con- 
stant opportunity  for  observation  of  the  facts  in 
the  case  has  constantly  in  his  mind  three  questions ; 

(1)  What  is  the  matter  with  our  county  societies? 

(2)  What  is  the  matter  with  our  state  organiza- 
tion? (3)  What  is  the  matter  with  Tennessee  doc- 
tors eligible  to  membership  in  these  societies?  Your 
Secretary,  after  many  mouths  of  hard  work  suc- 
ceeding years  of  hard  work  of  the  same  sort  by 
other  men  who  preceded  him  in  office,  begs  to  ad- 
vise you,  in  all  humility  and  with  all  due  deference, 
that  there  are  things  the  matter  with  our  doctors, 
our  county  societies  and  our  state  association.  The 
societies  do  not  offer  to  members  what  they  ueerl 
and  want.  They  do  not  offer  what  is  needed  and 
what  is  wanted  because  members  will  not  provide 
it  and  it  cannot  be  had  otherwise.  This  vicious 
circle  is  broken  in  a few  county  societies  which 
are  really  active  in  carrying  out  the  purposes  of  or- 
ganization. 

The  income  of  this  Association  is  derived  from 
memhership  fees,  from  the  sale  of  advertising  space 
in  the  columns  of  the  .Tournal,  and  from  subscrip- 
tions to  the  Journal.  This  last  named  source  of 
revenue  is  nearly  insignificant,  yielding  only  a few 
dollars. 

Expenditures  are  for  printing  the  Journal,  mail- 
ing and  illustrations  for  the  Journal,  commissions 
on  advertising  secured,  office  rent,  telephone  and 
telegraph  service,  office  equipment  and  supplies, 
salary  of  the  Treasurer,  salary  of  stenographer,  ex- 
penses of  delegates  to  the  meetings  of  the  American 
Medical  Association,  for  employing  official  stenog- 
raphers to  report  the  proceedings  of  the  scientific 
sessions  of  the  Association  and  of  the  House  of 
Delegates,  expenses  of  committees,  salary  of  Sec- 
retary, and  incidentals  which  come  up  in  the  course 
of  any  business. 

The  necessary  fixed  monthly  expenditures  are  ap- 
proximately as  follows: 


Printing  Journal  $200  00 

Mailing  and  local  delivery  of  Journal 9 00 

Illustrations  3 00 


24 


MINVTES  HOUSE  OF  DELEGATES. 


May,  1916 


Office  rent  ]8  Off 

Office  equipuieut  and  expense,  including 
stationery,  postage,  telephone  and  tele- 
graph service,  and  office  incidentals 20  00 

Salary  of  Treasurer  8 33 

Salary  of  stenographer  GO  00 

Expenses  of  delegates  to  A.  M.  A 8 33 

Expenses  of  annual  meeting  20  00 

Salary  of  Secretary  83  33 


Total  monthly  expenditures  !j;429  9!) 

I 

In  addition  to  the  fixed  monthly  expenditures 
above  given,  others  are  necessary  to  the  prosecu- 
tion of  the  business  of  the  Association,  as,  for  in- 
stance, commissions  on  advertising,  expenses  of  com- 
niittes,  etc.,  which  vary  to  an  extent  which  makes 
it  impossible  to  strike  an  average  of  monthly  di- 
vision, and  there  must  be  minor  incidental  ex- 
penses from  time  to  time  which  cannot  he  fore- 
seen. 

The  total  income  of  the  Association  during  the 
year  from  April  1,  1915,  to  April  1,  1916,  from  ad- 
vertising, subscriptions,  etc.,  has  been  $2,585.23,  and 
the  total  income  from  dues  has  been  $3,589.50,  leav- 
ing a iialaiice  which  will  be  made  known  to  you 
through  the  report  of  your  Treasurer.  In  the  judg- 
ment of  your  Secretary,  the  income  of  the  Associa- 
tion is  inadecpuite  to  the  demands  which  may  with 
reason  be  made  upon  it.  If  any  increase  of  activity 
upon  the  part  of  the  Association  is  to  take  place, 
the  income  must  be  correspondingly  increa.sed.  The 
salary  of  the  Secretary,  increased  last  year  over  his 
protest,  is  larger  than  is  justified  if  any  wider  field 
of  service  is  to  be  entered  by  the  organization,  or  if 
any  improvement  of  moment  is  to  be  made  upon  the 
conduct  of  present  undertakings.  There  should  al- 
ways be  a safe  balance  in  bank  to  the  credit  of  the 
Treasurer  in  order  that  a working  capital  may  he 
in  hand.  Under  our  present  income,  this  balance 
is  not  always  in  hand. 

The  advertising  income  of  any  periodical  with  a 
circidation  no  larger  than  that  enjoyed  by  the  Jour- 
nal is  always  insecui'e,  and  it  is  beyond  the  bounds 
of  possibility  for  the  Secretary-Editor  to  find  time 
for  the  work  necessary  to  increase  or  even  to  main- 
tain the  present  volume  of  advertising.  If  the  mem- 
bers of  the  Association  would  make  a very  slight 
effort  to  help,  the  advertising  patronage  of  the  Jour- 
nal would  be  easily  made  secure  and  could  easily 
be  increased  in  amount.  If  members  would  simply 
buy  what  they  must  have  from  those  who  advertise 
in  the  Journal,  and  let  the  advertisers  know  about 
it,  the  income  from  this  source  would  be  made  safer 
and  larger  in  amount. 

The  income  from  membership  dues  should  be 
lai-ger  than  it  now  is,  but  your  Secretary,  it  seems, 
is  unable  to  bring  about  any  increase  worth  while. 

The  Journal  is  just  what  it  is  because  it  is  the 
best  your  Editor  has  been  able  to  make  it  with  such 
assistance  as  he  has  been  able  to  command  and 
after  the  expenditure  of  an  enormous  amount  of 
labor,  time,  thought,  prayer,  and  energy.  It  will  not 


he  much  better  until  more  liberality  is  .shown  by 
the  many  capable  men  we  have  in  the  way  of  scien- 
tific papers,  until  more  prompt,  accurate  and  full 
reports  are  recei\ed  from  some  county  secretaries, 
and  more  news  and  notes  of  general  interest  are 
sent  in,  or  until  such  time  as  the  making  of  the 
Journal  is  given  over  to  more  able  hands  than 
those  which  have  worked  their  best  for  it  during 
the  last  two  yeans. 

Most  grateful  acknowledgement  is  here  made  of 
many  helpful  kiudiies.ses  shown  the  Secretary  dur- 
ing the  year  by  all  of  the  officers  of  the  Association 
and  many  of  the  individual  members.  The  unfail- 
ing courtesy  and  valuable  co-operation  extended  by 
secretaries  of  the  various  county  societies  have  been 
more  gratefully  received  and  more  deeply  appre- 
ciated than  words  can  tell. 

Miss  Miller,  stenographer  and  Assistant  to  the 
Secretary,  has  been  faithful  and  careful  in  the 
discharge  of  her  duties  and  to  her  is  due  both  praise 
and  gi’atitude,  which  is  here  given  with  sincere 
pleasure. 

The  following  statements  show  the  monies  which 
have  been  transmitted  through  the  Secretary  to  the 
Treasurer  of  the  Association  and  the  amounts  con- 
tributed to  the  fund  for  the  prosecution  of  certain 
illegal  practitioners  of  medicine.  No  expenditures 
of  money  belonging  to  the  A.s.sociatioii  are  made  by 
the  Secretary  except  upon  check  of  the  Treasurer 
made  to  him  for  specific  purposes  which  are  fully 
set  out  in  the  report  of  the  Treasurer.  All  funds 
coming  into  the  office  of  the  Secretary  are  imme- 
diately given  over  to  the  Treasurer  and  his  receii)t 
taken  therefor,  and  then  are  immediately  deposited 
in  the  bank  to  the  credit  of  the  Treasurer. 

TABLE  I. 

ADVERTISING  CASH— 1915 

April 

1 City  View  Sanitarium 

1 Tulane  Operating  Company  

1 Wiles  Bros.  & Co.  

1 Broughton’s  Sanitarium  

2 Weder  Manufacturing  Co.  

5 Dr.  Katherine  L.  Storm  

5 City  View  Sanitarium  

7  Southern  Ice  Co.  

7 Womack- Waldrum  Drug  Co. 

7 Theo.  Tafel  Co.  

8 Dr.  A.  Weil  (subscription)  

9 Parke,  Davis  & Co.  

9 Jensen,  llerzer  & Jeck 

9 E.  R.  Squibb  & Sons  

9 W.  C.  Raesfield  

Iff  Nashville  Distilling  Co.  

12  Phillips-Trawick  Co.  

12  Co-operative  Med.  Adv.  Bureau  __ 

12  Abbott  Alkalodal  Co.  

15  The  Oxford  Retreat  

15  Diehl  & Lord  

15  Dorris,  Karsch  A Co.  

15  II.  K.  Mulford  A Co.  - 

15  Ledlerle  Antitoxin  Laboratories  -- 

IG  Maxwell  Operating  Co.  

IG  Southern  Star  Laundry  

IG  ff'he  Lniversity  of  Tennessee 

16  F.  A.  Hardy  & Co.  


$ 5 00 

......  4 00 

4 00 

2 92 

10  00 

2 50 

2 50 

10  00 

S 00 

5 00 

2 00 

7 18 

4 00 

2 77 

1 50 

4 00 

4 00 

39  29 

■ 5 42 

2 .50 

1 1 00 

29  97 

!»  .50 

15  00 

4 00 

3 92 

15  00 

5 00 
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25 


17 

20 

21 

21 

21 

21 

‘50 


23 

23 

24 
20 


Fairchild  Bros.  & Foster 15  00 

Hermitage  Hotel  8 00 

Armour  & Co.  

Massengale  Adv.  Co.  5 15 

Winter  Auto  LiveiY  Co.  1- 

Theo  Tafel  & Co.  

Woman’s  Hospital  5 42 

Battle  Creek  Sanitarium  

Check  from  Dr.  W.  T.  Foute 32  80 

Fairchild  Bros.  & Foster  

Nurses'  Registry  

Southern  Ice  Co.  

Cincinnati  Sanitarium  

Dr.  H.  E.  Goetz  (adv.  in  one  issue) 

Total  $300  02 


May 


3 

5 

5 

0 

7 

7 

7 

10 

10 

10 

10 

11 

11 

12 

12 

12 

13 

13 

1.7 

19 

19 

20 
20 
20 
21 
21 
21 
2.5 
25 
20 
20 
20 
29 


Cheek-Neal  Coffee  Co. 

Dr.  Broughton’s  Sanitarium 

Wiles  Bros.  & Co.  

A.  N.  Eshman  

Eynahurst  Sanitarium  

Robert  Lyle  

Tulane  Operating  Co.  

Theo.  Tafel  Co.  

E.  R.  Squibb  & Sons  

T.  F.  Long  (advertisement)  

Dr.  Katherine  !>.  Storm  

Paul  & John  Stumb  

Drs.  Lewis  & Blue  

Drs.  Petty  & Wallace 

Parke,  Davis  & Co. 

Ambrose  Printing  Co. 

Skalowski’s  

Co-operative  Med.  Adv.  Bureau  - 

Castner-Knott  Dry  Goods  Co. 

Nashville  Buick  Co. - 

Diehl  & Lord  

Deeds,  Jordan  Buggy  Co.  

11.  K.  Mulford  Co.  

Newsuin  Tire  & Itnbber  Co. 

The  Abbott  Alkaloidal  Co.  - - 

Hermitage  Hotel  

O.vford  Retreat 

Southern  Ice  Co.  

Jensen,  Herzer  & Jeck  

Armour  & Co.  

L.  & N.  Railway  Co.  

Woman’s  Hospital  

Maxwell  House  

Fairchild  Bros.  & Foster  

Cincinnati  Sanitarium  

Dr.  S.  M.  Miller,  copies  of  May  Journal 
Vulcan  Coil  Co.  


To’tal 


June 


2 Nashville  Distilling  Co.  $ 

3 Dr.  Broughton’s  Sanitarium  

3 Sarah  James  Hospital  

4 City  View  Sanitarium  

4 Dr.  T.  O.  Burger  (subscription)  . 

7 Dr.  Katherine  L.  Storm  

7 Armour  & Co.  

7 E.  R.  Squibb  & Sons  

9 Dr.  B.  S.  Wert  (Journals)  

10  Phillips-Trawick  Co.  

11  Joseph  Millinery  

11  Parke,  Davis  & Co.  

11  Co-operative  Med.  Adv.  Bureau 

12  Vanderbilt  University  

14  Oxford  Retreat  

15  Dr.  S.  M.  Miller  (May  Journals)  . 

10  Southern  Star  Laundry 

IG  F.  A.  Hardy  &.  Co 


- 15  00 

. 8 00 

_ 8 

33 

5 

15 

_ 12 

(XI 

. 15 

00 

. 5 

42 

_ 32 

80 

_ 15 

00 

. 10 

00 

- 10 

00 

5 

00 

5 

o 

1 o 

62 

.$  3 

00 

o 

92 

4 

OO 

4 

00 

7 

50 

8 

00 

4 

00 

5 

00 

9. 

77 

1 

00 

2 

50 

..  12 

00 

4 

00 

7 

50 

..  7 

13 

._  1 

97 

4 

00 

36 

75 

6 

50 

..  12 

00 

..  7 

50 

- 15 

00 

..  9 

50 

..  8 

00 

..  5 

42 

._  4 

00 

2 

50 

..  10 

00 

. 4 

00 

8 

33 

._  13 

00 

5 

42 

4 

00 

..  7 

50 

5 

00 

il  7 

00 

..  15 

00 

._$267 

71 

..$  4 

00 

2 

92 

7 

50 

..  10 

00 

2 

(X) 

9 

50 

..  8 

33 

9 

77 

1 

56 

..  4 

00 

..  8 

00 

7 

13 

..  45 

94 

..  30 

00 

..  2 

50 

1 

50 

..  8 

00 

..  10 

00 

17  Woman’s  Hospital  5 42 

21  H.  K.  Mulford  Co.  9 .50 

21  The  Abbott  Alkaloidal  Co.  5 42 

21  Massengale  Advertising  Agency  5 15 

23  Nashville  Surgical  Supply  Co.  47  52 

25  q'heo.  Tafel  Co. 5 00 

20  Cincinnati  Sanitarium  5 00 


Total  $241  60 

July 

2 Southern  Ice  Co.  $ 10  00 

3 City  View  Sanitarium  5 00 

5 Dr.  Broughton’s  Sanitarium 2 92 

7 Dr.  Katherine  L.  Storm  2 50 

.8  New  Orleans  I'olyclinic  15  00 

9 Oxford  Retreat  2 50 

9 E.  R.  S(piibb  & Sons  2 77 

10  Parke,  Davis  & Co.  7 13 

12  Co-operative  Med.  Adv.  Bureau  39  59 

12  Drs.  Lewis  & Blue  4 00 

13  Southern  Star  Laundry  4 00 

14  Ambrose  Printing  Co.  6- 66 

14  Armour  & Co.  8 33 

10  Carter-Hough  Tent  & Awning  Co 12  OO 

19  Woman’s  Hospital  5 42 

24  Nashville  Baking  Co.  11  64 

24  Fairchild  Bros.  & Foster  7 50 

24  Fairchild  Bros.  & Foster  7 50 

24  Lynnhurst  Sanitarium  10  90 

24  Cincinnati  Sanitarium .. 5 00 

28  Southern  Ice  Co.  10  00 

28  Geo.  S.  Johnston  & Co.  64  98 


Total  

August 

2 C.  V.  Mostly  Co.  (exhibit  space) 

2 Drs.  Petty  & Wallace 

3 Dr.  Broughton’s  Sanitarium 

5 P.  G.  Tucker — Vulcan  Coil  Co.. 

6 Parke,  Davis  & Co.  

6 Katherine  L.  Storm  

9 E.  R.  Stiuibb  & Sons  

10  Ambrose  Printing  Co.  

11  H.  K.  Mulford  Co.  

11  Theo.  Tafel  Co.  

II  Co-operative  Med.  Adv.  Bureau 

16  Woman’s  Hospital  

16  Abbott  Alkaloidal  Co. 

16  Armour  & Co.  

17  F.  A.  Hardy  & Co.  

23  Southern  Ice  Co.  

24  Oxford  Retreat  

25  Cincinnati  Sanitarium  

28  Fairchild  Bros.  & Foster  


$244  44 


7 .50 
2 92 

4 00 
7 13 
2 50 

2 77 

3 33 
9 50 

10  00 
47  20 

5 42 
5 42 
7 00 

10  00 
10  00 
2 50 
5 00 
7 50 


Total 


$162  19 


September 

1 City  View  Sanitarium  $ 10  00 

3 Dr.  Broughton’s  Sanitarium 2 92 

3 The  Eat  Shop  4 00 

3 Calhoun  & Co.  12  00 

3 Tolmie’s  12  00 

3 Dr.  Je.sse  A.  Sanders  (card  space) 5 00 

4 Dr.  T.  O.  Burger  (card  space)  5 00 

4 Dr.  Katherine  L.  Storm  2 50 

4 E.  R.  Squibb  & Sons  2 77 

9 Woman’s  Hospital  5 42 

9 Drs.  Lewis  & Blue  - 4 00 

10  Abbott  Alkaloidal  Co.  5 42 

13  Co-operative  Med.  Adv.  Bureau  47  96 

13  Armour  & Co.  - - 7 00 

13  Oxford  Retreat  2 50 

13  Fairchild  Bros.  & Foster 7 50 

13  Strand  Theatre 8 00 

14  W.  G.  Hirsig  Co.  12  00 
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l.j  II.  K.  ^lulfoi'd  Co. 

1. j  I’arke,  Davis  & Co.  — 

2. J  Ciueimiati  Sauitarium 


Total  

October 

4 City  View  Sauitarium  

(i  Dr.  Erouglitou's  Sanitarium 

7 E.  Iv.  Squibb  & Sous  

!)  Dr.  Katberiiie  L.  Storm  

!)  Teo.  Tafel  Co.  

Carter-Iiougb  Teut  & Awuiug  Co.-- 

i2  Ambrose  IT-iutiiig  Co  

J2  Soutberii  Ice  Co.  

12  Co-operative  Med.  Adv.  Bureau 

13  il.  K.  Multord  Co.  

13  I’arke,  Davis  & Co. — 

14  Lyuuburst  Sauitarium  

10  Woman's  Hospital  

10  Fairchild  Bros.  & Foster  

10  Oxtord  Retreat  

18  F.  A.  Hardy  & Co.  

15  Armour  & Co.  

18  Abbott  Alkaloidal  Co. — 

23  Harry  J.  Frahu  

20  Ciuciuuati  Sauitarium  

28  Southern  Ice  Co.  

Total  

November 

2 Theo.  Tal'el  Co. 

3 Drs.  I’etty  A Wallace 

4 O.xtord  Retreat 

4 Dr.  14rouglitou's  Sauitarium  

0 E.  it.  Squibb  & Sous  

8 Dr.  Katherine  E.  Storm  

8 I’arke,  Davis  & Co.  

8 Armour  & Co.  

10  Amln'ose  I’riiitiug  Co.  

11  Drs.  I,ewis  & Blue  

11  Co-operative  Med.  Adv.  Bureau  

l.j  Woman's  Hospital  

18  l’\  A.  Hardy  & Co.  

18  H.  K.  Mulford  Co.  - 

27  The  Ciuciuuati  Sauitarium  

2iJ  I'airchild  Bros.  & Foster  

30  Southern  Ice  Co.  

Total  

December 

2 Dr.  Brouglitou’s  Sauitarium 

0 E.  R.  Squibb  & Sous  

0 I’arke,  Davis  & Co.  

11  Dr.  Katherine  L.  Storm  

11  Oxford  Retreat  

14  Armour  & Co.  

14  Co-operative  Med.  Adv.  Bureau  

14  Theo.  Tafel  Co.  

14  Auibro.se  I’riutiug  Co  

l(i  Fairchild  Bros.  & Foster  

17  F.  A.  Hardy  & Co.  

18  Woman's  Hospital  

20  H.  K.  Mulford  Co.  

31  Ciuciuuati  Sauitarium  

Total  

January 

3 Southern  Ice  Co.  

3 (leo.  S.  Johustoii  Co. 

5 City  \'iew  Sauitarium  

(!  Dr.  A.  B.  Cooke  (card  space)  

0 Dr.  Broughton's  Sauitarium 

8 J.  Blair  Cross  (subscriptiou)  

10  Dr.  Katlieriiie  E.  Storm  

10  Ambro.se  Priutiug  Co 


9 50 
7 13 
5 00 


. .$177 

02 

. $ 5 

00 

O 

92 

O 

50 

..  10 

00 

8 

00 

0 

00 

..  10 

00 

46 

ss 

9 

50 

7 

13 

15 

00 

5 

42 

7 

50 

50 

..  10 

00 

00 

42 

4 

00 

5 

00 

10 

00 

..$183 

20 

00 

50 

*> 

50 

*2 

92 

*> 

77 

50 

7 

13 

7 

00 

..  3 

33 

4 

OO 

06 

5 

42 

5 

00 

..  9 

50 

5 

00 

7 

50 

..  10 

00 

..$150 

42 

..$  2 

92 

77 

13 

..  2 

50 

2 

50 

7 

00 

01 

00 

5 

00 

..  3 

33 

50 

5 

00 

5 

42 

. 9 

50 

5 

00 

.$120 

57 

.$  10  00 

32 

49 

. 15 

00 

5 

00 

2 

92 

00 

. 2 

50 

3 33 

11  Drs.  Eewis  & Blue  4 00 

11  Co-operative  Med.  Adv.  Bureau  50  59 

12  I’arke,  Davis  & Co.  7 13 

14  E.  R.  Squibb  & Sous  2 78 

14  Woman's  Hospital  5 42 

14  Fairchild  Bros.  & Foster  7 50 

18  11.  K.  Mulford  Co.  9 50 

15  Armour  & Co.  7 00 

20  Eyuuhurst  Sauitarium  15  00 

21  Oxford  Retreat 2 50 

21  F.  A.  Hardy  A Co.  5 00 

22  Southern  Ice  Co.  10  00 

25  Ciuciuuati  Sauitarium  5 00 

20  Theo.  Tafel  Co 5 00 

20  Orchard  Springs  Sauitarium 15  00 


Total  $230  00 

February 

2  Drs.  Betty  A Wallace $ 7 50 

0 City  View  Sauitarium 5 00 

7 Dr.  Katherine  E.  Storm 2 50 

8 Oxford  Retreat  2 50 

9 Armour  A Co.  7 00 

9 Co-operative  Med.  Adv.  Bureau  03  SO 

10  F.  A.  Hary  A Co. 5 00 

19  IE  K.  Mulford  A Co.  9 50 

19  Woman's  Hospital  5 42 

25  Southern  Ice  Co.  10  00 

25  Ciuciuuati  Sauitarium  5 00 


Total  $123  28 

March 

1 Fairchild  Bros.  A Foster  $ 7 50 

2 City  View  Sauitarium  7 50 

3 ^'ulcau  Coil  Co. 10  00 

4 Teo.  Tafel  Co.  10  00 

0 Dr.  Broughton's  Sauitarium 2 92 

8 E.  It.  Squibb  A Sous  (Jau.  A Feb.  Adv.)  5 55 

9 Co-operative  Med.  Adv.  Bureau  04  18 

10  Ambrose  I’riutiug  Co.  3 33 

13  Woman's  Hospital  5 42 

13  Dr.  Katherine  E.  Storm 2 50 

13  I’arke,  Davis  A Co.  14  25 

13  Armour  A Co 7 00 

14  Oxford  Retreat  2 50 

14  Geo.  S.  Johustoii  Co 32  49 

10  F.  A.  Hardy  Co.  5 00 

20  11.  K.  Mulford  Co 9 50 

20  Nashville  Surgical  Supply  Co. 48  78 

22  One  year’s  subscriptiou — Dr.  Dovey 2 OO 

24  Ciuciuuati  Sauitarium  5 00 

27  Fairchild  Bros.  A Foster  7 50 

30  Southern  Ice  Co.  10  00 

31  Carter-Hough  Teut  A Awuiug  Co 4 00 

31  Rich  Briiitiug  Co 37  94 


Total  $310  St) 

Grand  total  $2,585  23 


TABEE  II. 

MEMBERSHIP  CASH— 1915. 

April 

1 Dr.  W.  G.  Saunders,  Secretary  of  Madi- 

.soii  County  $ 32  00 

1 Dr.  P.  B.  Reagor,  Secretary  of  Bedford 

County  4 00 

1 Dr.  E.  IV.  Mabry,  Secretary  of  Jasksou 

Couiitj’  ($3.00  Meilical  Defense)  9 00 

1 Dr.  J.  W.  Rogers,  Secretary  of  Sevier 

County 10  00 

1 Dr.  H.  H.  McCampbell,  Secretai’y  of 

Kiio.x  County  42  00 

1 Dr.  J.  R.  Nankivell,  Secretary  of  Mc- 

Miun  County  4 00 
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1 Dr.  J.  W.  Cox,  Secretary  of  Washington 

County  ($10.00  Medical  Defense)  56 

5  Dr.  .7.  Ij.  Andrews,  Secretary  of  Shelby 

County  ($2.00  Medical  Defense)  10 

5  Dr.  II.  II.  McCampbell,  Secretary  of 
Knox  County  4 


5 Dr.  W.  W.  Hill,  Secretary  of  Roaue 

County  

5 Dr,  II.  G.  Edmonson.  Secretao’  of 


IVeakley  Count.v,  ($1.00  Medical  De- 
fense)   ~ 

6  Dr.  H.  II.  McCainphell,  Secretary  of 

Knox  County 6 

6  Dr.  W.  C.  Bilhro,  for  37  niemhers  1913, 

check  made  to  Dr.  Cowden  114 

6 Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County  16 

6 Dr.  E.  S.  Hopper,  Secretary  of  Crock- 
ett County  6 

7 Dr.  DeWitt  Smith,  Secretao'  of  Gibson 

County  2 

8 Dr.  T.  A.  Patrick,  Secretary  of  Lincoln 

County  6 

8 Dr.  B.  M.  Little,  Secretary  of  Mont- 
gomery County  6 

8 Dr.  H.  H.  McCampbell,  Secretary  of 
Knox  County  18 


9 Dr.  E.  E.  Northcutt,  Secretary  of  War- 
ren County  

9 Dr.  F.  A.  McClintock,  Secretary  of 

Campbell  County  

9 Dr.  .Jno.  W.  Morris,  Secretary  of  Fay- 
ette County  

9 Dr.  E.  C.  Freeman,  Secretary  of  Giles 


County  4 

9  Dr.  .1.  L.  Andrews,  Secretary  of  Shelby 

County  ($7.00  Medical  Defense)  19 

9 Dr.  J.  L.  Andrews,  Secretary  of  Shelby 
County  20 


9 Dr.  ,Jno.  B.  Haskins,  Secretary  of  Ham- 
ilton County  

10  Dr.  Samuel  Parker,  Secretary  Hender- 
son County  

10  Dr.  B.  S.  Rhea,  Secretary  Wilson 


County  2 

10  Dr.  J.  L.  Andrews,  Secretary  Shelby 

County  ($5.00  Medical  Defen.se 21 

12  Dr.  F.  W.  Wat.son,  Secretary  of  Obion 

County  ($7.00  Medical  Defense) 37 


12  Dr.  W.  E.  Gallion,  Secretary  Morgan 

County  

12  Dr.  Jno.  Morris,  Secretary  of  Fayette 

County  

12  Dr.  H.  H.  McCampbell,  Secretary  Knox 


County  6 

12  Dr.  O.  Dulaney,  Secretary  Dyer  County ' 40 
12  Dr.  C.  P.  Martin,  Secretary  Putnam 

County  ($1.00  Medical  Defense)  3 

15  Dr.  J.  L.  Andrews,  Secretary  Shelby 

Count.y  ($4.(X>  Medical  Defense)  16 

15  Dr.  C.  W.  Inge,  Secretary  Franklin 

County  ($5.00  Medical  Defense) 19 

15  Dr.  C.  A.  Abernathy,  Secretary  Giles 

County  2 

15  Dr.  M.  A.  Blanton,  Secretary  Greene 

County  54 

15  J.  Y.  Freeman,  Secretary  Macon 

County  2 

16  Dr.  C.  W.  Inge,  Secretary  Franklin 

County  2 

16  Dr.  L.  A.  Yarbrough,  Secretai’y  of  Tip- 
ton County  ($1.00  Medical  Defense)  ..  7 

17  Dr.  T.  J.  Hickman,  Secretary  of  Loudon 

County'  2 


17  Dr.  B.  M.  Tittsworth,  Secretary  Jeffer- 
son County  ($2.00  Medical  Defense)  8 00 


Total  $632  00 

April. 

20  Dr.  B.  C.  Dodds,  Secretary  Carroll 

County  ($1.00  Medical  Defense)  5 00 

21  Dr.  W.  W.  Walker,  Secretary  Dickson 

Count.v  (Medical  Defense)  2 00 

22  Dr.  J.  Jj.  Andrews,  Secretary  Shelby 

County  2 00 

27  Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County  10  00 


Total  $ 19  00 

May 

3 Dr.  E.  C.  Freeman,  Secretary  of  Giles 

County  $ 2 00 

4 Dr.  O.  Dulaney,  Secretary  of  Dyer 

Count.v  ($1.00  ^^edical  Defense)  3 00 

5 Dr.  W.  E.  Gallion,  Secretary  of  Mor- 
gan County  2 00 

7  Dr.  J.  F.  Gallagher,  Secretary  of  Da- 
vidson Count.v  8 00 

7 Dr.  Jno.  IMorris,  Seci'etary  Fayette 

County  2 00 

7 Dr.  B.  C.  Dodds,  Secretary  Carroli 

Count.v  2 00 

8 Dr.  B.  C.  Dodds,  Secretar.v  Carroll 

County'  ($1.(X)  Medical  Defense)  3 00 

11  Dr.  T.  J.  Hickman,  Secretary  Loundon 

Count.v  6 (X) 

11  Dr.  .Tuo.  B.  Haskins,  Secretary  Hamil- 
ton County  4 00 

14  Dr.  B.  M.  Tittsworth.  Secretai’y  Jeffer- 
son Count.v  ($1.00  Medical  Defense)  __  3 (X) 

17  Dr.  O.  I>ulaney,  Secretai'y  D.ver  County  4 00 

19  Dr.  T.  G.  Jackson,  Secretary  McNairy' 

County  2 00 

19  Dr.  J.  A.  Dulaney,  Secretai’y'  Sullivan 

County  10  00 

22  Dr.  T.  G.  Jackson,  Secretary  McNairy 

County  ($2.(XJ  Indian  doctor)  6 00 

24  Dr.  R.  W.  Tate.  Secretary  Hardeman 

• County  2 00 

25  Dr.  Jno.  B.  Haskins,  Secretary  Ham- 
ilton County  2 00 

25  Dr.  W.  W.  Hill.  Secretary  Roane  County  2 00 

25  Dr.  ,7.  71.  IMcSwain,  Secretary'  Heni’y 

County'  2 00 

28  Dr.  E.  E.  Northcutt,  Secretary  War- 
ren County  2 00 

29  Dr.  H.  H.  McCampbell,  Secretary  Knox 

County  6 00 

29  Dr.  T.  J.  Hickman,  Secretary  Ijoudon 

County  2 00 

29  Dr.  E.  S.  Hopper,  Secretary  Crockett 

County  2 00 

31  Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County'  2 00 

31  Dr.  DeWitt  Smith,  Secretary  Gibson 

County  2 (X) 

31  Dr.  F.  B.  Reagor,  Secretary  Bedford 

Count.v  (check  to  Dr.  C.)  2 00 


Total  ...$  83  00 

June 

4 Dr.  W.  A.  Sams,  Unicoi  County 

($9.00  Medical  Defense — protested)  ..$  27  00 
4 Dr.  J.  7j.  Edwards,  Haywood  County 


($1.(X)  Medical  Defense)  3 00 

10  Dr.  B.  J.  High,  Smith  County 2 00 

11  Dr.  W.  A.  Sams,  ITiicoi  County  (In  lieu 
of  check  of  June  4.  Check  protested 

and  Lee  of  $2.75  added)  29  75 


00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 

00 
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11 

12 

14 

14 

14 

15 
IC. 

17 

18 

11 

19 


21 

21 

21 

24 

25 

28 

30 


Dr.  Jno.  B.  Ila.skiiis,  Hamilton  County 

Dr.  Jno.  Morris,  Fayette  County 

Dr.  F.  A.  McClintOfk,  Campliell  County 
Dr.  J.  F.  Gallagher.  Davidson  County_- 

Dr.  B.  C.  Dodds,  Carroll  ('ounty 

Dr.  Jno.  B.  Haskins,  Hamilton  County 

Dr.  P.  D.  Biddle,  IMaury  County 

Dr.  H.  G.  Edmonson,  Weakley  County 
Dr.  W.  A.  Sams.  Fnicoi  County  (for 

lU'otest  fee  and  check  of  error  ) 

Check  returned  to  hank. 

Dr.  H.  G.  Edmonson,  Weakley  County 

(.$l.tMi  IMedical  Defense)  

fir.  B.  J.  High,  Smith  County 

Dr.  B.  X.  Wliite,  Rutherford  County.. 
Dr.  B.  N.  Tittsworth,  Jefferson  Count.v 
Dr.  E.  W.  Maiiry,  .lackson  County 

(.$1.09  Medical  Defense)  

Dr.  J.  L.  Andrews,  Shelhy  County  ($2.09 

for  1914  dues)  

Dr.  J.  R.  Nankivell,  McMlnn  County.. 
Dr.  C.  P.  Martin,  Putnam  County 


o 

00 

Xovend)er 

2 

(X) 

1 

Dr.  F.  A.  yicCliutock,  Campbell  Count.v 

$ 2 

00 

o 

(X) 

O 

Dr.  J.  yy'.  Cox,  yy'ashington  Count.v 

4 00 

12 

(X) 

-> 

Dr.  J.  yy'.  Cox,  yy'ashington  County 

O 

00 

2 

(H) 

4 

Dr.  Jno.  yiorris.  Fayette  County 

4 

00 

•> 

00 

6 

Dr.  E.  C.  Freeman,  Giles  County 

O 

(X) 

8 

on 

(1 

Dr.  J.  yy'.  Cox,  yVashington  County 

4 

00 

($1.(X)  yiedical  Defense)  

5 

00 

10 

Dr.  J.  I..  Andrews,  Shelb.v  County 

6 

00 

32 

50 

12 

Dr.  H.  H.  yicCanipl>elI,  Knox  County.. 

2 

00 

12 

Dr.  J.  A.  Delaney,  Sullivan  County 

8 

(X) 

12 

Dr.  J.  B.  Haskins,  Hamilton  County.. 

6 00 

3 

00 

16 

Dr.  J.  A.  Delaney,  Sullivan  County 

10  00 

2 

(X) 

16 

Dr.  J.  F.  Gallagher.  Davidson  County.. 

8 

00 

2 

no 

18 

Dr.  B.  X.  yy'hite,  Rutherford  County.. 

2 

00 

*> 

00 

23 

Dr.  J.  T.  Hayes,  Anderson  Count.v 

2 

00 

3 

no 

Total  -.  --  . 

$ 63 

00 

12 

00 

2 

00 

yiEyiBERSHIP  CASH— 1915. 

2 

00 

Secret  AJUES. 

December 


Total  $156  25 

July 

2 Dr.  H.  H.  McCamphell,  Kno.v  Count.v. .$  2 00 

8  Dr.  J.  B.  Lalliff,  Stewart  County  ($1.00 

Medical  Defense)  3 00 

10  Dr.  Jno.  B.  Haskins,  Hamilton  County  16  CK) 

14  Dr.  DeWitt  Smith,  Gibson  County 2 OO 

17  Dr.  T.  G.  Jackson,  DlcNairy  County 

($3.75  for  Indian  doctor)  5 75 

24  Dr.  B.  C.  Dodds,  Carroll  County 2 00 

24  Dr.  F.  B.  Reagor.  Bedford  County 2 (Kl 

24  Dr.  B.  J.  High,  Smith  Comity 2 00 


Total  $ 34  75 

August 

3  Dr.  J.  F.  Gallagher,  Davidson  County.  .$  10  (X) 
5 Dr.  Jno.  W.  Cox,  Washington  County 

($2.00  Medical  Defense)  6 00 

7 Dr.  J.  A.  McCulloch,  (Dr.  Lovingood)  2 00 

16  Dr.  S.  G.  Parker,  Henderson  County..  2 00 

17  Dr.  A.  F.  Richards,  IVhite  Count.v 2 00 

25  Dr.  .1.  L.  Andrews,  Shelby  County 4 00 

27  Dr.  E.  S.  Hopper,  Crockett  County 2 00 


Total  $ 28  00 

September 

2 Dr.  J.  A.  Dulaney,  Sullivan  County $ 6 00 

2 Dr.  W.  G.  Saunders,  Madison  County..  2 (X* 
9 Drs.  Lewis  and  Blue,  Shelby  County 

(Medical  Defense)  2 00 

15  Dr.  B.  N.  "White,  Rutherford  County 2 00 

IS  Dr.  F.  B.  Reagor,  Bedford  County 4 00 

29  Dr.  J.  Ij.  Andrews.  Shelb.v  County 4 00 


Total  $ 20  00 

October 

7 Dr.  J.  Ij.  Gallagher,  Davidson  County. .$  14  00 

13  Dr.  J.  B.  Haskins,  Hamilton  County..  8 00 

18  Dr.  F.  IV.  Watson,  Obion  County,  (J. 

D.  Carlton)  2 00 

19  Dr.  J.  L.  Andrews,  Shelby  County 2 00 

19  Dr.  J.  L.  Andrews,  Shelb.v  t'ounty 

($2.00  Medical  Defense)  16  00 

20  Dr.  J.  B.  Haskins,  Hamilton  Count.v..  2 00 

20  Dr.  ().  Dulane.v,  Dyer  Count.v  ($1.00 

Dledical  Defense)  5 00 

22  Dr.  .Tno.  Morris,  FayeltV  Count.v 2 00 

23  Dr.  .Ino.  Morris,  Fa.vette  County 2 00 

25  Dr.  .1.  A.  Delaney,  Sullivan  Couid.v 8 00 

28  Dr.  .1.  B.  Haskins,  llanulton  Count.v..  4 00 

28  Dr.  J.  L.  Andrews,  Slndby  Count.v 4 00 


$ 69  00 


8 Dr.  E.  C.  Freemen,  Giles  County $ 2 00 

9 Dr.  J.  F.  Gallagher,  Davidson  County 2 00 

11  Dr.  IV.  K.  Edwards,  Hickman  County..  2 00 

20  Dr.  J.  B.  Haskins,  Hamilton  County 2 00 

23  Dr.  .1.  L.  Andrews.  Shelhy  County 4 00 

31  Dr.  H.  H.  DlcCampbell,  Knox  County 4 00 

31  Dr.  J.  F.  Gallagher,  Davidson  County..  2 00 


Total  $18  00 

December,  1915. 

IS  Dr.  B.  X.  Tittsworth,  Jefferson  Count.v 

($13.00  Medical  Defense)  $ 39  00 

23  Dr.  J.  L.  Andrews,  Shelhy  Count.v..  2 00 

24  Di-.  A.  F.  Richards,  White  Count.v 28  (X) 

31  Dr.  l^.  G.  Jones,  Anderson  Count.v 12  00 

31  Dr.  T.  M.  Rolierts,  Monroe  Count.v, 

($9.00  Medical  Defense)  27  00 

January,  1916. 

4 Dr.  B.  J.  High,  Smith  CountyO 28  00 

4 Dr.  Dewitt  Smith,  Gil)son  County, 

($1.00  Medical  Defense)  3 00 

7 Dr.  B.  M.  Tittsworth,  Jefferson 

County,  ($l.fX)  yiedical  Defense) 3 00 

7 Dr.  W.  K.  Vance,  Sullivan  County — 40  (X) 

7 Dr.  B.  F.  Fyke,  Robertson  Count.v 26  00 

8 Dr.  T.  M.  Roberts.  Monroe  Count.v 

($1.00  yiedical  Defense)  3 (X) 

8 Dr.  lly  Imckhart,  Grundy  County, 

( .$27.00  yiedical  Defense)  27  00 

10  Dr.  W.  IJkely  Sipmson,  Shelby  County  20  00 

10  Dr.  yV.  T-ikely  Sipmson,  Shelby  ('ounty  20  (X) 

10  Dr.  yv.  Likely  Sipmson,  Shelb.v  County  20  (X) 

10  Dr.  yv.  Likely  Simpson,  Shelb.v  County  24  00 

10  Dr.  yv.  Likel.v  Simpson,  Shelby  Count.v  18  00 

10  Dr.  yy'.  Likely  Sipmson,  Shelby  County  20  00 

10  Dr.  yv.  Likely  Sipmson,  Shelby  Count.v  20  00 

10  Dr.  yyh  Likely  Sipmson,  Shelby  Count.v  20  00 

10  Dr.  yv.  Likel.v  Siinnson,  Shelby  County  20  00 

10  Dr.  (L  F.  Aycock,  Davidson  Connt.V--  186  (X) 

12  Dr.  J.  V.  Freeman,  Macon  ('ounly 

($4.00  yiedical  Defense)  18  ()0 

12  Dr.  T.  J.  Hickman.  London  Count.v, 

(.$1.(X)  Medical  Defense)  9 (X) 

14  Dr.  J.  L.  Edwards,  Haywood  County..  14  00 

14  Dr.  F.  yr.  Boyatt,  Scott  County 

(.$4.00  yiedical  Defense)  12  <X) 

15  Dr.  yy'.  G.  Saunders,  yiadison  ('ounty  10  (X) 

is  Dr.  B.  T.  Bennet,  Gibson  (’ount.v  (1915 

dues.  $2,nn ) 16  00 

IS  Dr.  F.  yi.  Boyatt,  Scott  Count.v  ($2.(X) 

yiedical  Defense)  6 (X) 

18  Dr.  G.  F.  .y.vcock,  Davidson  County..  14  00 

19  Dr.  E.  (''.  Freeman,  Giles  Count.v 28  00 
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20  Dr.  B.  ^r.  Little,  Montgomery  County 

( $7.00  Medical  Defense)  25  00 

20  Dr.  M'.  Likely  .Simpson,  Shelby  County  14  00 

20  Dr.  .T.  D.  Alexander,  Lake  County.-  10  00 

22  Dr.  F.  M.  Boyatt,  Scott  County  ($2.00 

Medical  Defense)  0 00 

22  Dr.  AV.  T.  Bell,  McNairy  County 

($5.00  Medical  Defense)  15  00 

22  Dr.  W.  1*.  Allen,  Rhea  County  ($1.00 

Medical  Defense)  3 00 

24  Dr.  A.  B.  Qualls,  Overton  County 16  00 

24  Dr.  H.  P.  Larimore,  Hamilton  County 

(,$4.00,  1015  dues)  04  00 

25  Dr.  B.  M.  Little,  Montgomery  County  2 00 

20  Dr.  H.  H.  McCainpbell,  Knox  County  94  00 

20  Dr.  E.  W.  Mabry,  .Jackson  County 

($4.00  iMedical  Defense)  14  00 

20  Dr.  B.  M.  Inttle,  Montgomery  County 

(1915  dues,  .$2.00)  2 00 

27  Dr.  M.  A.  Beasley,  Maury  County 

($1.00  Medical  Defense)  31  00 

27  Dr.  W.  G.  Saunders,  Madison  County  12  00 

28  Dr.  C.  T.  Carroll,  Ilainbleu  County 

($14.00  Medical  Defense)  42  00 

2S  Dr.  B.  F.  Fyke,  Robertson  County.-  2 (K) 

29  Dr.  W.  R.  Irisli,  Campbell  County 20  00 

31  Dr.  G.  T.  Carroll,  Hamblen  County 

($1.(KJ  Medical  Defense)  3 00 


Total  $1,120  00 

February 

1 Dr.  W.  T.  Bell,  Secretary  McNairy 

Count.y,  ($1.00  Medical  Defense 5 00 

2 Dr.  JV.  R.  Irish,  Secretary  Campbell 

County  2 00 

2 Dr.  AV.  G.  Saunders,  Secretary  Aladi- 

son  County  2 00 

3 Dr.  H.  K.  McCainpbell,  Secretary 

Knox  County  22  00 

4 Dr.  T.  ,J.  Hickman,  Secretary  J^oudon 

County  2 00 

4 Dr.  AV.  Jjikely  Simpson,  Shelby  County  6 00 

5 Dr.  AA^.  K.  Vance,  Secretary  Sullivan 

County  ($1.00  Aledical  Defense)  11  00 

5 Dr.  E.  I.,eRoy  AAllkins,  Dyer  County 

($15.00  Medical  Defense)  59  00 

7 Dr.  H.  P.  Larimore,  Hamilton  County  20  00 

7 Dr.  G.  C.  G.  Givan,  Roane  County 

($4.00  Medical  Defense)  28  (X) 

8 Dr.  AA\  T.  Bell,  McNairy  County 4 00 

8 Dr.  T.  M.  Roberts,  Monroe  County 

($1.00  Medical  Defense)  3 00 

9 Dr.  H.  Claude  Guerin,  Dickson  County 

($2.00  Medical  Defense)  14  00 

9  Dr.  B.  M.  Tattle,  Montgomery  County 

($1.00  Medical  Defense)  7 00 

9  Dr.  AA’’.  T.  Bell,  AIcNairy  County 

($1.00  Aledical  Defense)  3 00 

9 Dr.  U.  G.  .Jones,  Anderson  County..  10  00 

10  Dr.  W.  C.  Brown,  Chester  County..  8 00 

11  Dr.  E.  E.  Northcutt,  AA^arren  County 

($2.00  IMedical  Defense)  12  00 

11  Dr.  AV.  G.  Saunders,  Aladison  County  6 00 

11  Dr.  B.  C.  Dodds,  Carroll  County 24  00 

14  Dr.  C.  P.  Martin,  Putnam  County 

($7.00  Medical  Defense)  21  00 

14  Dr.  M.  A.  Beasley,  Maury  County 

(1915,  $2.00  dues  and  $1.00  Medical 

Defense)  19  00 

14  Dr.  J.  S.  Lyons,  Hawkins  County 16  00 

19  Dr.  Chas.  Griffith,  Coffee  County 

($4.00  Medical  Defense)  18  00 

19  Dr.  F.  B.  Reagor,  Bedford  County 42  00 

19  Dr.  E.  AV.  Mabry,  Jackson  County 


(.$3.00  Medical  Defense)  9 00 

19  Dr.  B.  S.  Rhea,  AATlson  County  ($4.00 

Medical  Defense)  22  00 

19  Dr.  J.  AA'.  Sanford,  Jaiuderdale  County 

(.$2.00  Medical  Defense)  48  00 

19  Dr.  K.  S.  Howlett,  AATlliamson  County 

($5.00  Medical  Defense)  27  00 

19  Dr.  T.  J.  Hickman,  Jjoudon  County 2 CK) 

19  Dr.  T.  .1.  Hickman,  Loudon  County 2 00 

19  Dr.  E.  (’.  Freeman,  Giles  County 14  00 

19  Dr.  B.  F.  Fyke,  Robertson  County 4 00 

19  Dr.  AA'.  K.  Edwards,  Hickman  Count,y  14  00 

19  r)r.  G.  F.  Aycock,  Davidson  County 

(.$2.00,  1915  dues)  .30  00 

21  Dr.  AA'.  T.  Bell,  McNairy  County 3 00 

22  I)r.  AA'.  G.  Saunders,  Aladison  County  4 00 

22  Dr.  E.  AA'.  Alaliry,  Jackson  County 

($1.09  Medical  Defense)  3 00 

22  Dr.  E.  AA'.  Alabry,  Jackson  County 

($1.00  Aledical  Defense)  3 00 

23  Dr.  S.  T.  Parker.  Henderson  County 

($3.()0  Aledical  Defense)  51  00 

24  Dr.  AA'.  G.  Saunders,  Aladison  County  2 (Xl 

24  Dr.  J.  AA'.  Sanfcu'd,  I^auderdale  County  2 00 

25.  Dr.  Jno.  Alorris,  Fayette  County 

($1.00  Medical  Defense)  3 00 

25  Dr.  Jno.  Morris,  Fayette  County 2 00 

28  Dr.  LeRoy  AA'ilkins,  Dyer  County 

(.$2.00  Aledical  Defense)  OOO 


Total  $ 015  00 

Alarch 

2 Dr.  AA'.  AA'.  Hill,  Roane  County  ($1.00 

Aledical  Defense)  $ 7 00 

2 Dr.  AA'.  R.  Irish,  Campbell  County 10  00 

2 Dr.  E.  AA'.  Alabry,  Jack.son  County  ($1.00 

Aledical  Defense)  3 00 

0 Dr.  11.  I*.  Larimore,  Hamilton  County 12  00 

7  Dr.  T.  A.  I’atrick,  Lincoln  County 50  (Xt 

7 Dr.  J.  H.  AlcSwain,  Henry  County 

($3.(X)  Aleilical  Defense)  31  00 

8 Dr.  John  Alorris,  Fayette  County  ($1.<10 

Aledical  Defense)  3 00 

8  Dr.  John  Alorris,  Fayette  County  ($2.00 

(1915  dues)  0 00 

8 Dr.  H.  H.  AIcCamphell,  Knox  County..  48  (X) 

8 Dr.  ,J.  AA'.  Rogers,  Sevier  County 16  00 

9 Dr.  T.  J.  Hickman,  Ix)udon  County 2 00 

9 Dr.  S.  T.  Hardison,  Alarshall  County 

( $12.00  Aledical  Defense)  58  00 

10  Dr.  AV.  T.  Bell,  AIcNairy  County  ($1.00 

Aledical  Defense)  3 00 

10  Dr.  AA'.  Likely  Simpson,  Shelby  County  18  (XT 

11  Dr.  T.  J.  Hickman,  Loudon  County 2 00 

11  Dr.  AA'.  P.  Allen,  Rhea  County  ($7.00 

Aledical  Defense)  21  00 

11  Dr.  AI.  A.  Beasley.  Alaury  County 10  00 

13  Dr.  AI.  E.  Ru.st,  Fayette  County 10  00 

14  Dr.  Ed  Culp,  AA'ayne  County 10  00 

14  Dr.  AA'.  K.  A'ance,  Sullivan  County 18  00 

15  Dr.  E.  AA'.  Cocke.  Hardeman  County 20  00 

15  Dr.  AI.  E.  Rust,  Fayette  County 6 00 

15  Dr.  AI.  A.  Blanton,  Greene  County 

($3.00  Aledical  Defense)  47  00 

10  Dr.  S.  T.  Parker,  Henderson  County 

($1.00  Aledical  Defense)  5 00 

16  Dr.  H.  Claude  Guerin,  Dickson  County 

( ($1.00  Aledical  Defense)  7 (X) 

17  Dr.  AA'.  T.  Belt.  AIcNairy  County  (,$3.00 

Aledical  Defense)  9 00 

17  Dr.  .1.  D.  Carlton,  Obion  County 12  00 

17  Dr.  AA'.  C.  Brown,  Chester  County 2 00 

17  Dr.  K.  S.  Howlett,  AA'illiamson  County 

($2  (X)  Aledical  Defense)  8 00 

18  Dr.  AA'.  G.  Saunders,  Aladison  County 18  (XI 
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IS  Dr.  G.  F.  Aycock.  Diniilson  County.-  14  00 
18  Dr.  B.  T.  Bennett,  (iitison  County 

($19.00  Aletlical  Defense)  71  00 

18  Dr.  K.  8.  Howlett,  Williamson  County  2 00 

20  Dr.  H.  B.  Lariinore,  Hamilton  Count.T 

($2.00,  1915  (lues)  38  00 

20  Dr.  M.  A.  Beasley.  Maury  County 2 00 

20  Dr.  T.  E.  Sawyer,  M’eakley  County 

($7. CM)  Medical  Defense)  21  )X) 

20  Dr.  B.  M.  Little,  iMontKomery  Count.v 

($1.(H)  Medical  Defense)  3 00 

21  Dr.  IV.  K.  Vance.  Sullivan  County 4 00 

22  Dr.  .1.  IV.  Sanford.  lyauderdale  County  2 00 

22  Dr.  .T.  D.  Carlton,  Obion  County 2 00 

23  Dr.  .T.  L.  Edwards,  Haywood  County--  4 (M) 

23  Dr.  W.  K.  Irish,  Campbell  County 2 00 

23  Dr.  W.  AV.  Hill.  Roane  County  ($1.00 

Medical  Defense)  3 00 

23  Dr.  ,1.  W.  Cox,  AVashinf^ton  County 

( $15.(X)  Aledical  Defense)  75  00 

23  Dr.  H.  H.  AlcCampbell,  Knox  County.  - 40  00 

24  Dr.  A".  L.  Lewis,  Cumberland  County.-  12  00 

24  Dr.  G.  F.  Aycock,  Davidson  County 0 00 

25  Dr.  AI.  A.  Beasley,  Alaury  County 2 (Xi 

25  Dr.  B.  S.  Rhea,  AA'ilson  Count.v  ($1.00 

Aledical  Defense ) 5 00 

25  Dr.  E.  C.  Freeman,  Giles  County 8 00 

25  Dr.  H.  Claude  Guerin,  Dickson  County  4 00 
27  Dr.  R.  C.  Gaw,  .Tackson  County  ($2.00 

Aledical  Defense)  G 00 

27  Dr.  E.  LeRoy  AA’ilkins,  Dyer  County 

( $4.00  Aledical  Defense ) 14  00 

27  Dr.  AAb  C.  Brown,  Chester  County 2 00 

27  Dr.  H.  H.  AlcCampbell,  Knox  County. . 16  00 

20  Dr.  F.  B.  Reagor,  Bedford  tVuinty 2 00 

Total  $838  00 

Alarch 

28  Dr.  L.  .1.  Lindsa.v,  Tiiiton  County  ($10 

Aledical  Defense)  32  00 

28  Dr.  L.  E.  Ragsdale.  Alaury  Count.v 

( dues  for  himself ) 2 00 

28  Dr.  AA'.  K.  Ahince,  Sullivan  Count.v 2 00 

28  Dr.  AAv  R.  Irish,  Camiibell  County GOO 

28  Dr.  C.  I’.  Alartiu,  Putnam  County  ($3.00 

Aledical  Defense)  9 00 

29  Dr.  Edwin  AA'^.  Cocke.  Hardeman  County  2 00 

29  Dr.  .Tno.  T.  Grisard,  Franklin  County  20  00 

30  Dr.  H.  H.  AlcCampbell.  Knox  Count.v..  2 00 

31  Dr.  ,Tno.  P.  Grisard,  Franklin  County 2 00 

31  Dr.  H.  P.  Lariinore,  Hamilton  Count.v 

(.$4.00,  1913  and  1914  dues)  24  00 

31  Dr.  AI.  A.  Beasle.v,  Alaury  (Vuinty 4 00 

31  Dr.  W.  C.  Brown,  Chester  County 4 00 

31  Dr.  B.  C.  Dodds,  Carroll  County 20  00 

31  Dr.  Ed  Culp,  AA'ayne  County 2 00 

31  I »r.  .T.  . Nankivell,  AIcAIinn  County 24  (Ml 

31  Dr.  E.  H.  .Tones,  Rutherford  County 

($5.(X)  Aledical  Defense)  51  00 

31  Dr.  .T.  AI.  Crider,  Decatur  ('ounty 12  (M) 

31  Dr.  AI.  A.  Blanton,  Greene  County 2 00 

31  Dr.  AI.  A.  Blanton,  Greene  County 2 00 

31  Dr.  C.  F.  Crowder,  Blount  Count.v 12  00 


Total  .$2.3G  00 

Grand  total  $3932  00 

T.ess  error  account  item  $32..50  Fnicoi 

Cfmnt.v  $ 32  50 


Total  $3899  50 

Total  Aledical  Defense  $ 325  OO 

O'otal  dues  for  membership  (1913) 2 00 

'I’otal  dues  for  memhershi])  (1914) 4 00 

'I’otal  dues  for  membershiii  (1!)15) IG  00 

Advertising,  subscriptions,  etc.  2585  23 


Alembership  dues 

Total  .$0484  73 


TABLE  III. 

FUND  FOR  PROSECUTION  OF  ILLEGAL  PRAC- 


TITIONERS. 

Contributor  Amount  Contributed 

AV.  11.  AAltt  $ 5 00 

AA'.  C.  Dixon  .* 2 00 

E.  AA'.  Alitchell  1 00 

H.  D.  AIcGill  2 00 

AA’illiam  lyitterer  10  00 

E.  B.  Cayce  5 00 

N.  C.  Steele  1 00 

A.  G.  Castleman  1 00 

AV.  AI.  AVright  1 00 

AV.  AI.  AlcCabe  2 00 

AA'.  D.  Haggard  10  00 

G.  AA'.  Oliver  1 00 

.Toseph  AIcGahey  1 00 

.7.  P.  Grisard  ...  1 00 

.1.  G.  Eblen  4 00 

B.  AI.  Tittsworth  1 00 

.1.  AA'.  Brandau  5 00 

AA’.  P.  Robin.son  1 00 

AI.  L.  Hughes  1 00 

.T.  T.  Barbee  2 00 

S.  AI.  Aliller  5 00 

E.  C.  Ellett  5 00 

E.  F.  Platkin  1 00 

E.  F.  Peden  1 00 

F.  B.  Reagor  1 00 

.1.  S.  D.ve  10  00 

G.  C.  (irimes  1 00 

L.  D.  Gotten 1 00 

.1.  R.  Gillespie 5 00 

AA'hite  Count.v  Aledical  Society,  F.  Richards, 

Secretary  G 00 

.1.  F.  Love 1 00 

S.  D.  Acuff  1 00 

AI.  AI.  Copenhaver  3 00 

AIcNairy  County  Aledical  Society 2 00 

AIcNair.v  Count.v  Aledical  Society,  T.  G.  Jack- 

son,  Secretary  3 75 

O.  S.  AIcCown  1 93 

Thomas  AA’.  Jones  1 00 

R.  S.  Perry  1 00 

Robertson  County  Aledical  Society,,  B.  F. 

Fyke,  Secretary  10  00 

J.  E.  Taylor 1 00 

J.  N.  Smith  1 00 

C.  E.  Bolen  1 00 

E.  AI.  Holder  1 00 

S.  R.  Aimer 10  00 

Bedford  County  Aledical  Societ.v,  F.  B. 

Reagor,  Secretary  3 00 

Alonroe  County  Aledical  Society,  AA’.  H.  Ar- 

rants.  Secretary  10  00 

Greene  Count.v  Aledical  Socletj’,  AI.  A.  Blan- 
ton, Secretar.v  7 00 

AA'.  AI.  Breeding  1 00 

J.  D.  Capps  1 00 

L.  A.  Ledford  1 00 

J.  T.  AIcDonald  1 00 

A.  B.  (Jualls  1 00 

E.  I).  Newell  5 00 

Perr.v  Bromberg  5 00 

Ciirroll  Count.v  Aledical  Societj',  B.  C.  Dodds, 

Secretar.v  5 00 

Grundy  ('ouuty  Altslical  Societ.v,  H.  Lockhart, 

hart,  Secretar.v  4 00 

Hamilton  Cotint.v  Aledical  Societ.v - 34  (M) 

AA’ilson  Count.v  Aledical  Societ.v,  B.  S.  Rhea, 

Secretar.v  7 00 
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Yearwood,  Holland,  Cannon,  Graham, 
Goodrich,  Gullmn,  Shelton,  Nohlitt,  Pat- 
rick, Sloan,  and  McWilliams,  of  Lincoln 

County  Medical  Society  10  00 

Kelley  Smythe 2 50 

Hamblen  County  Medical  Society,  C.  T.  Car- 

roll,  Secretary T 00 

Olln  West  5 00 

K.  C.  Coppenhaver 1 OO 

Total  $242  18 

Disbursements. 

.Tune  7,  1915,  Secretary's  check  to  G.  P. 

Zirkle,  Itoane  County  $100  00 

August  18,  1915,  Secretary's  check  to  B.  11. 
Littleton,  on  order  of  G.  P.  Zirkle, 

Roane  County  50  00 

Sei)tember  9,  1915,  Hamilton  County  Medical 

Society  to  G.  P.  Zirkle,  Roane  County--  94  00 
March  28,  1910,  Secretary's  check  to  G.  P. 

Zirkle,  Roane  County  50  00 


Total  $284  00 

Amount  contributed  $242  18 

Interest  40  $242  58 

Amount  disbursed  284  00 


Balance  in  bank  - $ 8 58 

Respectfully  submitted, 

OLIN  WEST,  Secretary. 

The  Secretary : I would  like  to  ask,  Mr. 
President,  that  a conmiittee  be  appointed  to 
audit  the  fund  subscribed  by  members  of  the 
Association  for  the  purpose  of  prosecuting  il- 
legal practitioners,  since  that  fund  was  han- 
dled strictly  by  the  Secretary  and  not  by  the 
Treasurer. 

Dr.  Crook : Mr.  President,  I move  that  that 
report  be  adopted  and  be  spread  on  the  rec- 
ords, and  that  the  Secretary  be  thanked  for 
Ids  efficient  services. 

(Motion  seconded  and  carried.) 

The  President:  In  regard  to  the  eommiV 
tee  to  audit  a portion  of  that,  without  objec- 
tion, I will  include  thatj  in  the  work  of  the 
committee  that  will  be  appointed  to  audit  the 
T I’easurer ’s  report. 

The  next  order  of  business  is  the  Report  of 
the  Treasurer. 

Dr.  Cowden : Mr.  President,  I will  ask  that 
my  report  be  deferred  until  tomorrow.  I have 
the  detailed  statement  already  made  out  and 
I would  like  to  have  it  investigated  before 
another  meeting  of  your  body. 

A Member:  I move  that  the  Treasurer’s  re- 
quest be  granted. 

The  Chairman:  Without  objection,  we  will 
not  hear  that  until  the  Auditing  Committee 
have  looked  it  over.  I don’t  suppose  it  is  nec- 
e.ssary  for  a motion  to  be  put.  It  is  almost 
a,  part  of  the  regular  proceedings. 


Dr.  Savage : The  report  cannot  be  referred 
to  an  Auditing  Committee  until  it  has  been 
read.  This  liody  should  hear  the  report  and 
then  it  should  be  referred  to  the  Auditing 
Committee.  We  cannot  refer  what  we  do  not 
hear. 

The  Treasurer : Mr.  Chairman,  I under- 
stood that  the  committee  audited  it  before.  I 
am  not  prepared  to  read  it  at  present. 

The  Chairman : We  will  pass  this  then  for 
the  present.  I did  not  know  that  the  “watch- 
dog” was  on  the  job.  I thought  I would  get 
by  with  a little  thing  of  that  sort.  I will  de- 
fer the  appointment  of  that  committee  until 
after  the  reading  of  the  report  and,  without 
objection,  both  the  reports  of  the  Secretaiy 
and  Treasurer  will  lie  referred  to  the  .same 
committee. 

The  next  order  of  business  is  reports  of 
standing  committees.  The  first  committee 
called  is  the  Committee  on  Public  Policy  and 
Legislation.  Dr.  George  Price  is  Chairman  of 
that  committee. 

The  Chairman  of  this  committee  was  not 
present. 

Dr.  Savage : Dr.  DeLoach  is  a member  of 
that  committee. 

The  Chairman:  Dr.  Price  is  Chairman  of 
that  committee  and  we  will  have  to  deter  hear- 
ing his  report  until  he  comes  in.  If  there  are 
other  members  of  that  committee  present,  un- 
less some  of  them  have  a report,  we  will  hear 
the  report  from  Dr.  Zirkle. 

The  Chairman : While  waiting  on  that,  we 
will  go  on  with  the  next  of  the  standing  com- 
mittees. 

The  Committee  on  IMemoirs : Dr.  N.  F. 
Raines  is  the  Chairman  of  that  committee. 

(Dr.  Raines  doesn’t  respond.) 

The  Chairman : Dr.  Raines  does  not  ap- 
pear to  be  present.  Is  there  any  member  of 
that  committee  present  who  can  make  the  re- 
port. 

Dr.  D.  J.  Roberts : As  a member  of  that 
committee,  Avill  say  that  I saw  Dr.  Raines 
about  a month  ago  and  he  gave  me  the  names 
of  some  members  whom  he  had  heard  had 
died,  and  asked  me  if  I had  the  names  of  any 
who  had  died  within  the  last  twelve  months, 
and  I knew  of  none.  I referred  the  matter 
to  the  Secretary  to  put  in  the  record.  I knew 
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oi  none  other  than  those  he  had  given  me.  I 
suppose  l)r.  Raines  will  have  in  time  his  re- 
port ready  to  be  transmitted  to  the  Secretary 
for  publication,  and  I move  that  the  report 
be  referred  to  the  Secretary  when  it  comes  up. 

The  Chairman : If  there  is  no  report  that 
will  be  the  only  way  to  handle  the  matter. 

Dr.  Zirkle;  We  adjourned  to  meet  again 
before  our  report  is  read. 

The  Chairman:  We  will  just  pass  it  for 
another  time.  Dr.  McCabe,  does  that  agree 
with  your  conception  of  the  matter. 

Dr.  McCabe:  I believe  that  was  understood. 

The  Secretary : In  the  matter  of  the  report 
of  the  Committee  on  Memoirs,  I have  sent  to 
Dr.  Raines  the  names  of  eight  gentlemen,  as 
far  as  I know,  who  have  died  during  the  year. 
If  there  are  any  others  than  tliese,  I wish  you 
would  please  give  them  to  me  or  to  Dr.  Raines. 

Secretary  reads : J.  W.  Gresham,  M.  F. 
Clemmons,  J.  T.  Jones,  G.  M.  Burdette,  J.  J. 
Howell,  S.  M.  Miller,  L.  B.  Walton,  A.  G.  Sin- 
clair, R.  F.  Baker. 

The  Secretary : If  there  are  any  others,  I 
would  be  glad  to  have  them. 

Dr.  Richardson : Dr.  R.  F.  Baker  of  White 
county  was  a member  of  the  Association. 

The  Secretary:  I beg  your  pardon;  I didn’t 
have  his  name.  Doctor. 

Dr.  Roberts:  In  connection  with  that,  I 
would  suggest  that  the  delegates  present  be 
requested  to  communicate  with  the  Secretary 
of  each  county  society  giving  him  the  names 
of  any  members  who  die,  so  that  the  secretary 
of  each  county  society  will  learn  of  the  death 
of  any  member  at  once,  and  he  in  turn  report 
to  the  Chairman  of  the  Committee  on  Memoirs 
or  to  the  Secretary  of  the  Association,  the 
names  and  dates  of  the  death  of  members.  We 
ought  to  look  after  this  at  the  particular  time 
when  it  occurs.  By  that  means,  the  Secretary 
of  the  Association  and  the  Chairman  on  IMemi 
oirs  will  have  the  report  by  the  time  the  an- 
nual meeting  comes  around. 

A Member : I suggest  also  that  whwi  that 
report  goes  in  that  the  newsj)aper  clipping  of 
the  report  of  his  deatli  and  the  funeral  serv- 
ice would  he  of  interest  in  detailing  the  life 
of  the  man,  and  I suggest  that  the  clipping 
be  included. 
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The  Chairman : Is  there  a second  to  this 
motion  ? 

A Member : I second  the  motion. 

The  Chairman:  We  will  consider  that  as 
an  amendment  to  your  motion.  Dr.  Roberts. 

Dr.  Roberts:  Yes. 

The  Chaimian : \ ou  have  heard  the  re- 

quest that  the  secretaries  of  the  county  socie- 
ties report  to  the  Chairman  on  Memoirs  the 
death  of  members  and  at  the  same  time  sup- 
ply any  newspaper  notices.  Is  there  any  dis- 
cussion? If  not,  all  in  favor  of  the  same  will 
make  it  known  by  saying  “aye.” 

(Carried.) 

The  Chairman : The  next  committee  is  the 
Conunittee  on  Tuberculosis.  Dr.  Larkin  Smith, 
is  he  present? 

A Member;  No,  sir. 

The  Chairman:  Dr.  Richmond  McKinney? 
(No  response.) 

The  Chairman:  Dr.  II.  Lockhart? 

Dr.  Lockhart : I suppose  I am  the  only 
member  of  that  committee  present.  So  far  as 
making  the  report  is  concerned,  I have  none 
to  make.  I wrote  Dr.  Smith  and  asked  him 
if  there  was  anything  being  done  or  could  be 
done  along  that  line.  I have  never  received 
any  reply  from  him,  and  all  the  report  I have 
received  is  the  notification  of  my  appointment 
l.y  the  Secretary. 

The  Chairman ; The  next  committee  is  the 
Committee  on  Scientific  Work.  That  is  prac- 
tically the  Program  Committee.  Dr.  West  is 
Chairman. 

Dr.  West:  The  time  for  the  special  order 
of  the  general  session  has  arrived.  I am  ready 
to  make  the  report  of  the  Committee  on  Scien- 
tific Work,  but  inasmuch  as  the  hour  for  ad- 
journment has  come,  and  the  hour  for  the  spe- 
cial order  in  the  other  hall  has  arrived,  I sus- 
pect that  we  would  better  adjourn. 

Dr.  Savage : The  paper  is  still  being  read 
by  the  Doctor  in  the  next  hall. 

Dr.  West:  Mr.  President,  the  report  of  the 
Committee  on  Scientific  Work  is  shown  in  the 
program  which  you  all  have  before  you.  This 
program  is  composed  of  the  papers  read  be- 
fore the  Section  on  Eye,  Ear,  Nose  and  Throat, 
secured  by  Dr.  Dulaney,  Secretary  of  that 
section.  The  rest  of  the  program  was  com- 
piled according  to  the  usual  procedui’e.  The 
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responses  to  the  letters  asking  for  papers  were 
few  and  far  between,  but  the  responses  frouj 
men  who  wrote  upon  their  own  initiative  have 
been  very  generous,  and  the  result  is  that  we 
have  a pi’ogram  which  we  think  is  a pretty 
fair  piece  of  work.  Aside  from  that,  I have 
no  report  to  make  for  the  committee,  except 
that  1 have  received  as  Chairman  of  the  com- 
mittee the  thoughtful  and  earnest  co-operation 
of  the  President  and  the  other  two  members 
of  the  Program  Committee,  Drs.  Battle  Ma(- 
lone  and  E.  T.  Newell. 

Dr.  Roberts:  We  received  this  morning 
from  the  President  of  the  State  University  a 
very  cordial  invitation  to  visit  that  institu- 
tion. That  institution  belongs  to  the  state, 
and  is  the  head  of  education  in  the -state  of 
I'ennessee,  an  institution  having  reached  the 
age  of  one  hundred  and  twenty  years,  dating 
back  in  our  memorial  past. 

I,  therefore,  move  the  House  of  Delegates 
tliat  the  invitation  be  accepted  and  that  as 
many  members  as  can  visit  that  institution 
tomorrow  (Wednesday),  between  the  houi-s  of 
five  and  seven  o’clock  P.  M.  Let  as  many  as 
can  be  there;  take  a little  trouble  upon  your- 
selves and  visit  the  State  University. 

The  President : You  have  heard  the  mo- 
tion. 

Dr.  McCabe : Prom  five  to  seven  is  pretty 
bite ; suppose  we  make  it  from  four  to  six  P. 
M.  I don’t  want  to  interfere,  but  think  this 
Is  a more  convenient  time. 

The  Chairman : You  have  heard  the  motion 
amended  that  we  accept  the  invitation  of  the 
President  of  the  State  University  to  visit  the 
university  between  the  hours  of  four  and  six. 
Do  you  accept  that  amendment.  Doctor? 

Dr.  Roberts:  That  is  all  right. 

The  Chairman:  You  have  heard  the  motion 
and  amendment  that  we  accept  the  invitation 
of  the  President  of  the  State  University  to 
visit  the  university.  All  in  favor  of  that  mo- 
tion will  signify  it  by  saying  “aye.” 

(Carried.) 

The  Chairman : Let  the  Secretary  be  au- 
thorized to  notify  the  President  of  the  univer- 
sity to  that  effect. 

Dr.  Roberts:  And  let  also  the  same  an- 
nouncement be  made  in  the  other  hall. 

The  Chairman : The  report  of  the  Commit- 


tee on  Scientific  Work  was  not  disposed  of. 
What  is  your  pleasure  in  regard  to  that? 

A Member:  I move  that  the  report  be  ac- 
cepted. 

The  Chairman : The  Committee  on  Scien- 
tific Work  automatically  expires  with  this 
meeting,  so  that  it  is  not  necessary  to  consider 
whether  we  will  continue  it  or  discharge  it. 
All  in  favor  of  that  motion  make  it  known  by 
saying  “aye.” 

Carried. 

The  Chairman:  The  next  order  of  business 
is  the  report  of  the  Committee  on  Medical  De- 
fense. We  have  only  three  or  four  minutes 
to  devote  to  it,  and  I doubt  whether  we  will 
be  able  to  complete  it  in  our  limited  time. 

Dr.  Savage : The  paper  in  the  other  hall 
has  been  read. 

The  Chairman : I wo\dd  suggest  that  we 
adjourn. 

Dr.  Reagor:  There  is  one  point  in  the  Sec- 
retary’s report  that  I would  like  to  lay  a great 
deal  of  stress  on,  lind  that  is  with  reference  to 
the  advertisers  who  advertise  in  our  -Journal. 
It  is  our  -Journal  and  I believe  that  we  ought 
to  patronize  the  people  who  advertise  in  it, 
buy  our  instruments  and  books  from  them, 
from  those  who  patronize  us.  A representa- 
tive of  a concern  who  doesn’t  advertise  in  the 
-journal  came  to  my  office  to  sell  me  some  in- 
struments. I told  him  I believed  I would  pat- 
ronize the  concerns  advertising  in  our  -Jour- 
nal. Then  he  became  very  indignant.  I sug- 
gest that  we  help  one  another,  that  we  help 
those  who  help  our  Journal.  I just  want  to 
impress  this  matter  upon  the  members  present 
to  see  that  advertisers  who  use  our  Journal  are 
patronized  by  us. 

The  Chairman : The  suggestion  Is  timely 
and  I hope  it  will  be  acted  on. 

It  was  moved  and  seconded  that  the  meeting 
adjourn  until  8 o’clock  AYednesday  morning, 
April  5th,  1916. 


Wednesday  Morning,  April  5th,  1916. 

The  House  of  Delegates  met  pursuant  to  ad- 
journment at  8 o’clock  A.  M. 

The  Chairman : The  House  of  Delegates 
will  please  come  to  order.  The  first  order  of 
luisiness  is  the  report  of  the  Committee  on 
Medical  Defense.  Dr.  S.  R.  Miller  is  Chair- 
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uian  of  that  committee.  Just  a moment;  we 
I)as.sed  the  report  of  the  Treasurer  on  yester- 
tlay,  and  I think  we  had  better  have  that  tlie 
first  thing. 

Idle  Seeretaiy : I have  not  the  report  here. 

The  Cdiairnian : Then  I will  have  to  beg 
your  pardon  again;  so  we  will  go  on  with  the 
report  of  the  Committee  on  Medical  Defense. 

Dr.  S.  R.  Miller:  (Reading  report) 

Mr.  President  and  iMembers  of  the  Ilomse  of 
Delegates. 

Your  Committee  on  Medical  Defense  begs 
to  make  this  their  second  report  of  this  depart- 
ment of  the  A.ssociation ’s  work.  Our  last  re- 
port, including  April  10,  1915,  showed  that 
604  members  had  paid  the  IMedical  Defense 
a.sse.ssment.  In  the  calendar  year  1915,  680 
members  iiaid  their  fees.  On  April  3,  this 
year,  610  members  have  paid.  These  figures 
are  set  forth  in  detail  in  “Exhibit  A.” 

In  the  year  1915,  three  units  were  referred 
to  this  committee.  One  from  Campbell  County 
for  alleged  mal-practice  in  treating  a compound 
fractured  leg.  U])on  inv&stigation  it  was  found 
that  the  member  did  not  i)ay  the  assessment 
fee  until  about  thirty  days  after  the  alleged 
mal-iiractice.  The  second  suit  was  i-efen-ed 
from  Shelby  County  by  a member  who  had  been 
sued  jointly  with  a druggist  for  an  error  or 
omission  in  a prescription.  Our  attorney  took 
charge  of  the  suit,  but  it  was  compromised  for 
a nominal  sum,  our  member  paying  a vety 
small  part  of  the  compromise  and  the  druggist 
paying  the  remainder.  Your  committee  paid 
our  attorney’s  fee  only.  The  third  suit  was 
from  Shelby  Coinity  and  was  referred  to  our 
general  counsel  who,  after  cai’eful  considera- 
tion, pronounced  the  ease  one  of  alleged  un- 
lawful restraint  and  assault,  and  not  a ease 
of  malpractice,  and  your  committee  so  noti- 
fied the  defendants. 

Tims  far  in  1916  one  suit  has  come  from 
Shelby  County  for  alleged  mal-practice  in 
treating  a fractured  leg.  The  member  is  sued 
jointly  with  the  plaintiff’s  employer.  There 
appears  to  be  no  mal-practice  in  this  case  and 
our  attorney  will  no  doubt  secure  a verdict  in 
our  member’s  favor.  One  threatened  suit  has 
been  referred  from  Knox  County,  but  upon  in- 
vestigation it  was  found  that  this  member  had 
not  paid  his  defen.se  fee  until  more  than  thirty 


days  after  the  alleged  mal-practice,  and  the 
member  was  so  notified.  Another  suit  from 
Shelby  County  is  threatened,  but  our  attor- 
ney’s investigation  in  this  case  has  not  been 
completed. 

The  receipts  from  the  committee  thus  far 
have  been  $1,290  and  the  expenditures  .$420.74, 
as  shown  by  the  report  of  the  Treasurer  of  the 
committee.  The  current  expense  since  Jan- 
uary 1 is  not  yet  due  and  i.s  unpaid.  Balance, 
.$869.26. 

Other  suits  may  be  filed  during  the  remain- 
ing nine  months  of  this  year  against  the  ac- 
count of  the  year  1915.  Your  committee  feels 
that  the  work  has  been  organized  on  a conser- 
vative and  sound  business  basis  and  will  prove 
more  popular  when  it  is  better  imderstood  by 
all  members.  The  six  hundred  and  ten  mem- 
bers who  have  paid  their  fee  are  the  cream  of 
the  profession  in  the  state  and  the  united  ef- 
forts of  this  number  will  have  an  influence  that 
will  benefit  all  members. 

S.  R.  MILLER,  Chairman; 

J.  L.  CROOK,  Treasurer; 

H.  M.  TIGERT, 

Committee. 

After  reading  that  matter  relating  to  the 
first  malpractice  suit,  interposed  the  following 
remarks : 

Dr.  Miller : I will  say  here  that  the  Doctor 
wrote  me  afterwai’ds  that  it  looked  like  a very 
small  thing  that  the  State  Association,  of 
\v’hich  he  had  been  a member  for  a long  while, 
could  not  afford  to  bear  the  expense  of  this 
suit  when  he  had  been  a member  so  long,  just 
because  he  had  failed  to  send  in,  or  overlooked, 
as  he  put  it,  sending  in  his  jMedical  Defense 
fee.  I wrote  the  Doctor  and  told  him  if  we 
didn’t  pursue  this  plan  that  no  member  would 
take  out  insurance  until  a suit  was  threatened 
or  brought,  and  then  they  would  take  out  a 
policy  and  have  it  dated  back  one  month  or  a 
year  or  five  years  in  order  to  secure  this  pro- 
tection. By  xmrsuing  this  plan  of  paying  his 
dollar  when  due,  then  we  could  undertake  to 
tidee  uji  things  of  this  kind  for  the  members. 
If  we  don’t  do  this,  instead  of  less  than  half 
of  our  membership  paying,  we  wouldn’t  have 
but  about  five,  and  not  over  ten  per  cent  pay- 
ing this  fee,  if  he  could  go  back  and  get  thi.s 
protection. 
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(Dr.  Miller  here  finishes  the  reading  of  re- 
port.) 

The  Chairman:  You  have  heard  the  report 
of  the  Committee  on  Medical  Defense.  What 
is  your  pleasure  in  regard  to  it? 

Dr.  Sheddan : 1 move  that  the  report  be 

accepted. 

The  Chairman : It  has  been  moved  that  the 
report  be  accepted.  What  disposition  shall  be 
made  of  the  committee? 

Dr.  Burns : I move  that  the  report  be  print- 
ed promptly  in  the  Journal. 

The  Chairman:  I expect  that  the  appoint- 
ment of  that  committee  would  rest  on — Mr. 
Secretary,  is  that  a regular  standing  commit- 
tee? 

The  Secretary : Mr.  President,  this  commit- 
tee can  be  changed  if  the  House  of  Delegates 
si  chooses,  and  it  is  with  them;  but  if  I may 
be  allowed  to  sixggest,  without  going  into  any 
extended  commendation  of  the  work  of  the 
committee — which  is  deserved — I hope  that 
the  House  of  Delegates  will  see  fit  to  continue 
this  eonunittee  just  as  it  stands.  It  is  one  of 
the  most  important  committees,  and  certainly 
the  most  active  committee  outside  of  the  Legis- 
lative Committee  of  a year  ago,  that  the  As- 
sociation has  ever  had  to  serve  it.  Their  work 
has  been  done  accurately,  intelligently,  con- 
scientiously and  in  every  other  way  that  is 
commendable.  This  is  a matter  that  needs  ex- 
perienced men  to  handle  it  properly.  I hope, 
Mr.  President  and  gentlemen,  that  the  House 
of  Delegates  will  see  fit  to  discuss  this  report, 
and  that  an  effort  will  be  made  to  devise  some 
way  to  extend  this  medical  defense 
service.  The  membersi  of  the  Association  do 
not  seem  to  appreciate  the  advantages  that 
are  offered  by  it.  If  you  listened  carefully 
to  the  reading  of  the  report,  you  will  find  that 
the  work  of  the  committee  in  disposing  of 
suits  that  have  been  brought  or  threatened 
has  been  most  effective,  and  for  the  benefit  of 
the  country  members,  as  they  like  to  call  them- 
selves— that  is,  from  the  smaller  cities  and 
towns  and  the  country — I would  like  to  call 
attention  to  the  fact  that  more  suits  have  come 
from  the  cities  this  time,  for  the  first  time, 
than  ever  before.  As  a general  proposition, 
the  suits  have  come  from  the  country,  and  I 
am  not  sure  but  that  some  of  these  Shelby 


county  suits  are  against  country  physicians. 
Now  there  seems  to  be  a disposition  on  the 
part  of  the  country  member  to  believe  that 
this  proposition  was  conjured  up  for  the  ben- 
efit of  the  city  surgeon,  but  there  have  been 
more  suits  brought  during  the  past  years 
against  the  country  doctors  than  have  been 
brought  against  the  city  doctors. 

There  are  a few  counties  that  have  respond- 
ed well.  There  are  some  counties  that  take  no 
advantage  of  this  thing  at  all,  but  if  we  can 
just  get  about  twice  as  many  men  as  we  now 
have,  it  appears  to  me  it  would  be  a most  tre- 
mendous benefit  to  the  Association  in  general. 
I hope  that  some  plan  can  be  devised  by  which 
the  number  of  members  who  take  advantage 
of  the  medical  defense  can  be  materially  in- 
creased. 

Dr.  Broyles:  I am  glad  to  hear  Dr.  AVest 
speak  as  he  has.  I understand  that  the  major- 
ity of  these  suits  come  from  the  country,  and 
really  it  is  as  much  or  more  benefit  to  the 
country  members  than  it  is  to  the  members  of 
the  larger  towns.  I think  that  is  the  case  in 
other  states.  I have  not  investigated  it  thor- 
oughly. I move  that  we  accept  the  report. 

The  Chairman : That  motion  is  already  be- 
fore the  House. 

A Member : I move  to  amend  it,  and  that 
the  same  be  accepted  and  left  to  the  same 
committee,  and  the  same  committee  continued. 

The  Chairman : That  was  my  (piestion  put 
to  Dr.  Sheddan  as  to  what  disposition  should 
be  made  of  the  committee? 

A Member:  I hope  you  will  accept  it. 

The  Chairman : A^ou  have  heard  the  mo- 
tion, that  this  report  be  accepted  and  the  com- 
mittee continued.  Is  there  any  further  discus- 
sion? 

Dr.  Irish : Mr.  President,  I wish  to  state 
this  in  reference  to  this  committee.  I received 
a letter  recently  appointing  me  as  Secretary 
of  the  Campbell  County  Association,  and  I am 
glad  to  know  more  of  the  work  of  the  Medical 
Defense  Committee.  I am  sure  that  as  soon  as 
the  members  of  the  Campbell  County  Society 
are  apprised  of  its  benefits  and  thoroughly  un- 
derstand it,  that  about  all  the  Campbell  coun- 
ty doctors  will  avail  themselves  of  the  benefits 
of  this  medical  defense  and  will  pay  their  dues. 

I wrote  to  the  Secretary  of  the  State  Associa- 
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tion  some  days  ago,  and  he  referred  me  to  Dr. 
]\riller  and  I have  not  had  time  to  take  it  up 
with  Dr.  i\Iiller.  I am  sure  that  as  soon  as 
1 get  back  home  and  have  the  next  meeting 
tlie  hoys  will  send  in  their  dues.  I think  there 
is  no  greater  work  that  can  he  done  for  the 
benefit  of  the  country  doctor  than  to  uphold 
this  committee.  I am  thoroughly  in  sympathy 
Avith  the  work  and  will  do  all  in  my  power  to 
further  it. 

Dr.  Lequire : i\lr.  President  , referring  to 
P)r.  AVest’s  remarks  in  regard  to  the  best  needs 
for  forwarding  this  work  in  the  different  coun- 
ties, it  is  my  idea  that  there  are  delegates  here 
from  each  and  every  county  society  in  the 
state,  and  while  there  are  a great  many  niem- 
bei's  in  the  counties  who  do  not  thoroughly 
understand  this  medical  defense  proposition  or 
law,  it  would  be  wise  for  the  delegates  to  fa- 
miliarize themseDes  thoroughly  with  the  work- 
ings of  this  defense  law  ami  go  hack  home  and 
re])ort  their  undeistanding  of  it  to  their  county 
societies  and  recommend  to  them  that  they  ac- 
ce])t  it.  In  that  way  we  will  get  it  advertised 
in  the  county  societies,  and  that  is  always  the 
best  way  to  get  men  to  work,  is  to  make  them 
understand  it. 

The  Chairman:  I had  that  same  thought  in 
mind  and  intended  to  say  something  to  that 
etfect  before  putting  this  motion,  to  urge  each 
delegate  here  to  go  hack  home  and  make  some 
sort  of  rej)ort  to  his  county  society,  that  they 
may  understand  the  purpose  of  this  medical 
defense  fund. 

Dr.  Smith:  IMr.  President,  I really  think 
that  if  it  could  be  constitutionally  done  that 
if  this  matter  were  discu.ssed  in  the  general 
a.ssernbly  and  not  before  the  delegates  alone, 
it  Avouhl  be  a matter  of  education  to  all  of  us. 
It  is  generally  inferred  that  Ave  in  the  House 
(d  Delegates  here,  conjure  up  a lot  of  stuff  for 
puri)oses  that  fhe  mend)ers  don’t  understand. 
I really  think  the  best  education  Ave  could  get 
Avould  be  to  discu.ss  it  in  the  genei’al  a.ssemhly, 
ami  I thiidv  av(‘  Avill  get  residts. 

'I'he  Chaii'inan:  There  is  no  reason  Avhy  it 
should  not  be  brought  up  and  have  some  re- 
mains made  by  the  Chairman  or  members  of 
tlie  Committee  on  Medical  Defense. 

Dr.  J’ainter:  1 didn’t  understand  that  this 
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AA'as  optional ; our  secretary  told  us  that  Ave 
had  to  pay  it.  (Laughter). 

The  Chairman:  You  have  an  unusually 
good  secretary,  doctor. 

Dr.  Painter : 1 am  surprised  that  we  have 

this  discussion  here  at  all  for  I thought  it  Avas 
not  optional.  Perhaps  it  Avould  be  a good  plan 
if  you  could  get  the  secretaries  here  to  go  home 
and  tell  the  members  to  pay  it.  We  have  al- 
ready paid  oiu's. 

Dr.  Miller : I am  glad  that  your  secretary 
did  that.  If  Ave  can  get  all  the  secretaries  to 
Avork  that  Avay  Ave  Avill  have  no  trouble,  and 
AA-ill  he  in  better  shape.  That  is  responsible 
for  the  increase  in  Hamblen  county.  Wash- 
ington county  has  done  likeAvise.  Shelby  coixn- 
ty  last  year  paid  for  fifty  members;  this  year 
it  only  paid  for  tAventy.  If  Ave  could  get  the 
committee  to  lay  this  matter  before  Shelby 
county,  AA'e  could  get  this  done  all  right.  Noav 
Davidson  county  is  doing  the  same  Avay.  Knox 
county  has  come  up  Avith  a larger  number  this 
year  than  the  year  before.  Noav  there  is  one 
disadvantage  about  making  it  compulsory. 
The  man  Avho  is  careless  in  paying  his  fee  is 
careless  Avith  his  cases,  and  this  man,  in  my 
judgment,  is  going  to  be — at  most  he  is  the 
man  Avho  is  going  to  have  more  suits  and  abuse 
his  professional  Avoi-k.  So,  as  Ave  hav^e  the 
cream  of  the  profession  here,  the  men  Avho  are 
careful  about  their  business,  their  profe.ssions 
and  occupations,  if  the  secretarias  Avoixld  take 
this  matter  up  through  their  societies,  the  de- 
sired end  could  be  reached.  Noav  last  year 
there  Avere  eighteen  or  tAventy  counties  that 
had  not  paid  anything  at  all ; this  year  it  is 
reduced  to  tAveh'e  or  fourteen  counties,  and 
there  is  an  increase  in  mast  of  the  counties,  but 
the  great  decrease  in  Shelby  county  offsets 
that.  Noav,  I believe  that  this  filing  is  groAV- 
ing  in  interest,  and  if  Ave  can  get  the  county 
secretaries  to  lay  this  matter  carefully  before 
the  societias,  or  Avhat  Avould  he  better  still,  as 
the  smaller  counties  have  done,  to  get  them  to 
increase  their  dues,  and  by  increasing  the  dues 
inclnde  the  medical  defense  fee. 

A I\Iemher : I Avish  to  ask  a ipiestion.  Dr. 
I\liller,  Avouldn’t  it  he  Avell  to  have  this  matter 
brought  up  in  the  general  assembly  and  haA'e 
fhe  infentions  of  this  fund  explained  to  all  the 
members  of  the  Society  at  some  time  during 
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the  session?  Now,  a great  many  do  not  under- 
stand what  this  medical  defense  business  is, 
and  I believe  that  instead  of  the  members  pay- 
ing $15.00,  $20.00,  $25.00  or  $50.00  a year  to 
some  association  for  that  protection,  they  would 
rather  have  it  done  at  the  same  cost  in  their 
state  society. 

Dr.  Crook : Mr.  Chairman : I have  been 
doubtful  as  to  whether  we  would  ever  make 
this  thing  a success  unless  the  fees  for  medical 
defense  should  be  included  in  the  dues.  Now, 
the  committee  don’t  know  anything  about 
where  we  are  going  to  be.  If  it  is  entirely  op- 
tional with  the  men  and  if  it  depends  on  the 
efficiency  of  the  men  and  the  secretary ’s  ability 
to  collect,  we  cannot  form  our  budget  for  the 
coming  year,  and  the  committee  is  utterly  at 
sea.  So,  in  order  to  be  successful  in  making 
up  the  budget,  w^e  would  have  to  make  it  com- 
pulsory. I will  change  that  and  say  that  the 
only  way  to  make  it  successful  is  to  make  it 
an  integral  part  of  the  business  management 
of  the  Tennessee  State  Medical  Association, 
and  make  it  a regular  plan  to  furnish  dues  for 
this  defense  just  like  we  pay  the  secretary’s 
salary ; then  we  avoid  the  use  of  that  word 
“compulsory.”  Simply  allow  the  dues  to  be 
made  one  dollar  more,  and,  with  this  addi- 
tional fund,  we  then  place  ourselves  in  the  po- 
sition of  having  1,250  or  1,500  members  de- 
fending the  one  member  who  has  been  attacked. 
It  is  not  a question  of  the  paltry  sum  of  one 
dollar  or  the  protection  of  an  outside  corpora- 
tion ; there  has  got  to  be  a moral  support  or  an 
ethical  support  which  is  worth  a great  deal 
more.  The  combined  strength  of  fifteen  hun- 
dred reputable  physicians  all  over  the  State 
of  Tennessee  is  a bigger  asset  to  the  individual 
which  belongs  to  it  than  the  outside  protection. 
We  can  all  pay  $15.00  a year  for  protection 
in  a regular  insurance  company.  It  is  foolish 
to  think  that  we  can  buy  this  protection  for 
one  dollar  and  leave  it  optional  with  the  in- 
dividual whether  he  shall  accept  it  or  not. 
Now,  in  my  judgment,  we  will  never  get  this 
thing  on  a business  basis  until  the  one  dollar 
provision  is  made  an  integral  part  of  the  state 
dues.  Whether  the  time  is  ripe  for  .it  now,  I 
do  not  know.  It  seems  to  me  that  that  is  the 
only  way  to  provide  for  it. 


Dr.  Reagor : Suppose  a member  leaves  his 
dues  in  arrears,  he  is  still  a member? 

Dr.  Crook : No  more  than  in  a lodge.  If 
you  are  behind  in  your  lodge  dues  you  have  no 
protection. 

Dr.  Reagor:  It  is  just  the  same  when  you 
let  an  insurance  policy  lapse.  If  a man  dies, 
while  it  is  lapsed,  he  don’t  get  it, 

Dr.  Parker;  In  my  county,  I don’t  get  the 
fellows  to  pay,  for  they  say,  “What  have  we 
to  show  that  we  are  members?  They  don’t 
send  out  any  cards.  When  I send  a cheek  to 
the  secretary  he  doe.sn’t  acknowledge  receipt 
of  the  check ; a man  pays  one  dollar  and  never 
hears  anything  more  about  it.”  That  is  the 
plea  they  put  up  to  me,  and  won’t  pay  it  on 
that  account.  If  they  would  have  a card 
struck  off  and  have  it  printed  with  “Medical 
Defense”  on  it  — I think  that  would  solve  the 
problem. 

Dr.  Roberts : The  State  Associations  gen- 
erally have  done  away  with  the  mailing  card. 

The  Secretary : The  secretaries  of  the  county 
societies  usually  send  in  the  medical  defense 
fee,  and  for  those  which  come  ff)  me,  I imme- 
diately send  a Treasurer’s  check  to  the  chair- 
'man  of  the  committee.  Now,  the  Chairman 
of  the  Committee  on  Medical  Defense  does  not 
acknowledge  the  receipt  fees  except  through 
endorsement  of  the  check.  If  we  have  to  write 
to  every  man  who  sends  a dollar  for  medical 
defense  and  send  him  a card  the  year,  you  are 
not  going  to  have  more  than  ninety  cents  out 
of  your  dollar  remaining.  The  secretary  rep- 
resents his  membership  in  the  county  society 
and  my  receipt  to  him  for  such  dues  as  are 
sent  to  me  is  an  official  receipt  that  he  can 
show  his  members  if  he  is  disposed  to  do  so. 
I don’t  think  it  is  necessary  to  acknowledge 
receipt  further  than  that.  Heretofore  the 
number  of  those  who  have  taken  advantage 
of  the  medical  defense,  have  been  reported  in 
the  Journal.  I am  perfectly  willing  if  you 
want  me  to  do  so,  and  the  chairman  of  the 
committee  will  furnish  me  with  the  names,  to 
send  them  personal  receipts. 

Dr.  Reagor : As  secretary  of  our  society, 
when  a man  pays  his  medical  defense  dues,  I 
note  it  down,  almost  the  hour  that  he  paid  it, 
and  then  send  the  money  direct  to  the  com- 
mittee, so  that  if  any  question  should  come 
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up,  I would  have  all  the  facts  about  it.  I 
think  more  depends  on  the  secretary  than  any 
one  man.  You  may  go  in  the  other  hall  and 
report  to  the  general  assembly,  but  it  all  falls 
back  on  the  Secretary  of  the  Association.  lie 
is  the  man  that  you  count  on  more  than  any 
one  else.  It  is  troublesome  to  get  them  all  to 
put  up  the  defense  dollar,  but  keep  working 
at  them  until  you  get  most  of  them  and  get 
the  best  of  them.  I think  that  is  the  best  way 
to  do  it.  I don’t  think  there  is  any  need  of 
going  to  the  expense  of  procuring  cards,  but 
let  the  Secretary  keep  a record  of  it. 

Dr.  B.  M.  Tittsworth : I am  a member  from 
Jelfei’son  county  and  I will  say  if  you  will 
have  the  cards  printed — from  the  (piestions 
that  our  members  have  asked  me — when  the 
members  pay  this  medical  defense  fee,  show- 
ing them  that  it  is  a protection,  I believe  that 
will  solve  the  whole  question.  They  want 
something  to  show  like  the  insurance  companies 
give  them ; just  a card — a jnemhership  card 
will  be  enough.  I believe  that  will  solve  the 
whole  thing  in  two  or  three  years. 

The  Chairman:  I don’t  think  there  is  any 
need  of  a motion  for  that.  There  is  no  reason 
why  the  by-laws  couldn’t  be  amended  to  in- 
crease the  dues  if  the  House  of  Delegates  sees 
tit  to  do  it. 

Dr.  Haase  : 1 don ’t  understand  this  medical 
defense.  It  has  never  been  put  up  to  the 
Shelby  iMedical  Society  as  strong  as  I have 
heard  it  here  this  morning  in  a very  few  min- 
utes. I don ’t  remember  ever  having  been  asked 
to  pay  it,  but  I agree  with  Dr.  Crook,  if  that 
is  what  he  meant,  that  this  payment  should 
be  a paid  and  parcel  of  the  work  of  the  Asso- 
ciation. As  long  as  it  is  put  up,,  each  member 
will  be  paying  a dollar  towards  medical  de- 
fense. Is  there  any  reason  why  the  dues  of 
the  State  Association  should  not  he  raised  to 
ij?.3.0(),  including  the  medical  defense?  I am 
simply  asking  for  information.  Otherwise,  the 
committee  will  never  know  what  their  budget 
is  going  to  allow  them  for  the  year.  I am  ask- 
ing for  information  whether  or  not  that  would 
not  be  a fixed  fee  on  the  work  of  the  State  As- 
sociation ? 

’I'he  Chairman  : There  is  no  reason  why  the 
l)y-laws  could  not  be  amended  to  increase  the 
dues,  if  the  House  of  Delegates  sees  tit  to  do 


Mav,  1916 

it.  We  are  taking  up  a good  deal  of  time  now 
to  questions  that  are  not  pertinent. 

Dr.  Zirkle : That  can  be  very  easily  pro- 
vided for.  It  is  a matter  for  each  individual. 
He  knows  what  he  is  entitled  to.  That  can  be 
provided  for  by  the  county  secretary.  Now, 
our  Secretary  of  Roane  county  has  an  official 
receipt  of  the  Society,  and  in  this  receipt  when 
dues  are  paid,  it  sets  out  $2.00  for  the  State 
Association  dues,  $1.00  for  county  society  dues 
and  $1.00  for  medical  defense.  Now,  when  a 
member  is  ready  to  pay  his  dues  the  $3.00 
necessarily  must  be  paid;  this  other  dollar  is 
optional  with  the  member.  If  he  decides  to 
take  this,  the  receipt  shows  it.  That  is  all  that 
is  necessary.  That  is  an  official  receipt  from 
the  county  society  and  it  seems  to  me  to  sim- 
plify matters  very  miich  if  all  county  societies 
would  have  an  official  receipt  of  this  kind  show- 
ing sixch  members  as  have  paid  and  stating 
the  purpose  for  which  the  amount  is  paid.  It 
is  a very  small  matter  that  the  county  secre- 
tary should  take  care  of  in  the  interest  of  the 
society. 

Dr.  ^filler : ]\Ir.  Chairman,  if  I may  be  per- 
mitted to  speak,  I think  there  is  a way  that 
that  can  be  overcome  without  any  drawback 
or  without  any  of  the  members  tliinking  that 
this  body  as  the  House  of  Delegates  is  trying 
to  drive  them  into  it.  If  the  county  society 
would  raise  its  dues  to  include  this  one  dollar 
and  notify  Secretary  West  here  and  he  in  turn 
notify  the  committee,  then  I believe  it  will  be 
entirely  proper  for  this  committee  to  protect 
every  doctor  in  that  society  who  pays  up  his 
dues  on  the  first  or  by  the  first  of  April  for  the 
entire  year.  Now  the  great  trouble  is  that  a 
lot  of  men  get  busy  with  Christmas  and  they 
forget  to  pay  their  dues  until  ten  and  some- 
times thirty  days  have  elapsed.  For  instance, 
a member  at  Elk  Valley  had  a suit  brought 
against  him  for  alleged  mal-practice  and  let 
thirty  days  pa.ss  by  before  he  paid  his  fee ; still 
he  goes  ahead  in  the  year  1916  and  forgets  to 
send  in  his  dues  after  sixty  days  have  elapsed 
— after  he  had  that  experience,  waiting  until 
iMarch  first  to  send  in  his  medical  defense  dues. 
When  men  are  that  way  you  cannot  help  it.  If 
the  county  society  will  raise  its  dues  and 
notify  the  secretary,  then  I think  it  would  be 
proper  for  this  society  to  give  him  protection 
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from  the  first  day  of  January  that  he  is  in 
good  standing  on  the  first  day  of  April,  but 
otherwise  we  cannot  afford  to  protect  a mem- 
ber except  when  the  money  is  in  the  hands  of 
some  one  other  than  himself.  Now,  as  has  been 
said  here  by  Dr.  Reagor,  we  stamp  the  back 
of  every  check  when  received.  I was  out  of 
the  state  on  the  first  day  of  January,  but  I had 
my  secretary  in  the  office  stamp  on  every  check 
the  date  received;  I had  her  not  only  do  that, 
but  I had  her  save  the  envelope  with  the  United 
States  postoffiee  stamp  on  it  and  I verified  her 
stamp  with  the  United  States  postoffice  stamp 
to  see  that  she  had  made  no  error,  to  keep  this 
thing  as  accurately  as  we  could,  as  we  cannot 
afford  to  give  back-protection  except  as  I have 
explained  here. 

Now,  take  Davidson  county,  one  of  the  big- 
gest and  best  eounti&s,  they  do  not  report  every 
time  on  the  first  day  of  the  year.  There  were 
a few  days  elapsed  before  they  made  their  re- 
port, and  yet  I believe  if  they  had  their  dues 
so  fixed,  credit  would  have  been  given  them ; 
but  not  so  with  the  individual  member. 

Now,  again,  sometimes  men  have  written  to 
me  about  receipts.  I write  them  a letter  and 
say  the  commercial  people  believe  that  the 
stamped  check  is  the  best  form ; their  receipt 
is  that  stamp  from  the  committee;  if  it  comes 
from  the  Treasurer  of  the  Association  it  is 
stamped  on  that  cheek;  if  it  comes  from  the 
Secretary  of  the  Society,  it  is  stamped  on  that 
check;  if  it  comes  from  the  individual  member 
it  is  stamped  on  that  check;  but  wherever  a 
man  sends  a dollar  or  wherever  he  sends  a post- 
office  order  we  send  him  direct  a receipt  fol- 
lowing. You  see  we  have  1,280  members  pay- 
ing membership  dues  and  if  we  send  out  1,- 
280  receipts  to  1,280  members,  it  is  quite  a 
little  expense  in  the  way  of  stamps  and  I don’t 
believe  that  it  is  the  best  plan.  Now,  we  are 
getting  along  splendidly,  gentlemen.  It  may 
be  that  we  have  suits  against  members  who 
have  never  said  a word  about  it  because  they 
are  carrying  insurance  policies.  Some  of  the 
insurance  agents  have  told  me  that  they  are  go- 
ing to  raise  their  dues  to  $35.  Some  of  them 
now  are  paying  $15,  some  of  them  $25,  but  talk- 
ing of  raising  it  to  $35.  Since  the  State  As- 
sociation has  taken  up  this  plan,  the  insurance 
companies  are  coming  back  with  a counter- 


proposition. I have  some  correspondence  which 
1 thought  I would  submit  here.  They  come 
along  now  and  say  that  twenty-five  per  cent 
of  our  members  will  agree  fo  take  their  policy, 
they  will  give  us  a reduction  in  that  policy, 
coming  down  I think  to  about  $12.  Tlie  in- 
surance company  I told  you  about  last  year 
is  willing  to  it,  hut  their  attorneys  objected 
to  our  attorneys  having  the  lead  in  the  suit. 
We  told  them  that  we  were  here  to  win;  that 
we  believed  that  the  va.st  majority  of  mal-prac- 
tice  suits  were  little  more  than  black-mail,  that 
we  were  here  to  defend  our  members’  good 
characters,  that  we  did  not  expect  any  liability 
and  that  their  attorneys  ought  to  know  it  be- 
forehand, and  Ave  did  not  Avant  their  attorneys 
to  take  the  lead.  We  are  willing  for  their  at- 
torneys to  be  associated  Avith  our  attorneys  in 
the  suit  to  see  that  every  step  Avas  taken  to  keep 
the  judgments  doAAm,  but  Ave  Avere  not  Avilling 
for  the  other.  Noav  that  is  the  situation,  and 
if  the  county  societies  Avill  take  this  matter  up 
in  that  Avay,  I belicA^e  it  Avill  simplify  matters 
and  not  make  them  believe  that  this  body  is 
trying  to  force  them  if  they  don’t. 

Dr.  Haase : I move  you  that  the  by-laws 
be  so  changed. 

The  Chairman ; There  is  a motion  before 
the  House;  that  this  report  he  accepted  and 
the  committee  continue.  The  motion  Avas  sec- 
onded, put,  and  carried. 

The  Chairman:  I suggest  that  if  you  Avant 
to  amend  the  by-laAvs,  you  Avrite  it  out.  That 
will  have  to  go  over  until  tomorroAv. 

Dr.  Haase : What  I wanted  to  suggest  is 
that  the  by-laws  be  amended  to  include  the 
medical  defense  fee  in  the  State  Association 
dues.  But  I Avill  bring  it  up  this  afternoon, 
and  at  the  same  time  end  the  discussion  of 
the  matter  at  the  tAvo  o’clock  session. 

The  Chairman : That  is  due  notice,  and  that 
matter  Avill  come  up  at  the  next  session  in  ac- 
cordance  Avith  the  provisions  of  the  constitu- 
tion to  amend  the  by-laws. 

The  Secretary:  Mr.  President,  may  I have 
just  one  moment,  to  shoAV  these  members  hoAV 
Ave  handle  that  thing  of  medical  defense  fees 
through  our  office? 

The  Chairman : All  right. 

The  Secretary:  Gentlemen,  on  our  books, 
whenever  a county  secretary  sends  in  any  de- 
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fense  funds,  or  dues,  including  thase  fees,  it 
is  entered  on  the  margin  of  the  book  how  many 
medical  defense  feas  are  included.  Dr.  Cow- 
den’s  report  shows  that,  too,  on  the  margin  of 
his  report,  and  his  check  hook  shows  the  names 
on  the  stub  of  every  inedical  defense  check  that 
is  sent  in  and  forwarded.  You  .see  it  there; 
and  we  kee]i  it  .just  as  accurately  as  we  can. 

The  Chairman : The  next  order  of  luLsiuess 
is  the  llepoif  of  the  Treasurer. 

The  Treasurer;  Your  Trea.surer  begs  leave 
to  submit  the  following  report ; 

TREASURER’S  REPORT. 

Disbursements. 


April  1st,  1915. 

April 

1 Dr.  S.  R.  Miller,  Medical  Defense $ 2 00 

1 Dr.  S.  R.  Miller,  Medical  Defense 10  00 

2 Olin  West,  Secretar.v,  stamps 5 00 

g Dr.  S.  R.  Miller,  Medical  Defense 2 00 

Telephone  for  April  3 50 

5 Telephone  C’ompany  for  telegrams  for 
Committee  on  Puhlic  Policy  and  Legis- 
lation   1 7 11 

5 Dr.  S.  R.  Miller,  Medical  Defense 1 00 

<:  Dr.  S.  R.  Miller,  Medical  Defense 1 00 

S Southern  Star  Laundry  1 29 

9 Dr.  S.  R.  Miller,  Medical  Defense 7 00 

9 Rich  Printing  Co.  2.52  73 

10  Dr.  S.  R.  Miller,  Medical  Defense 5 00 

10  Dr.  Olin  West,  Secretar.v,  stamps 10  00 

12  Dr.  .S.  R.  Miller,  Medical  Defense 7 00 

12  Dr.  S.  R.  Miller,  Medical  Defense 1 00 

Hi  Dr.  S.  R.  Miller,  Medical  Defense 10  00 

24  Dr.  S.  R.  Miller,  Medical  Defense 5 00 

24  Peter  A.  Conroy,  running  stereopticau 

at  meeting  15  00 

29  SoiT  Sign  Co.,  signs  for  annual  meet- 
ing   9 50 

29  Foster,  Parkes  Co.,  hinder  punching 

sheets  1 85 

2!)  Olin  tVest.  Secretar.v,  postage 10  00 

29  Mahel  Miller,  April  salary GO  00 

May 

1 Olin  West,  Secretary,  postage  5 00 

5 S.  R.  Miller,  Mislical  Defense 1 00 

5 Y.  M.  C.  A.,  rent  and  telephone  dur- 
ing meeting  90  00 

0 Olin  West,  Secretary,  stamps  5 00 

8 Dr.  S.  R.  Miller,  Medical  Defense 1 00 

8 Dr.  Olin  West,  Secretar.v.  stamps 5 00 

8 Cumberland  Telephone  Co.,  e.xpense 

Legislation  Committee  2 13 

S ('iimlM'rland  Telephone  Co.,  telephoni' 

for  .May  3 50 

8 Cumberland  'Pelephone  Co.,  long  dis- 
tance tolls  Comjuittee  on  T.egislation  3 88 

12  Wllliiun  IVhitford,  rei)orling  Nashville 

meeting  IGO  02 

12  Hattie  Creek  Sanitariinn — amount 
overpaid  on  advertisement.  Dr. 

Fout('  28  28 

13  .\mbros(‘  Printing  Co. — lettei’  heads, 

'4c 23  00 

It  Urace  Dawson — reporting  House  of 

ricleg.'itf'S  28  25 

14  t)r.  S.  R.  ISiiller  .Medical  D('feiis(‘..  1 00 

It  .Misses  King  and  Selley — deliviu-y  of 

.biiirnuls  I ,g0 


17  Rich  Printing  Co. — .Tournals,  etc.,  for 


May  346  75 

17  Mabel  51iller — part  on  May  salarj'..  30  00 

20  Olin  West,  Secretary — stamps  5 00 

24  Olin  IVe.st,  Secretar.v — from  check  on 

Indian  Doctor  Irtind  2 00 

25  Miss  5Iargaret  Oerraty — stenographic 

woi’k  on  Legislation  Committee  IG  40 

2G  Olin  West.  Secretar.v — stamps  5 00 

•Tune 

1 Olin  M'est.  Secretar.v — stamps  5 00 

1 Mabel  Miller — iialance  on  Ma.v  salar.v  .30  00 

4 Dr.  S.  R.  Miller — ^ledical  Defense--  9 00 

4 Dr.  S.  R.  ililler — Medical  Defense--  1 00 

7 Dr.  ,1.  II.  Lassiter — telephone  services  4 23 

7 Corner  Realty  Co. — May  rent 18  00 

9 Soutliern  Star  Laundry  l GO 

9 Foster,  Parkes  Co.— one  punch  1 25 

9 Misses  King  and  Selle.v — multigraph 

letters,  delivery  of  .Journal  2 So 

11  W.  M.  McCabe — expenses  Committee 

Public  Policy  and  Legislation 50  00 

15  Mabel  Miller — part  on  .Tune  salary-.  30  00 

17  Dr.  Olin  IVe.st,  Secretar.v — stamp's-.  5 00 

IS  Itich  Printing  Co.— .June  .Journals, 

etc.  219  43 

19  Dr.  S.  R.  Miller — Medical  Defense..  1 00 

24  I)r.  S.  R.  Miller — Medical  Defense 1 00 

2.S  J,.  G.  Archer — commi.s.sion  on  Carter- 

Hough  ad.  3 00 

25  Jj.  G.  Archer — commission  on  South- 
ern Ice  Co.  ad.  20  00 

July 

2 L.  G.  Archer — balance  commis.sion  on 

Howe  Ice  Co.  ad.  lo  00 


8 Mabel  Miller — balance  on  June  salar.v  30  00 
3 Cumberland  Telephone  & Telegraph 

C.O.  ; .3  50 

G Mr.  II.  Ilandl.v — commission  on  Nash- 


ville Analytical  J.aboratory  ad. 3 00 

7 Olin  West,  Secretar.v — stamps  5 00 

8 Corner  Realty  Co.— June  rent 18  00 

8 Dr.  S.  R.  Miller — IMedical  Defense..  1 00 

10  Mat>el  Miller — part  on  July  salary..  30  00 

19  Olin  West,  Secretar.v — McNairy  Coun- 
ty contribution  to  Indian  doctor 
fund  3 --5 

19  Dr.  Olin  IVest,  Secretary-salary 200  00 

24  Rich  Printing  Co. — Jul.v  J.ouruals, 

etc.  : 213  .37 

2t  Dr.  Olin  West,  Secretar.v — stamps 5 00 

August 

3 Cumberland  Telephone  Co 5 ,33 

3 Balance  on  July  salar.v  of  Mabel 

Miller  30  qo 

.1  Dr.  Olin  West,  Secretar.v — stamps 5 00 

4 Corner  Realty  Co.— .July  rent  18  00 

5 Dr.  S.  R.  Miller — Medical  Defense 2 00 

14  Mabel  Miller- part  on  August  salary  30  00 

14  Rich  Printing  Co.— August  Journal.'.  171  15 

17  Dr.  Jno.  B.  Haskins — overpaid  dues..  G 00 

20  Dr.  Olin  West,  Secretar.v — -stamps 5 00 

September 

4  First  Savings  Rank  & Trust  Co. — over- 

. « 00 

4 Misses  King  and  Selle.v — .Journals  de- 
livered, etc 2 85 

4 Corner  Realty  Co.— August' ami' Sep- 
tember rent  35  00 

4 Southern  Star  La undrv— office  laun- 

OLV  1 77 

4 Cumberland  Telephone  Co.— telephone 

services  3 50 

4 Ambrose  I’rinting  Co. — pencils,  erasers 

and  tile  j 25 
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4 Southern  Ice  Co. — ice  for  June,  July 
and  August 

4 Mabel  Miller — balance  on  August  sal- 
ary — 

9 Dr.  S.  R.  Miller — Medical  Defense. - 
14  Mabel  Miller — part  on  September  sal- 
ary   

14  First  Savings  Bank  & Trust  Co 

17  Dr.  Olin  West,  Secretary— stamps 

22  Rich  Printing  Co.— September  Jour- 
nals, etc.  — — — 

29  Dr.  Olin  West,  Secretary — part  on  sal- 
ary   

30  Herman  Handly — commission  on  re- 
newal ad.  

October 

5 Mabel  Miller — balance  on  September 

salary  — 

5 Wiles,  Photographer — framing  two  pic- 
tures   

5 Corner  Realty  Co. — October  rent 

6 Herman  Handly — commission  on 

Nashville  Analytical  Co.  

6 Cumberland  Telephone  Co. — telephone 

service  

7 Dr.  Olin  West,  Secretary — stamps 

9 Dr.  Jere  L.  Crook— expenses  dei.  to 

A.  M.  A.,  1915  

12  Mabel  Miller — part  on  October  salary 

18  Rich  Printing  Co. — printing  October 

Journals,  etc.  

18  Dr.  S.  R.  Miller — Medical  Defense.  . 
20  Dr.  S.  R.  Miller — Medical  Defense.. 
20  Dr.  Olin  West,  Secretary — stamps 

23  Mabel  Miller — balance  on  October  sal- 
ary   ' 

November 

2 Cumberland  Tel.  Co. — telephone  serv- 
ices   

2 Dr.  Olin  West,  Secretary — stamps 

6 Dr.  S.  R.  Miller — Medical  Defense.. 
6 Miss  Mabel  Miller — part  on  November 

salary  — 

12  Dr.  Perry  Broml)erg — exi>enses  del.  to 
A.  M.  A.,  1915  

15  Dr.  Olin  West,  Secretary — -part  sal- 
ary — 

16  Mabel  Miller — balance  on  November 

salary  

20  Dr.  Olin  West — part  salary  

23  Dr.  Olin  West,  Secretary — stamps 

29  Dr.  Olin  West — part  salary 

December 

1 Mabel  Miller — part  on  salary  

2 Cumberland  Tel.  Co. — -phone  services 
14  Rich  Printing  Co. — printing  November 

Journal,  etc.  

14  Underwood  Typewriter  Co.— two  rib- 
bons   

16  Mabei  Miller — balance  on  December 

salary  j 

17  Dr.  Olin  West,  Secretary — stamps 

22  Rich  Printing  Co. — December  Journal, 

etc.  

January,  1916. 

4 Dr.  S.  R,  Miller — Medical  Defense. _ 
4 Mabel  Miller — part  on  January  salary 

4 Dr.  Olin  West,  Secretary — stamps 

6 Southern  Ice  Co. — September,  October, 
November  and  December  

6 Poster  & Parkes  Co. — one  ledger 

7 Dr.  S.  R.  Miller — Medical  Defense 

8 Dr.  S.  R.  Miller — Medical  Defense.. 

10  Dr.  Olin  West — part  on  salary 

10  Cumberland  Tel.  Co. — telephone  serv- 
ices   


3 25 

30  00 
2 00 

30  00 
3 00 
5 00 

208  19 

125  00 

9 75 


30  00 

1 00 
18  00 

1 20 

3 81 
5 00 

50  00 
30  00 

208  16 
2 00 
1 00 
5 00 

30  00 


3 50 
5 00 
1 00 

30  00 

50  00 

50  00 

30  00 
50  00 
5 00 
25  00 


30  00 
3 82 

224  48 

1 50 

30  00 
5 00 

204  46 


23  00 
30  00 

5 00 

4 00 
1 35 
1 00 
10  00 
100  00 

6 00 


12  Dr.  S.  R.  Miller — Medical  Defense.. 

12  Dr.  Olin  West,  Secretary — stamps 

12  Corner  Realty  Co. — January  rent 

12  Dr.  S.  R.  Miller — Medical  Defense.. 
14  Dr.  S'.  R.  Miller — Medical  Defense. - 
]5  Mabel  Miller — balance  on  January  sal- 
ary — 

17  Western  Union  Te.  Co. — delivery  of 

January  Journals  

18  Rich  Printing  Co. — January  Journals 

18  Dr.  S.  R.  Miller — Medical  Defense.. 
18  Dr.  Olin  West,  Secretiiry — stamps 

20  Dr.  S.  R.  Miller — Medical  Defense 

21  Dr.  Herman  Spitz — commission  on 

Howe  Water  Co.  ad.  

22  Dr.  S.  R.  Miller — Medical  Defense.. 

25  Dr.  Olin  West,  Secretary — stamps 

26  Dr.  S.  R.  Miller — Medical  Defense.. 

28  Southern  Ice  Co. — ice  for  office 

28  Dr.  S.  R.  Miller — Medical  Defense.. 

February 

1 Mabel  Miller — part  on  February  sal- 
ary   ^ 

1 Dr.  S.  R.  Miller — Medical  Defense.. 

2 Mabel  Miller — balance  on  February 

•salary  

4 Dr.  Olin  West,  Secretary — stamps 

5 Dr.  S.  R.  Miller — Medical  Defense.. 

7 Dr.  S.  R.  iMiller — iSIedical  Defense.. 

8 Dr.  S.  R.  Miller — Medical  Defense.. 

9 Dr.  S.  R.  iMiller — Medical  Defense.. 

10  Dr.  S.  R.  Miller — Jledical  Defense.. 

10  Dr.  F.  M.  Boyatt — Medical  Defense 

check  returned  

10  Cumberland  Tel.  Co. — telephone  serv- 
ices   

11  Dr.  S.  R.  Miller— Medical  Defense.. 

14  Dr.  S.  R.  Miller— Medical  Defense.. 

14  Dr.  Olin  West,  Secretary — stamps 

15  Corner  Realty  Co. — February  rent 

15  Corner  Realty  Co. — November  and  De- 
cember rent  

17  Western  Union  Tel.  Co. — delivery  of 

February  Journals  

17  Dr.  St  R.  iMiller — Medical  Defense.. 

17  Dr.  S.  R.  Miller — Medical  Defense 

18  Dr.  S.  R.  Miller— MecUcal  Defense.. 

18  Dr.  S.  R.  Miller — Medical  Defense.. 

19  Rich  Printing  Co. — February  Jour- 
nals, etc.  

19  Dr.  S.  R.  Miller — Medical  Defense.. 

21  Dr.  S.  R.  Miller — Medical  Defense.. 

22  Dr.  S.  R.  Miller — Medical  Defense.. 

23  Dr.  Olin  West,  Secretary — stamps 

23  Dr.  S.  R.  Miller — ^Medical  Defense.. 

25  Dr.  S.  R.  Miller — Medical  Defense 

29  Cain-Sloan  Co. — towels  for  office 

March 

1 Corner  Realty  Co — March  rent 

1 Mabel  Miller — part  on  March  salary 

2 Dr.  S'.  R.  Miller — Medical  Defense.. 
2 Cumberland  Tel.  Co. — ^telephone  for 

March  

2 Ambrose  Printing  Co.  

2 Southern  Ice  Co. — January  and  Feb- 
ruary bill 

2 Dr.  S.  R.  Miller — Medical  Defense.. 

6 Bastian  Bros.  Co. — badges  for  meet- 
ing   

7 Dr.  S.  R.  Miller — Medical  Defense.. 

8 Dr.  Olin  West,  Secretary— stamps. 

9 Dr.  S.  R.  Miller — Medical  Defense.. 

11  Dr.  S.  R.  Miller — Medical  Defense.. 
11  Mabel  Miller — balance  on  March  sal- 
ary   

15  Dr.  Olin  West,  Secretary — stamps 


4 00 

5 OO 
18  OO 

1 00 
8 00 

30  00 


70 

200  00 
2 00 
5 00 

7 00 

30  00 

8 00 
5 00 
4 00 

17  60 
14  00 


30  00 
2 00 

30  00 
5 00 
16  00 
4 00 
1 00 
4 00 
1 00 

1 00 


3 91 

2 OO 
8 00 
5 00 

18  00 

36  00 

1 00 

4 00 
2 00 

3 00 

5 00 

236  42 

4 00 
1 00 
2 00 

5 00 
3 00 
1 00 

flO 


18  00 
30  00 
1 00 

6 60 
7 15 

2 00 
1 00 

26  00 
3 00 
5 00 
12  00 
7 00 

30  00 
5 00 
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15  Dr.  S.  R.  Miller — Medical  Defense--  3 00 

16  Dr.  S.  R.  Miller — Medical  Defense 2 00 

16  Teun.  Dist.  Tel.  Co. — delivery  of 

^larch  Journals  1 00 

IT  Dr.  S.  R.  Miller — Medical  Defense--  3 00 

17  Dr.  8.  R.  Millw — Medical  Defense 2 00 

17  Rich  Printing  Co. — printing  March 

Journal  203  75 

IS  Dr.  8.  R.  Miller — Medical  Defense--  19  00 

18  Dr.  Olin  West.  Secretary — stamps 5 00 

20  Dr.  8.  R.  Miller — ^ledical  Defense 7 00 

20  Dr.  8.  R.  Miller — Medical  Defense--  1 00 

23  Dr.  8.  R.  Miller — Medical  Defense--  1 00 

23  Dr.  8.  R.  Miller — Medical  Defense 15  00 

24  Dr.  Olin  IVest — expenses  to  Knoxville 

for  Association  14  32 

24  Dr.  8.  R.  Miller — Medical  Defense--  1 00 

24  Dr.  Olin  West,  Secretary — stamps 5 00 

25  Dr.  8.  R.  ^filler — ISIedical  Defense--  1 00 

27  Dr.  8.  R.  Jliller — Medical  Defense 6 00 

27  Dr.  .1.  IV.  Cox — overpaid  dues  on  mem- 
bership list  4 00 

2.8  Dr.  Olin  West — balance  on  salary  to 

-Vpril  1,  1916  '----  450  00 

28  Di-.  8.  R.  Miller — INIedical  Defense 10  00 

28  Dr.  8.  R.  Miller— Medical  Defense--  3 00 

28  Underwood  Typewriter  Co. — repairs 

on  typewriter  5 00 

2s  Star  Laundry  Co. — laundry  for  office  1 08 

29  Tenn.  Dist.  Tel.  Co. — delivery  of  April 

Journals  85 

.30  Rich  Printing  Co. — April  Journals, 

etc.  - 214  01 

30  Dr.  8.  R.  Miller — Medical  Defense--  2 00 

30  Dr.  Olin  West,  Secretary — stamps 5 00 

30  T.  B.  Service  Co. — cleaning  rugs 75 

.30  Ambrose  Printing  Co. — .iumbo  file 75 

3t)  Corner  Realty  Co. — April  rent IS  00 

31  Dr.  8.  R.  Miller — INIedical  Defense--  5 00 

31  Dr.  C.  X.  Cowden — salary  as  Treas- 
urer   100  00 


Total  -86,271  18 


TRE.VSURER'S  REPORT. 

Receipts. 

.MEMBERSHIP  CASH— 1915-1916. 

.\pril 

1 Dr.  W.  O.  Saunders,  Secretary  of  ISlad- 

ison  Count.v  •$  32  00 

1 Dr.  F.  B.  Reagor,  Secretary  Berford 

County  4 00 

1 Dr.  E.  W.  Mabry,  Secretary  Jackson 

County  9 00 

(.8.3.00  l\Iedical  Defense) 

1 Dr.  .1.  W.  Rogers,  Secretary  Sevier 

County  - 10  00 

1 Dr.  II.  II.  McCampbell,  Secretary 

Knox  County  42  00 

1 Dr.  .1.  R.  Xankivell,  Secretary  AIc- 

.Minn  County  4 00 

1 Dr.  .1.  W.  Cox,  Secretary  Washington 

County  56  00 

(. 810.00  Medical  Defense) 

5  Dr.  .1.  L.  .\ndrews.  Secretary  Shelby 

County  10  00 

(.82.00  Medical  Defense) 

5 Dr.  H.  II.  McCampbell,  Secretary 

Knox  County  4 00 

5 Dr.  W.  W.  Hill,  Secretary  Roane 

County  2 00 

5 Dr.  H.  C.  Edmonson,  Se<‘retary  Weak- 
ley County  7 00 

(.81.00  Medical  Defense) 

6 Dr.  11  H.  McCampbell,  Secretary 

Knox  County  6 00 


6 Dr.  W.  C.  Bilbro,  check  for  57  mem- 


liers,  1913  114  00 

6 Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County  16  00 

6 Dr.  E.  S.  Hopper,  Secretary  Crockett 

Count.v  6 00 

7 Dr.  DeWitt  Smith,  Secretary  Gibson 

County  2 00 

8 Dr.  T.  A.  I‘atrick,  Secretary  Lincoln 

Count.v  6 00 

8 Dr.  B.  M.  Little,  Secretar.v  Jlontgom- 

ery  County  6 00 

S Dr.  H.  H.  McCampbell,  Secretar.v 

Knox  County  18  00 

9 Dr.  E.  E.  X'orthcutt,  Secretary  Warren 

County  2 00 

9  Dr.  F.  A.  McClintock,  Secretary  Camp- 
bell County  2 00 

9 Dr.  Jno.  W.  :Morris,  Secretary  Fayette 

County  2 00 

9 Dr.  E.  C.  Freeman,  Secretary  Giles 

Count.v  4 00 

9 Dr.  .1.  L.  Andrews.  Secretary  Shelby 

Count.v  19  00 

9 Dr.  J.  L.  Andrews.  Secretary  Shelby 

Count.v  20  00 

9 Dr.  Jno.  B.  Haskins.  Secretary  Ham- 
ilton Count.v  2 00 

10  Dr.  Samuel  Parker,  Secretary  Hen- 
derson County  2 00 

10  Dr.  B.  S.  Rhea,  Secretary  Wilson 

Count.v  2 00 

10  Dr.  J.  L.  Andrews,  Secretary  Shelby 

County  21  00 

($5.00  Medical  Defense) 

12  Dr.  F.  W.  Watson,  Secretary  Obion 

Count.v  37  00 

($7.00  Jledical  Defense) 

12  Dr.  IV.  E.  Gallion,  Secretary  Morgan 

County  2 00 

12  Dr.  Jno.  Morris.  Secretary  Fayette 

County  2 00 

12  Dr.  H.  H.  McCampbell,  Secretarj- 

Knox  Count.v  6 (X) 

16  Dr.  L.  A.  Yarbrough,  Secretary  Tipton 

County  7 00 

($1.00  Medical  Defense) 

12  Dr.  O.  Dulaney,  Secretar.v  Dyer 

County  40  00 

12  Dr.  C.  P.  Martin,  Secretao'  Putnam 

Count.v  - 3 00 

($1.00  Medical  Defense) 

15  Dr.  J.  L.  Andrews.  Secretar.v  Sullivan 

Count.v  16  00 

G$4.00  IMedical  Defense) 

15  Dr.  C.  W.  Inge,  Secretary  Franklin 

Count.v  19  00 

,$5.00  Medical  Defense) 

15  Dr.  C.  A.  -Vbernath.v,  Secretai-y  Giles 

County  - 2 00 

15  Dr.  B.  A.  Blanton,  Secretary  Greene 

Count.v  54  00 

15  Dr.  J.  Y.  Freeman,  Secretary  Macon 

Count.v  : 2 00 

16  Dr.  C.  W.  luge.  Secretary  Franklin 

Count.v  2 (X) 

17  Dr.  T.  J.  Hickman.  Secretar.v  Imudon 

County  2 00 

17  Dr.  B.  M.  Tittsworth,  Secretary  Jef- 
ferson Count.v 8 00 

(.82.00  Medical  Defense) 

20  Dr.  B.  ('.  Dodds,  SecretaiY  Carroll 

(Vninty  5 00 

($1.(X)  Medical  Defense) 

21  Dr.  W.  W.  Walker,  Secretar.v  Dick- 
son Count.v  2 00 
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(Medical  Defense) 

22  Dr.  J.  L.  Andrews,  Secretary  Shelby 

County  2 00 

27  Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County  10  00 

May 

3 Dr.  E.  C.  Freeman,  Secretary  Giles 

County  2 00 

4 Dr.  O.  Dulaney,  Secretary  Dyer 

County  3 00 

($1.00  Medical  Defense) 

5 Dr.  W.  E.  Gallion,  Secretary  Morgan 

County  2 00 

7  Dr.  J.  F.  Gallagher,  Secretary  David- 
son County  8 00 

7 Dr.  Jno.  Morris,  Secretary  Fayette 

County  2 00 

7 Dr.  B.  C.  Dodds,  Secretary  Carx-oll 

County  2 00 

8 Dr.  B.  C.  Dodds,  Secretary  Carroll 

County  3 OO 

($1.00  Medical  Defense) 

11  Dr.  T.  J.  Ilickinan,  Secretary  Loudon 

County  6 (X) 

11  Dr.  Jno.  B.  Haskins,  Secretary  Ham- 
ilton County  - 4 00 

14  Dr.  B.  M.  Tittsworth,  Secretary  Jef- 
ferson County  3 00 

($1.00  Medical  Defense) 

17  Dr.  O.  Dulaney,  Secretary  Dyer 

County  — 4 00 

19  Dr.  T.  G.  Jackson,  Secretary  McNairy 

County  2 00 

19  Dr.  J.  A.  Delaney,  Secretary  Sullivan 

County  10  00 

22  Dr  T.  G.  Jackson,  Secretary  McNairy 

County  G 00 

($2.00  Indian  Doctor  Fund) 

24  Dr.  R.  W.  Tate,  Secretary  Henderson 

County  2 00 

25  Dr.  Jno.  B.  Haskins,  Secretary  Hamil- 
ton County  2 00 

25  Dr.  W.  W.  Hill,  Secretaiw  Roane 

County  2 00 

25  Di’.  J.  H.  McSwain,  Secretary  Henr.y 

County  2 00 

28  Dr.  E.  E.  Northcutt,  Secretary  Warren 

Count.y  2 00 

29  Dr.  H.  H.  McOampbell,  Secretary 

Knox  County  G 00 

29  Dr.  T.  J.  Hickman,  Secretary  Loudon 

County  2 00 

29  Dr.  E.  S.  Hopper,  Secretary  Crockett 

County  2 00 

31  Dr.  DeWitt  Smith,  Secretary  Gibson 

County  2 00 

31  Dr.  Jno.  B.  Haskins,  Secretary  Ham- 
ilton County  2 00 

31  Dr.  F.  B.  Reagor,  Secretary  Bedford 

County  2 00 

June 

4 Dr.  W.  A.  Sams,  Secretary  Unicoi 

County  27  00 

($9.00  Medical  Defense) 

4 Dr.  J.  L.  Edwards,  Secretary  Hay- 
wood County  3 00 

($1.00  Medical  Defense) 

10  Dr.  B.  J.  liigh.  Secretary  Smith 

County  2 00 

11  Dr.  W.  A.  Sams,  Secretary  Unicoi 

County  29  75 

11  Dr.  Jno.  B.  Haskins,  Secretary  Ham- 
ilton County  2 00 

12  Dr.  Jno.  Morris,  Secretary  Payette 

County  2 (X) 

14  Dr.  P.  A.  McClintock,  Secretary  Camp- 


bell County  2 00 

14  Dr.  J.  P.  Gallagher,  Secretary  David- 
son County  12  00 

14  Dr.  B.  C.  Dodds,  Secretary  Carroll 

County  2 00 

15  Dr.  Jno.  B.  Haskins,  Secretary  Ham- 
ilton County  2 00 

IG  Dr.  P.  D.  Biddle,  Secretary  Maury 

County  8 00 

17  Dr.  H.  G.  Edmonson,  Secretary  Weak- 
ley County  4 00 

18  Dr.  W.  A.  Sams,  Secretary  Unicoi 

County  32  50 

(Returned  to  bank) 

19  Dr.  H.  G.  Edmonson,  Secretary  Weak- 
ley County  3 00 

($1.00  Medical  Defense) 

21  Dr.  B.  J.  High,  Secretary  Smith 

County  2 00 

21  Dr.  B.  N.  White,  Secretary  Ruther- 
ford County  2 00 

21  Dr.  B.  N.  Tittsworth,  Secretary  Jeffer- 
son County  2 00 

24  Dr.  E.  W.  Mabry,  Secretary  Jackson 

County  3 00 

($1.00  Medical  Defense) 

25  Dr.  J.  L.  Andrews,  Secretary  Shelby 

County  12  00 

($2.00,  1914  dues) 

28  Dr.  J.  R.  Nankivell,  Secretary  McMinn 

County  2 00 

30  Dr.  G.  P.  Martin,  Secretary  Putnam 

County  - 2 00 

July 

2 Dr.  H.  H.  McCampbell,  Secretary 

Knox  County  2 00 

8 Dr.  J.  B.  Lalliff,  Secretary  Stewart 

County  3 (X) 

($1.00  Dledical  Defense) 

10  Dr.  .Tuo.  B.  Haskins,  Secretary  Ham- 
ilton County  16  00 

14  Dr.  DeWitt  Smitli,  Secretary  Gibson 

County  2 00 

(Dr.  Buck) 

17  Dr.  T.  G.  Jackson,  Secretary  McNairy 

County  5 75 

($3.75  Indian  Doctor  Fund) 

24  Dr.  F.  B.  Reagor,  Secretary  Bedford 

County  2 00 

24  Dr.  B.  C.  Dodds,  Secretary  Carroll 

County  2 00 

24  Dr.  B.  J.  High,  Secretary  Smith 

County  2 00 

August 

3 Dr.  J.  P.  Gallagher,  Secretary  David- 
son County  10  00 

5 Dr.  Jno.  W.  Cox,  Secretary  Washing- 
ton County  6 00 

($2.00  Medical  Defense) 

7 Dr.  J.  A.  McCulloch,  Secretary  Blount 

County  2 00 

16  Dr.  S.  G.  Parker,  Secretary  Hender- 
son County  2 00 

17  Dr.  A.  P.  Richards,  Secretary  White 

County  2 (X) 

35  Dr.  J.  L.  Andrews,  Secretary  Shelby 

County  4 00 

27  Dr.  E.  S.  Hopper,  Secretary  Crockett 

County  2 00 

September 

2 Dr.  J.  A.  Delaney,  Secretary  Sulli- 

can  County  6 00 

2 Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  2 00 

9 Drs.  Lewis  and  Blue,  Shelby  County  2 00 

( Medical  Defense ) 
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15  Dr.  B.  N.  White,  Secretaiy  Ruther- 
ford County  2 00 

18  Dr.  F.  B.  Reagor,  Secretary  Bedford 

County  4 00 

29  Dr.  .7.  L.  Andrews,  Secretary  Shelhy 

County  4 00 

October 

7 Dr.  J.  F.  Gallagher,  Secretary  David- 
son County  14  tK) 

13  Dr.  .Tuo.  B.  Ilaskin.s,  Secretary  Ham- 
ilton County  8 00 

15  Dr.  7'.  W.  Watson,  Secretary  Obion 

County  2 00 

(.7.  D.  Carlton) 

19  Dr.  .7.  7>.  Andrews,  Secretary  Shelby 

County  2 00 

19  Dr.  .7.  Jj.  Andrews,  Secretary  Shelh.v 

County  16  00 

{.82.0t>  Medical  Defense) 

20  Dr.  .7.  B.  Haskins,  Secretary  Hamil- 
ton County  2 00 

20  Dr.  O.  Dulaney,  Secretary  D.ver 

County  5 00 

(,$1.00  Dledical  Defense) 

22  Dr.  .7no.  Morris,  Secretary  Fayette 

County  2 00 

23  Dr.  .7no.  Morris,  Secretar.v  Fayette 

County  2 00 

2.5  Dr.  .7.  O.  Delaney,  Secretary  Sullivan 

County  8 00 

28  Dr.  .7.  B.  Haskins,  Secretary  Hamilton 

Count.v  4 00 

28  Dr.  ,7.  7>.  Andrews,  Secretary  Shelby 

County  4 00 

November 

1 Dr.  F.  A.  ilcClintock,  Secretary  Camp- 
bell County  2 00 

2 Dr.  .7.  IV.  Cox,  Secretary  Washington 

County  4 00 

2 Dr.  .7.  W.  Cox,  Secretary  Washington 

County  2 00 

4 Dr.  Jno.  Morris,  Secretary  Fayette 

County  4 00 

6  Dr.  E.  C.  l''l-eeman.  Secretary  Giles 

County  2 00 

0 Dr.  J.  W.  Cox,  Secretary  Washington 

County  5 00 

(|1.00  Medical  Defense) 

10  Dr.  J.  Andrews,  Secretary  Shelby 

County  0 00 

12  Dr.  H.  H.  McCampl)ell,  Secretary 

Knox  County  2 00 

12  Dr.  J.  A.  Delaney,  Secretary  Sullivan 

County  8 OO 

12  Dr.  J.  B.  Haskins,  Secretary  Hamilton 

County  6 00 

16  Dr.  J.  A.  Delaney,  Secretary  Sullivan 

County  10  00 

16  r>r.  .7.  F.  Gallagher,  Secretary  David- 
son County  8 00 

20  Dr.  B.  N.  White,  Secretary  Ruther- 
ford County  2 00 

23  Dr.  .1.  T.  Hayes,  Secretary  Anderson 

County  2 00 

December 

8 Dr.  E.  C.  Freeman,  Secretary  Giles 

County  2 00 

!►  Dr.  ,1.  7'.  Gallaglier,  Secretary  David- 
son County  2 00 

11  Dr.  W.  K.  Edwards,  Secretary  Hick- 
man County  2 00 

20  Dr.  ^.i.  B.  Ilaskin.s,  Secretary  Hamil- 
ton County  2 00 

23  Dr.  .7.  E.  Andrews,  Secretary  Shelby 

County  4 00 


31  Dr.  H.  H.  McCampbell,  Secretary 

Knox  County  4 00 

31  l>r.  .7.  If.  Gallaglier,  SecretaiY  David- 
son County  2 00 

18  Dr.  B.  N.  Tittsworth,  Secretary  Jef- 
ferson Count.v  39  00 

($3.00  Medical  Defense) 

23  Dr.  J.  7.1.  Andrews,  Secretary  Shelby 

County  2 00 

24  Dr.  A.  F.  Richards,  Secretary  White 

County  28  00 

31  Dr.  U.  G.  Jones,  Secretary  Anderson 

County  12  00 

31  Dr.  T.  M.  Rolierts,  Secretary  Monroe 

County  27  00 

($9.00  Medical  Defense) 

Januaiy,  1916. 

4 Dr.  B.  J.  High.  Secretary  Smith 

County  28  00 

4 Dr.  DelVitt  Smith,  Secretary  Gibson 

County  3 00 

($1.00  Medical  Defense) 

7  Dr.  B.  M.  Tittsworth,  Secretary  Jef- 
ferson County  3 00 

($1.00  Medical  Defense) 

7 Dr.  W.  K.  Vance,  Secretary  Sullivan 

County  40  00 

7 Dr.  B.  7''.  7’yke,  Secretary  Roliertson 

County  26  00 

8 Dr.  T.  M.  7loberts,  Secretary  Monroe 

County  3 (X) 

($1.00  Medical  Defense) 

8 Dr.  Hy  Lockhart,  Secretary  Grundy 

County  27  (X) 

(.$9.00  ^letlical  Defense) 

10  Dr.  W.  lAkely  Simpson.  Secretary 

Shelliy  County  20  00 

10  Dr.  W.  Likely  Simpson,  Secretary 

Shelby  County  20  00 

10  Dr.  W.  Likely  Simpson,  Secretarv 

Shelby  County  20  00 

10  Dr.  W.  Ijikely  Simpson,  Secretary 

Shelby  County  24  00 

10  Dr.  W.  lAkely  Simpson,  Secretary 

Shelhy  County  18  00 

10  Dr.  W.  f^ikely  Simpson,  Secretary 

Shelby  County  20  00 

10  Dr.  W.  Likely  Simpson,  Secretary 

Shelby  County  20  00 

10  Dr.  W.  Ijikely  Simpson,  Secretary 

Shelby  County  20  00 

10  Dr.  W.  lAkely  Simpson,  Secretary 

Shelby  County  20  00 

10  Dr.  G.  If.  Aycock,  Secretary  David- 
son County  186  00 

12  Dr.  .7.  Y.  Freeman,  Secretary  Macon 

County  18  00 

($4.00  Medical  Defense) 

12  Dr.  T.  .7.  Hickman,  Secretary  Loulou 

County  9 00 

($1.00  Medical  Defense) 

14  Dr.  J.  Ij.  Edwards,  Secretary  Hay- 
wood County 14  00 

(.$4.00  Medical  Defense) 

14  Dr.  7'.  M.  Boyatt,  Secretarj'  Scott 

County  12  00 

($4.00  Medical  Defense) 

15  Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  10  00 

18  Dr.  B.  T.  Bennett,  Assistant  Secretary 

Gibson  County  16  00 

(Back  dues,  1915-16) 

18  Dr.  If.  M.  Boyatt,  Secretary  Scott 

County  0 (X) 

IS  Dr.  G.  7'.  Aycoclc,  Secretary  David- 
son County  14  oo 
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18  Dr.  E.  O.  Freeman,  Secretary  Giles 

County  

20  Dr.  B.  M.  Little,  Secretary  Montgom- 
ery County  

($7.00  Medical  Defense) 

20  Dr.  W.  Likely  Simpson,  Secretary 

Shelby  County  

20  Dr.  J.  D.  Alexander,  Secretary  Lake 

County  

22  Dr.  F.  M.  Boyatt,  Secretary  Scott 

County  

($2.00  Medical  Defense) 

22  Dr.  W.  T.  Bell,  Secretary  McNairy 

County  — 

($5.00  Medical  Defense) 

22  Dr.  W.  P.  Allen,  Secretary  Rhea 

County  

($1.00  Medical  Defense) 

24  Dr.  A.  B.  Qualls,  Secretary  Overton 
County  

24  Dr.  H.  P.  Larimore,  Secretary  Ham- 
ilton County  - - 

($4.00,  1915  dues) 

25  Dr.  B.  M.  Little,  Secretary  Montgom- 
ery County  

($2.00,  1915  dues) 

20  Dr.  H.  H.  McCampbell,  Secretary 

Knox  County  

20  Dr.  E.  W.  Mabry,  Secretary  Jackson 

County  

($4,00  Medical  Defense) 

20  Dr.  B.  M.  Little,  Secretary  Montgom- 
ery County  

(1915  dues) 

27  Dr.  M.  A.  Beasley,  Secretary  Maury 

County  

($1.00  Medical  Defense) 

27  Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  

28  Dr.  C.  T.  Carroll,  Jr.,  Secretary 

Hamblen  County  

($14.00  Medical  Defense) 

28  Dr.  B.  F.  Fj’ke,  Secretary  Robertson 

County  

29  Dr.  W.  R.  Irish,  Secretary  Campbell 

County  

31  Dr.  C.  T.  Carroll,  Jr.,  Secretary  Ham- 
blen County  

($1.00  Medical  Defense) 

February 

1 Dr.  W.  T.  Bell,  Secretary  McNairy 

County  

($1.00  Medical  Defense) 

2 Dr.  W.  R.  Irish,  Secref-4ry  Campbell 

County  

2 Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  

3 Dr.  H.  H.  McCampbell,  Secretary 

Knox  County  

4 Dr.  T.  J.  Hickman,  Secretary  Loudon 

County  

4 Dr.  W.  Likely  Simpson,  Secretary 

Shelby  County  

5 Dr.  W.  K.  Vance,  Secretary  Sullivan 

County  

($1.00  Medical  Defense) 

5 Dr.  E.  LeRoy  Wilkins,  Secretary  Dyer 

County  

($15.00  Medical  Defense) 

7 Dr.  H.  P.  Larimore,  Secretary  Hamil- 
ton County  

7 Dr.  G.  C.  G.  Givan,  Secretary  Roane 

County  

($4.00  Medical  Defense) 

8 Dr.  W.  T.  Bell,  Secretary  McNairy 

County  


8 Dr.  T.  M.  Roberts,  Secretary  Monroe 


28  00 

County  

($1.00  Medical  Defense) 

25  00 

9 

Dr.  H.  Claude  Guerin,  Secretary  Dick- 
son County  -- 

($2.00  Medical  Defense) 

14  00 

16  00 

9 

Dr.  B.  M.  Little,  Secretary  Montgom- 
ery County  _ _ --  — 

($1.00  Medical  Defense) 

6 00 

9 

Dr.  W.  T.  Bell,  Secretary  McNairy 

County  — -- 

($1.00  Medical  Defense) 

15  00 

9 

Dr.  U.  G.  Jones,  Secretary  Anderson 
County  - — 

10 

Dr.  W.  C.  Brovrn,  Secretary  Chester 

3 00 

County  - -- 

16  00 

11 

Dr.  E.  E.  Northeutt,  Secretary  Warren 
County  --  

($2.00  Me«^lical  Defense) 

11 

Dr.  W.  G.  Saunders,  Secretary  Madi- 

64  00 

son  County  ..  — --  

11 

Dr.  B.  C.  Dodds,  Secretary  Carroll 
County  - --  

2 00 

14 

Dr.  C.  P.  Martin,  Secretary  Putnam 

County  --  - 

($1.00  Medical  Defense) 

94  00 

14 

Dr.  M.  A.  Beasley,  Secretarj'  Maury 
County.  ($2.00,  1915  dues) - _ 

14  00 

($1.00  Medical  Defense) 

2 00 

14 

Dr.  J.  S.  Lyons.  Secretary  Hawkins 
County  - --  - -- 

19 

Dr.  B.  Chas.  Griffith,  Secretary  Coffee 

County  - --  — 

($4.00  Medical  Defense) 

31  00 

19 

Dr.  F.  B.  Reagoi’,  Secretary  Bedford 
County  

19 

Dr.  E.  W.  Mabry,  Secretary  Jackson 

12  00 

County  -- 

($3.00  Medical  Defense) 

42  00 

19 

Dr.  B..  S.  Rhea,  Secretary  Wilson 

County  

($4.00  Medical  Defense) 

2 00 

19 

Dr.  J.  W.  Sanford,  Secretary  Lauder- 
dale County  - --  

26  00 

($2.00  Medical  Defense) 

19 

Dr.  K.  S.  Hewlett,  Secretary  William- 

3 00 

son  County  

($5.00  Medical  Defense) 

19 

Dr.  T.  J.  Hickman,  Secretary  Loudon 
County  

5 00 

19 

Dr.  E.  C.  Freeman,  Secretary  Giles 
County  - 

19 

Dr.  B.  P.  Fyke,  Secretary  Robertson 

2 OO 

County  --  

19 

Dr.  W.  K.  Edwards,  Secretary  Hick- 

2 00 

man  County  _ _ 

19 

Dr.  G.  F.  Aycock,  Secretary  Davidson 

22  50 

County  ---  --  --  

($2.00,  1915  dues) 

2 00 

19 

Dr.  T.  J.  Hickman,  Secretary  Loudon 
County  

6 00 

21 

Dr.  W.  T.  Bell,  Secretary  McNairy 
County  --  _ - 

11  00 

($1.00  Medical  Defense) 

22 

Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  --  __  

59  00 

22 

Dr.  E.  W.  Mabry,  Secretai’y  Jackson 

County  

($1.00  Medical  Defense) 

20  00 

22 

Dr.  E.  W.  Mabry,  Secretary  Jackson 
County  __  

28  00 

($1.00  Medical  Defense) 

23 

Dr.  Samuel  T.  Parker,  Secretary  Hen- 
derson County  

4 00 

($3.00  Medical  Defense) 

3 00 

14  00 

7 00 

3 00 

10  00 

8 00 
12  00 

6 00 
24  00 
21  00 

19  00 

16  00 
18  00 

42  00 
9 00 

22  00 

48  00 

27  00 

2 00 
14  00 

4 00 
14  00 
30  00 

2 00 

3 00 

4 00 
3 00 

3 00 

51  00 
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24  Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  2 00 

24  Dr.  J.  W.  Sanford,  Secretary  Lauder- 
dale County  2 00 

25  Dr.  Jno.  Jlorris.  Secretary  Fayette 

County  3 00 

($1.00  Medical  Defense) 

25  Dr.  Jno.  Morris,  Secretary  Fayette 

County  2 00 

28  Dr.  E.  LeRoy  Wilkins,  Secretary  Dyer 

County  0 00 

March 

2 Dr.  W.  W.  Hill,  Secretary  Roane 

County  " 00 

($1.00  Medical  Defense) 

2 Dr.  W.  R.  Irish,  Secretary  Campbell 

County  10  00 

2 Dr.  E.  W.  Mabry,  Secretary  Jackson 

County  3 00 

($1.00  Medical  Defense) 

6 Dr.  H.  P.  Larimore,  Secretary,  Ham- 
ilton County  12  00 

($2.00,  1915  dues) 

7 Dr.  T.  A.  Patrick,  Secretary  Lincoln 

County  50  00 

7 Dr.  J.  H.  McSwaiu,  Secretary  Henry 

County  31  00 

L$3.00  Medical  Defense) 

8 Dr.  Jno.  Morris,  Secretary  Fayette 

County  3 00 

($1.00  Medical  Defense) 

8  Dr.  Jno.  Morris,  Secretary  Fayette 

County  0 00 

8 Dr.  H.  H.  iMcCampbell,  Secretary 

Knox  County  48  00 

8 Dr.  J.  W.  Rogers,  Secretary  Sevier 

County  IG  00 

9 Dr.  T.  J.  Hickman,  Secretary  Loudon 

County  2 00 

9  Dr.  S.  T.  Hardison,  Secretary  Mar- 
shall fiounty  58  00 

($12.00  Medical  Defense) 

10  Dr.  W.  T.  Bell,  Secretary  McNalry 

County  3 00 

($1.00  Medical  Defense) 

10  Dr.  W.  Likely  Simpson,  Secretary 

Shelby  County  18  00 

11  Dr.  T.  J.  Hickman,  Secretary  Loudon 

County  2 00 

11  Dr.  W.  P.  Allen,  Secretary  Rhea 

County  21  00 

($7.00  Medical  Defense) 

11  Dr.  M.  A.  Beasley,  Secretary  Maury 

County  10  00 

14  Dr.  Ed  Culp,  Secretary  Wayne 

County  10  00 

14  Dr.  W.  K.  Vance,  Secretary  Sullivan 

County  18  00 

15  Dr.  E.  W.  Cocke,  Secretary  Hardeman 

County  26  00 

15  Dr.  M.  E.  Rust,  Secretary  B’ayette 

County  6 00 

15  Dr.  M.  A.  Blanton,  Secretary  Greene 

County  47  00 

($3.00  Medical  Defense) 

16  Dr.  S.  T.  Parker,  Secretary  Henderson 

County  5 00 

($1.(X)  Medical  Defense) 

16  Dr.  H.  Claude  Geurln,  Secretary  Dick- 
son County  7 00 

($1.00  Medical  Defense) 

17  Dr.  W.  '1'.  Bell,  Secretary  McNalry 

County  9 OO 

($3.00  Medical  Defense) 

17  Dr.  J.  1>.  Carlton,  Secretary  Obion 

County  12  00 


17  Dr.  W.  C.  Brown,  Secretary  Chester 

County  2 00 

17  Dr.  K.  S.  Howlett,  Secretary  William- 
son County  8 (X> 

($2.00  Medical  Defense) 

18  Dr.  W.  G.  Saunders,  Secretary  Madi- 
son County  18  00 

18  Dr.  G.  F.  Aycock,  Secretary  Davidson 

County  14  00 

18  Dr.  B.  T.  Bennett,  Secretary  Gibson 

County  71  00 

($19.00  Medical  Defense) 

18  Dr.  K.  S.  Howlett,  Secretary  William- 
son County  — 2 (X) 

20  Dr.  F.  B.  Reagor,  Secretary  Bedford 

County  2 00 

20  Dr.  H.  P.  Larimore,  Secretary  Ham- 
ilton County  - 38  00 

($2.00,  1915  dues) 

20  Dr.  M.  A.  Beasley,  Secretary  Maury 

County  2 00 

20  Dr.  T.  E.  Sawyer,  Secretary  Weak- 
ley County  21  00 

($7.00  Medical  Defense) 

20  Dr.  B.  M.  Little,  Secretary  Montgom- 
ery County  3 00 

($1.00  Medical  Defense) 

21  Dr.  W.  K.  Vance,  Secretary  Sullivan 

County  4 00 

22  Dr.  J.  W.  Sanford,  Secretary  Lauder- 
dale County  2 00 

22  Dr.  J.  D.  Carlton,  Secretary  Obion 

County  2 (X) 

23  Dr.  J.  L.  Edwards,  Secretary  Hay- 
wood County  4 00 

23  Dr.  W.  R.  Irish,  Secretary  Campbell 

County  2 00 

23  Dr.  W.  W.  Hill,  Secretary  Roane 

County  3 00 

($1.00  Medical  Defense) 

23  Dr.  J.  W.  Cox,  Secretary  Washington 

County  75  00 

($15.00  Medical  Defense) 

23  Dr.  H.  H.  McCampbell,  Secretary 

Knox  County 40  00 

24  Dr.  V.  L.  Lewis,  Secretary  Cumber- 
land County  12  (X) 

24  Dr.  G.  F.  Aycock,  Secretary  Davidson 

County  6 00 

25  Dr.  M.  A.  Beasley,  Secretary  Maury 

County  2 00 

25  Dr.  B.  S.  Rhea,  Secretary  Wilson 

County  5 00 

($1.00  Medical  Defense) 

25  Dr.  E.  C.  Freeman,  Secretary  Giles 

County  8 00 

25  Dr.  H.  Claude  Guerin,  Secretary  Dick- 
son County  4 00 

27  Dr.  R.  C.  Gaw,  SecretaiY  Jackson 

County  6 00 

($2.(X)  Medical  Defense) 

27  Dr.  E.  I^eRoy  Wilkins,  Secretary  Dyer 

County  14  00 

($4.00  Medical  Defense) 

27  Dr.  W.  C.  Brown,  Secretary  Chester 

County  2 00 

27  Dr.  1 1.  H.  McCampbell,  Secretary 

Knox  County  16  00 

28  Dr.  L.  J.  Lindsay,  Secretary  Tipton 

County  32  00 

(10.00  Medical  Defense) 

28  Dr.  L.  E.  Ragsdale,  Secretary  Dr. 

Beasley  2 00 

28  Dr.  W.  K.  Vance,  Secretary  Sullivan 

County  2 00 
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28  Dr.  W.  R.  Irish,  Secretary  Campbell 
County  

28  Dr.  C.  P.  Martin,  Secretary  Putnam 

County  — 

($3.00  Medical  Defense) 

29  Dr.  Edwin  W.  Cocke,  Secretary  Harde- 
man County  - 

29  Dr.  Jno.  T.  Grisard,  Secretary  Frank- 
lin County  

30  Dr.  H.  H.  McCampbell,  Secretary 

Knox  County  

31  Dr.  Jno.  P.  Grisard,  Secretary  Frank- 
lin County  

31  Dr.  H.  P.  Larimore,  Secretai-y  Ham- 
ilton County  

($4.00,  1913  and  1914  dues) 

31  Dr.  M.  A.  Beasley,  Secretary  Maury 

County  

31  Dr.  W.  C.  Brown,  Secretary  Chester 

County  

31  Dr.  B.  C.  Dodds,  Secretary  Carroll 

County  

31  Dr.  Ed  Culn.  Secretary  Wayne  County 
31  Dr.  J.  R.  Nankivelle,  Secretary  Mc- 

Minn  County  

31  Dr.  E.  H.  Jones,  Secretary  Rutherford 

County  

($5.00  Medical  Defense) 

31  Dr.  J.  M.  Crider,  Secretary  Decatur 

County  

31  Dr.  M.  A.  Blanton,  Secretary  Greene 

County  

31  Dr.  M.  A.  Blanton,  Secretary  Greene 

County  

31  Dr.  O.  F.  Crowder,  Secretary  Blount 
County  


6 00 
9 00 

2 00 
20  00 
2 00 
2 00 
24  00 

4 00 

4 00 

20  00 
2 00 

24  00 

51  00 

12  00 
2 00 
4 00 
12  00 


Total  membership  cash $3,899  50 

Total  1913  dues  $ 2 00 

Total  1914  dues  - $ 4 00 

Total  1915  dues  in  1916  $ 16  00 

Total  Medical  Defense  $ 325  00 


20 

21 

21 

21 

21 

22 

23 

23 

23 

24 
26 
27 

May 

1 

3 

3 

3 

3 

5 

5 

6 


13 


10 

10 

10 

10 

11 

11 

12 

12 

12 

13 

13 

15 

19 

19 


20 

20 

TREASURER’S  REPORT.  oo 


ADVERTISING  CASH  FOR  1915-1916.  21 

April,  1915.  21 

1 City  View  Sanitarium  $ 6 00  21 

1 Tulane  Operating  Co.  4 00  25 

1 Wiles  Bros.  & Co.  4 00  25 

1 Dr.  Broughton’s  Sanitarium  2 92  26 

2 Weder  Manufacturing  Co.  (exhibit)  10  (X)  26 

5 Dr.  Katherine  L.  Storm 2 50  29 

5 City  View  Sanitraium  2 50  29 

7 Southern  Ice  Co.  10  00  June 

7 Womack- Waldrum  Drag  Co 8 00  2 

7 Theo.  Tafel  Co.  5 00  3 

8 Dr.  A.  Weil  (subscription)  200  3 

9 W.  C.  Raesfleld  Co.  (on  account)--  1 50  4 

9 Parke,  Davis  & Co.  7 13  4 

9 Jensen,  Herzer  & Jeck 4 00  7 

9 E.  R.  Squibb  & Sons 2 77  7 

10  Nashville  Distilling  Co.  4 00  7 

12  Phillips-Trawick  Co.  4 00  9 

12  Co-operative  Med.  Adv.  Bureau  39  29  10 

12  Abbott  Alkaloidal  Co.  5 42  ll 

15  The  Oxford  Retreat 2 50  11 

15  Diehl  & Lord  11  00  11 

15  Dorris,  Karsch  & Co.  29  97  12 

15  H.  K.  Mulford  & Co. 9 50  14 

15  Lederle  Antitoxin  Lab.  (exhibit  space)  15  00  14 

16  Maxwell  Operating  Co.  4 00  16 

16  Southern  Star  Laundry  3 92  16 

16  The  University  of  Tennessee  15  00  17 

16  F.  A.  Hardy  & Co. 5 00  21 

17  Fairchild  Bros.  & Foster  15  00  21 


Hotel  Hermitage  

Armour  & Co.  

Massengale  Advertising  Agency  

Winter  Auto  Livery  Co.  

Theo.  Tafel  Co.  (exhibit  space)  

Woman’s  Hospital  

Battle  Creek  Sanitarium  (check  from 

Foute)  

Fairchild  Bros.  & Foster  

Nurses’  Registry  - 

Southern  Ice  Co.  

Cincinnati  Sanitarium  

Dr.  Goetz  (ad.  in  one  issue)  

Cheek-Neal  Coffee  Co.  

Dr.  Broughton’s  Sanitarium  

Wiles  Bros.  & Co.  

A.  N.  Eshman  (advertising)  

Lynnhurst  Sanitarium 

Robert  Lyle  

Tulane  Operating  Co.  

Theo.  Tafel  Co.  

E.  R.  Squibb  & Sons 

County  

Dr.  M.  E.  Rust,  Secretary  Fayette 

T.  F.  Long  (advertisement)  

Dr.  Katherine  L.  Storm  

Paul  & John  Stumb 

Drs.  Lewis  & Blue 

Drs.  Petty  & Wallace  

Parke,  Davis  & Co.  

Ambrose  Printing  Co.  (balance  due 

after  overcharge)  

Skalowski’s  

Co-operative  Med.  Adv.  Bureau 

Castner-Knott  Dry  Goods  Co 

Nashville  Buick  Co.  

Diehl  & Lord  

Deeds,  Jordan  Buggy  Co.  

11.  K.  Mulford  Co.  

Newsum  Tire  & Rubber  Co.  

The  Abbott  Alkaloidal  Co 

Hermitage  Hotel  

Oxford  Retreat  

Southern  Ice  Co.  

Jensen,  Herzer  & Jeck 

Armour  & Co.  

L.  & N.  Railway  Co 

Woman’s  Hospital  

Maxwell  House  

Fairchild  Bros.  & Foster  

Cincinnati  Sanitarium 

Dr.  S.  M.  Miller  (Journal  copies) 

Vulcan  Coil  Co.  

Nashville  Distilling  Co.  

Dr.  Broughton’s  Sanitarium  

Sarah  James  Hospital 

Dr.  T.  O.  Burger  (subscription)  

City  View  Sanitarium 

Dr.  Katherine  L.  Storm  

Armour  & Co. 

E.  R.  Squibb  & Sons 

Dr.  B.  S.  Wert  (Journals)  

Phillips-Trawick  Co. 

Joseph  Millinery  

Parke-Davis  & Co.  

Co-operative  Med.  Adv.  Bureau  

Vanderbilt  University  

Oxford  Retreat  

Dr.  S.  M.  Miller  (May  Journals) 

Southern  Star  Laundry  

F.  A.  Hardy  & Co.  

Woman’s  Hospital  

H.  K.  Mulford  Co.  

Abbott  Alkaloidal  Co.  
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8 00 
8 33 
5 15 
12  00 
15  00 
5 42 

32  80 
15  00 
10  00 
10  00 
5 00 
5 00 


3 00 
2 92 

4 00 
4 00 

7 50 

8 00 

4 00 

5 00 
2 77 

10  00 

1 00 
2 50 
12  00 
4 00 
7 50 

7 13 

1 97 

4 00 
36  75 

6 50 
12  00 

7 50 
15  00 

9 50 

8 00 

5 42 
4 00 

2 50 
10  00 

4 00 

8 33 
13  00 

5 42 

4 00 
7 50 

5 00 
7 00 

15  00 


4 00 
2 92 

7 50 
2 00 

10  00 
2 50 

8 33 
2 77 

1 56 

4 00 
8 00 

7 13 
45  94 
30  00 

2 50 
1 50 

8 00 
10  00 

5 42 

9 50 
5 42 
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21  Massengale  Adv.  Agency 

23  Nashville  Surgical  Supply  Co.  

25  Theo.  Tafel  Co.  

20  Cincinnati  Sanitarium  

July 

2 Southern  Ice  Co.  

3 City  View  Sanitarium  

5 Dr.  Broughton’s  Sanitarium  

7 Dr.  Katherine  L.  Storm  

S New  Orleans  Polyclinic  

n Oxford  Retreat  

!)  E.  R.  Sciuibb  & Sons 

10  Parke,  Davis  & Co.  

12  Co-operative  Med.  Adv.  Bureau  

12  Drs.  Lewis  & Blue 

13  Southern  Star  Laundry  

14  Ambrose  Printing  Co.  

14  Armour  & Co.  

15  Carter-Hough  Tent  & Awning  Co.-_ 

19  Woman's  Hospital  

24  Nashville  Baking  Co.  

24  Lynnhurst  Sanitarium  

24  Fairchild  Bros.  & Foster  

24  Fairchild  Bros.  & Foster  — 

24  Cincinnati  Sanitarium  

28  Southern  Ice  Co.  

28  Geo.  S.  Johnson  & Co.  

August 

2 C.  V.  Mosby  Co.  (exhibit  space)  

2 Drs.  Petty  & Wallace  

3 Dr.  Broughton's  Sanitarium  

5 Vulcan  Coil  Co.  

(5  Parke,  Davis  & Co.  

G Dr.  Katherine  L.  Storm  

9 E.  R.  Squibb  & Sons 

10  Ambrose  Printing  Co.  

11  H.  K.  Mulford  Co.  

11  Theo.  Tafel  Co.  

11  Co-operative  Med.  Adv.  Bureau  

IG  Woman’s  Hospital  

IG  The  Abl)ott  Alkaloidal  Co.  

IG  Armour  & Co. 

17  F.  A.  Hardy  & Co.  

23  Southern  Ice  Co.  

24  Oxford  Retreat  

25  Cincinnati  Sanitarium  

28  Fairchild  Bros.  & Foster  
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1 City  View  Sanitarium  

3 Dr.  Broughton’s  Sanitarium  

3 The  Eat  Shop  

3 Geo.  R.  Calhoun  

3 Tolmie’s  

3 Dr.  Jessie  A.  Sanders  (card  space)  .. 

4 Dr.  T.  O.  Burger  (card  space) 

4 Dr.  Katherine  L.  Storm  

4 E.  R.  Squibb  & Sons  

9 Woman’s  Hospital  

9 Drs.  Lewis  & Blue  (8G.OO  check,  .112.00 

Medical  Defense)  

10  Abbott  Alkaloidal  Co 

13  Co-operative  Med.  Adv.  Bureau  

13  Armour  & Co. 

13  Oxford  Retreat  - 

13  Fairchild  Bros.  & Foster  

13  Strand  'Pheater  

14  W.  G.  Hirsig  Co 

15  H.  K.  Mulford  Co.  

15  Parke,  Davis  & Co. 

25  Cincinnati  Sanitarium  

October 

4 Cily  View  Sauihirium  

G Dr.  Broughton’s  Sanitarium  

7 E.  R.  S(iuibb  & Sons  

!1  Dr.  Katherine  L.  Storm 

9 Theo.  Tafel  Co 
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Southern  Ice  Co.  
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H.  K.  Mulford  Co.  

Parke,  Davis  & Co.  

L5Tinhurst  Sanitarium  

Woman’s  Hospital  

Fairchild  Bros.  & Foster 

Oxford  Retreat  

F.  A.  Hary  & Co.  

Armour  & Co.  

The  Abbott  Alkaloidal  Co. 

Harry  ,1.  Frahn  

Cincinnati  Sanitai'ium  
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A.  Hardy  & Co. 


The  Cincinatin  Sanitarium 


Dr.  Broughton’s  Sanitarium 
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Dr.  ,1.  Blair  Cross  (subscription) 
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7 Dr.  Katherine  L.  Storm  2 50 

8 Oxford  Retreat  2 50 

9 Armour  & Co. 7 00 

9 Co-operative  Med.  Adv.  Bureau 63  86 

16  F.  A.  Hardy  & Co.  5 00 

19  H.  K.  Mulford  Co.  9 50 

19  Woman’s  Hospital  5 42 

25  Southern  Ice  Co.  10  00 

25  Cincinnati  Sanitarium  5 00 

March 

1 Fairchild  Mros.  & Foster  7 50 

2 City  View  Sanitarium  7 .50 

3 Vulcan  Coil  Co.  16  50 

4 Theo.  Tafel  Co.  10  00 

6 Dr.  Broughton’s  Sanitarium  2 92 

8 E.  R.  Squil)b  & Sons  (.Jan.  and  Feb.)  5 55 

9 Co-operative  Med.  Adv.  Bureau  04  18 

10  Ambrose  Printing  Co.  3 33 

13  Woman’s  Hospital  5 42 

13  Dr.  Katherine  L.  Storm  2 50 

13  Parke,  Davis  & Co.  14  25 

13  Armour  & Co.  7 00 

14  Oxford  Retreat  2 50 

14  Geo.  S.  Johnston  Co.  32  49 

16  F.  A.  Hardy  & Co.  5 00 

20  H.  K.  Mulford  Co.  9 50 

20  Nashville  Surgical  Supply  Co.  48  78 

22  One  year’s  subscription — Dr.  Dovey_-  2 00 

24  Cincinnati  Sanitarium  .5  00 

27  Fairchild  Bros.  & I''oster  7 50 

30  Southern  Ice  Co.  10  00 

31  Carter-Hough  Tent  & Awning  Co. 4 00 

«1  Rich  Printing  Co.  37  94 


Total  advertising  cash  $2,585  23 


Audited  and  found  correct: 

G.  P.  ZIRKLE. 

WM.  BRITT  BURNS, 

J.  F.  GALUAGHER, 

Auditing  Committee. 

The  Chairman:  Gentlemen,  you  have  heard 
the  report  of  the  Treasurer ; what  i.s  your  pleas- 
ure ? 

A ]\Iember : I move  the  acceptance  of  the 
report  and  that  it  be  referred  to  the  Auditing 
Committee.  Seconded. 

The  Chairman : You  have  heard  the  motion 
that  the  report  be  accepted  and  referred  to  the 
Auditing  Committee;  we  have  no  regular 
auditing  committee,  so  that  carries  with  it  the 
instruction  of  appointing  an  auditing  commit- 
tee. Is  there  any  discussion;  if  not,  all  in  fa- 
vor of  the  motion  make  it  known  by  saying 
■'  ‘ aye.  ’ ’ 

Carried. 

The  Chairman:  I will  appoint  Dr.  Zirkle, 
Dr.  Bums  and  Dr.  Gallagher  to  audit  the 
Treasurer’s  report. 

The  Chairman:  The  next  order  of  business 
is  the  report  of  the  representative  of  the  Legis- 

! lative  Council. 

1 

I The  Secretary:  He  is  not  in  the  hall. 


The  Chairman : He  is  at  the  meeting  in  the 
other  hall. 

The  Chairman : The  next  order  of  business 
is  the  report  of  delegates  to  the  American  As- 
sociation, Dr.  Bromberg  and  Dr.  Crook. 

The  Secretary:  They  have  gone  out. 

The  Chairman:  The  next  order  of  business 
is  the  report  of  the  Board  of  Trustees. 

A Member : Mr.  Chairman,  we  haven ’t  had 
a meeting  as  yet,  and  we  would  like  to  defer 
that  until  we  can  meet. 

The  Chairman : The  next  order  of  business 
is  the  report  of  the  Councilors  by  Districts. 
The  First  District,  Dr.  C.  P.  Fox.  Is  he  pres- 
ent? 

A Member:  He  is  not  present,  doctor. 

The  Chairman:  Dr.  S.  R.  Miller? 

Dr.  Broyles : A special  order  is  on  in  the 
other  hall,  I think  now.  There  is  something 
on  that  is  pretty  attractive  to  our  body  here 
(several  members  leaving  the  room).  Can’t 
we  ad.journ  and  have  a little  earlier  meeting 
this  afternoon? 

A Member : I suggest  that  we  go  ahead  with 
the  Councilors’  report. 

The  Chairman : The  House  of  Delegates  is 
supposed  to  meet  from  8 to  9 and  it  is  9 o’clock 

A Member:  I move  then  that  we  adjourn. 

A Member;  We  have  had  no  meeting  of  the 
Nominating  Committee,  and  I suggest  that  they 
meet  in  this  hall. 

The  Chairman : There  is  a motion  to  ad- 
journ. Seconded. 

The  Chairman : All  in  favor  of  the  motion 
will  signify  it  by  saying  “aye.”  Carried. 

Adjourned  until  2 o’clock  p.  m. 

Wednesday  Afternoon,  2 O’clock  P.  M. 

The  House  of  Delegates  convened  pursuant 
to  adjournment. 

The  Chairman : The  House  of  Delegates 
will  please  come  to  order.  Is  Dr.  Brooks  in 
the  room?  He  was  a delegate  to  the  National 
Legislative  Council.  (No  response.)  Then  we 
will  call  for  the  delegates  from  the  American 
Medical  Association,  Dr.  Bromberg  and  Dr. 
Crook. 

Dr.  Crook:  The  full  account  of  the  meet- 
ing of  the  American  Medical  Association  has 
been  published  in  the  Minutes  of  the  Ameri- 
can Medical  Association  Journal,  and  I pre- 
sume it  is  hardly  necessary  to  go  into  it.  I 
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want  to  say,  however,  that  the  President  of 
the  American  Medical  Association  took  occa- 
sion to  assert  that  the  State  of  Tennessee  had 
one  of  the  best  medical  laws  to  be  found  in  the 
United  States,  and  also  called  attention  to  the 
fact  that  she  was  to  be  commended  for  secur- 
ing this  legislation.  The  President,  Dr.  Rod- 
man,  as  you  all  know,  defended  the  National 
Examining  Committee,  which  I believe  will 
soon  be  finally  created.  The  detail  work  of  the 
American  Medical  Association  has  already  been 
published,  and  unless  there  are  some  particular 
cpiestions  to  be  asked,  I don’t  think  I will  take 
up  the  time  of  the  House  of  Delegates  by  go- 
ing into  those  details. 

The  Chairman : What  is  your  pleasure  in 
regard  to  this  report,  gentlemen'? 

A Member:  I move  that  it  be  received 

Seconded. 

The  Chairman ; It  has  already  been  re- 
ceived, but  let  it  be  accepted  and  filed.  All  in 
favor  of  the  motion  signify  it  by  saying  ‘ ‘ aye.  ’ ’ 
Carried. 

The  Chairman : Presently  you  will  remem- 
ber that  the  term  of  office  of  one  of  our  dele- 
gates expires,  and  we  will  have  occasion  later 
to  elect  his  successor,  or  elect  a delegate. 

The  next  order  of  business  is  the  report  of 
the  Board  of  Trustees.  I think  Dr.  Cowden 
had  that  in  hand.  I expect  he  is  out  sitting 
with  the  Auditing  Committee.  We  will  pass 
that. 

The  next  order  of  business  is  the  report  of 
the  ^Councilors  by  Districts.  Dr.  Fox,  of 
Greeneville,  is  the  Councilor  for  the  First  Dis- 
trict. 

Dr.  Reagor:  Mr.  Chairman,  do  you  expect 
a discussion  of  the  Councilors’  reports.  I 
didn’t  understand  it  that  way. 

The  Chairman : This  is  the  report  of  the 
Councilors  by  Districts,  the  way  it  is  in  the 
Order  of  Business. 

Dr.  Reagor : It  is  usually  customary  for  the 
Chairman  of  the  Board  of  Councilors  to  make 
a report  for  the  entire  Council. 

Dr.  Richards : The  Board  of  Councilors  met 
last  year  and  organized  after  the  state  meet- 
ing had  adjourned,  and  in  their  organization 
they  elected  me  as  Chairman  of  the  Board  of 
Councilors,  and  my  recollection  is  that  they 
made  it  obligatory  upon  me  to  correspond  with 


all  of  the  Councilors,  and  to  receive  their  re- 
ports and  make  a condensed  report  of  all  the 
Councilors,  so  I set  about  to  do  that  and  in  a 
way  have  done  that.  However,  I would  like  to 
suggest,  klr.  Chairman,  that  the  Councilors 
who  are  here  make  their  detailed  report,  and 
then  those  who  are  not  here,  whose  reports  I 
have  at  hand,  I will  make.  Dr.  Fox  was  here 
this  forenoon,  but  said  he  didn ’t  think  he  would 
be  here  this  afternoon.  His  report  consists 
of  the  following  facts : 

REPORT  OF  COUNCILORS. 

Dr.  C.  P.  Fox,  Greeneville,  Councilor  for  First 
District. 

REPORT  FOR  191.5-lG. 
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DR.  C.  P.  FOX,  Councilor. 


Dear  Doctor : I have  tlelayed  this  report  in  an 
endeavor  to  get  a reiwrt  from  the  Secretary  of  the 
Washington  County  Society.  Although  I have  writ- 
ten him  three  or  four  times  urging  him  to  make  a 
report,  I cannot  hear  from  him.  None  of  the  other 
counties  in  my  district  are  organized.  If  I get  re- 
port from  Washington  County  will  send  it  to  you 
later.  You  will  observe  the  Sullivan,  Carter  and 
Johnson  have  a joint  society. 

Fraternally, 

C.  P.  FOX. 


Dr.  Richards:  (After  having  read  report} 
stated : 

Now  these  are  all  the  reports  and  informa- 
tion I have  in  hand.  Dr.  Farmer,  of  the  Fourth 
District,  came  make  a report  of  that  District. 
Then  Dr.  Gallagher — his  report  is  not  in  my 
hands — from  the  Nashville  District. 

Dr.  Farmer : ]\Ir.  Chairman,  this  is  the  first 
time  I ever  acted  as  Councilor  and  I had  an 
idea  I had  to  give  rather  a detailed  report  of 
all  the  work  I did,  and  if  you  are  willing  to 
hear  me,  I would  like  to  read  it.  I think  these 
other  Councilors  would  like  to  hear  from  their 
brother  doctors. 

The  Chairman:  Let’s  hear  it,  doctoi'. 

Dr.  Farmer  reading  report. 
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Report  of  W.  S.  Farmer,  Councilor  Fourth  Con- 
gressional District. 

Mr.  Chairman  : 

On  the  29th  of  November,  1915,  I received  a let- 
ter from  Dr.  A.  F.  Richards  urging  a report  from 
1 the  Fourth  Congressional  District  as  early  as  pos- 
! sible  after  the  first  of  January,  1916. 

! So,  during  the  last  days  of  December,  1915,  I 
t sent  out  letters  of  inquiry  to  the  fourteen  counties 
in  my  district,  thinking  they  would  receive  them 
; about  the  first  of  January,  1916.  I hoped  that 
County  Secretaries  addressed  had  made  New  Year 
j resolutions  and  I would  have  an  early  reply,  but 
! in  this  I was  mistaken,  for  I only  had  one  prompt 
reply,  that  being  from  Secretary  of  Smith  County 
Medical  Society.  After  waiting  a number  of  days 
I sent  out  another  batch  of  letters  to  the  various 
County  Secretaries  begging  for  reports,  with  only 
two  or  three  replies.  This  being  my  first  experi- 
ence as  Councilor  I felt  somewhat  disappointed,  but 
I determined  to  have  a report  from  each  county,  so 
I kept  up  an  incessant  fire  at  our  County  Secretaries 
until  I heard  from  each  county  in  my  district.  The 
time  required  to  hear  from  the  various  secretaries 
in  the  Fourth  Congressional  District  consumed  all 
I the  time  from  the  last  days  of  December,  1915,  to 

i March  5,  1916 — two  naonths  and  five  days  to  hear 

from:  a brother  physician  whose  distance  from  me 
(living  near  the  center  of  the  district)  was  from 
j twenty  to  one  hundred  miles.  This  is  “going  some” 
in  these  days  of  rapid  transit. 

One  county,  after  writing  to  two  or  three  dif- 
ferent physicians,  failed  to  answer,  and  one  of  my 
j letters  happened  to  fall  in  the  hands  of  a Justice 

I of  the  Peace  and  the  tone  of  my  letter  appeared 

so  pitiful,  he  kindly  answered  it  and  gave  me  the 
desired  information  as  best  he  could,  which  was  a 
1 great  deal  of  help  to  me,  as  I sent  a self-addressed 
' envelope  to  physicians  named  in  his  letter  and 
finally  got  the  desired  information.  In  several  in- 
s stances  I sent  a self-addressed  envelope  before  any 
! reply. 

! Tabulated  report  as  follows: 


From  this  you  will  see  that  we  have  249  physi- 
ciains  in  the  fourth  Congre-ssional  District.  In  this 
district,  no  organization  in  three  counties.  Trous- 
daye,  which  has  seven  regular  and  one  eclectic — 
Pickett  with  only  five  physicians,  and  Clay  with 
eleven  physicians — and  we  might  add  as  a fourth, 
Fentress  with  nine  physicians,  but  no  papers  read 
during  1915,  time  being  taken  up  in  informal  dis- 
cussions, and  no  organization  for  year  1916.  Out 
of  249  physicians  only  131  members  of  the  county 
societies,  leaving  118  non-affiliates,  or  nearly  one- 
half  of  the  physicians  of  the  fourth  Congressional 
District  not  only  not  members  of  county  societies, 
but,  as  I understand  the  matter,  debarred  from 
membership  in  the  State  and  National  Associations. 
There  was  a total  of  75  county  meetings  in  the 
fourth  Congressional  District  last  year,  with  78 
papers,  or  a little  over  one  paper  to  each  meeting. 
This  is  a fair  record,  for  if  at  every  meeting  of  our 
county  societies  one  subject  was  properly  threshed 
out  and  understood  by  all  present,  medicine  would 
make  a rapid  stride.  But  to  think  that  one-halt 
of  the  physicians  of  any  district  in  the  state  took 
so  little  interest  in  their  profession  as  shown  by 
this  report  is  enough  to  cause  no  surprise  when 
some  cancer  quacks  or  Indian  herb  doctor  locate 
among  us  and  have  good  picking. 

Some  of  you  may  be  thinking  “What  about  the 
Councilor  of  the  Fourth  District?”  The  report 
shows  that  he  did  not  visit  any  of  the  counties 
named  above.  Last  summer  I was  so  busy  and  be- 
ing away  in  New  York  for  a few  weeks  I put  off 
visiting  the  county  societies  until  winter,  and  when 
winter  came  la  grippe  came  and  I could  not  go,  but 
if  the  Lord  lets  me  live  I hope  to  make  a better 
report  one  year  hence,  for  I hope  at  least  to  visit 
the.se  unorganized  counties  before  another  meeting 
of  our  State  Society. 

Respectfully  submitted, 

W.  SCOTT  PARMER, 
Councilor  Fourth  Congressional  District. 

Dr.  A.  F.  Richards,  Sparta,  Councilor  for  Third 
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Dr.  S.  R.  Miller,  Knoxville,  Councilor  for  Second  District. 
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*Avei’age  attendance,  11. 

I cannot  get  an  organization  in  DeKalb  nor  Can- 
non, and  am  bolding  this  report  to  get  a hearing 
from  Rutherford.  I have  written  the  Secretary 
three  times  and  not  a line  yet.  I have  had  to  write 
to  all  of  them  the  third  time,  and  hence  my  delay 
in  writing  this  to  you. 

Dr.  L.  E.  Wheat,  Brick  Church,  Councilor  for  the 
Seventh  District. 
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(liles  19 

Maury  ..25 
Wayne  - - - - 
Dickson  11 

Williamson  14 
Lawrence  12 
Ivcwis  --  --  --  --  ! 

*'Phree  memi)ers ; two  new  applications. 

**Not  organized.  Xee<l  some  help. 

***.\verage  attendance,  7 inaccessable. 
xMeet  once  a month. 

xxFour  new  applications.  Good  general  condition. 
.xx.xNot  organized.  IXot  organizetl.  Xo  prospects. 


Carroll  

Chester  

Decatur  

Hardin  

Henderson  

Henry  — 

McX^airy  

Madison  

Perry  11 

♦Bi-monthly. 

•♦No  report. 

♦♦♦TVice  a month. 

xSee  report. 
xxNo  organization. 
xxxMonthly. 

!Xone  in  six  years. 

! !No  report. 

! ! IXineteen  non-eligible. 


Dr.  Beasley:  I am  from  IMaiiry  county.  I 
am  secretary  of  the  county  society.  I don’t 
know  where  our  Councilor  received  his  report 
from  Maury  county.  I just  want  to  say  this 
in  self-defense  as  secretary  of  the  society.  T 
didn’t  know  that  this  report  was  required.  T 
am  sorry  that  I didn’t.  I would  like  to  make 
a report  and  I will  remember  it  next  year.  I 
am  glad  to  say,  in  the  way  of  a correction,  that 
we  now  have  thirty-eight  paid-up  members  in 
Maury  county  and  we  have  discarded  all  those 
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in  arrears.  We  had  nine  meetings  in  our 
county.  We  had  nine  papers.  At  present  we 
have  had  a meeting  every  month  and  have  had 
two  visiting  physicians  with  us.  I would  like 
to  add  that  we  have  never  had  a visit  from  our 
Councilor  in  Mauiy  county. 

The  Chairman:  (To  Dr.  Beasley):  What 
District  are  you  in? 

Dr.  Beasley:  I am  in  the  Seventh  District. 

The  Chairman : Dr.  Gallagher  have  you  any 
report  from  your  District? 

Dr.  Gallagher : I have  none  very  dift‘ei*ent 
from  that  of  last  year.  That  is,  my  district  is 
composed  of  four  counties,  three  of  wliich  are 
organized  and  one  is  not  organized,  and  not 
likely  to  be  organized.  The  American  Medical 
Organizer  has  recently  visited  my  district  and 
has  stimulated  to  greater  activity  two  counties 
under  the  plan  of  education  by  the  American 
]\Iedical  Association.  Davidson  County  is  the 
county  in  which  Nashville  is  located,  and  last 
year  had  the  largest  medical  society  it  has  ever 
had. 

Dr.  Lockhart : The  Councilor  from  our  dis- 
trict— Dr.  Richards — I have  either  made  a mis- 
take or  he  has  made  one.  He  has  stated  that 
there  were  sixteen  physicians  in  Grundy  and 
there  are  only  eight  members.  He  said  that  I 
had  reportd  sixteen  physicians  in  the  county. 
Dr.  Farrar  was  a member  of  our  society  and  he 
has  been  transferred  to  Coffee,  leaving  us  nine 
members  eligible  for  membership.  But  I have 
the  report  on  file. 

Dr.  Richards : I may  have  read  the  figures 
wrong.  The  report  is  there  and  will  show  up 
correctly. 

The  Chairman : Is  Dr.  L.  E.  Wheat,  Coun- 
cilor from  the  Seventh  District,  here?  (No 
response). 

The  Chairman  : The  Ninth  District ; Dr.  T. 
B.  Wingo,  of  Martin?  (No  response). 

The  Chairman : The  Tenth  District,  Dr.  J. 
L.  Andrews?  (No  response). 

The  Chairman : What  is  your  pleasure,  gen- 
tlemen, with  regard  to  the  reports  of  the  Coun- 
cilors ? 

A Member : I move  that  they  be  spread  upon 
the  minutes.  (Motion  seconded). 

The  Chairman : The  motion  has  been  made 
and  seconded  that  these  reports  of  the  Council- 
ors be  received  and  spread  on  the  minutes ; all 


in  favor  of  that  make  it  known  by  saying 
“aye.”  (Carried). 

The  Chairman : Doctor,  to  revert  to  the  re- 
ports of  some  of  the  standing  committees,  the 
Committee  on  Public  Policy  and  Legislation; 
Dr.  Price  was  not  present  when  we  called  that 
committee  before. 

Dr  P.rice : Mr.  Chairman  and  Gentlemen 
of  the  House  of  Delegates,  the  committee  de- 
sires the  present  the  following  rport : 

Knoxville,  Tenu.,  April  4-G,  1910. 
To  the  House  of  Delegates,  Tennessee  State  Medical 

Association. 

Gentlemen : 

Your  Committee  on  I’uhlic  Policy  and  Legislation 
herewith  present  the  result  of  its  consideration  of 
such  matters  as  have  been  presented  to  it  at  this 
meeting. 

Our  attention  was  called  to  the  present  status  of 
the  case  of  State  vs.  one  J.  S.  Anderson,  the  de- 
cision in  which  case,  before  the  Court  of  Civil  Ap- 
peals, was  lately  rendered  by  .Judge  Higgins,  and 
has  been  published  in  the  official  Journal  of  the 
State  Association.  In  this  connection  we  desire  to 
call  attention  to  the  fact  that  the  expense  of  this 
litigation  has  fallen  largely  upon  the  medical  pro- 
fession of  Roane  County.  From  a consideration  of 
the  expense  account  of  this  litigation  it  is  evident 
that  Mr.  Littleton,  through  whose  active  and  effi- 
cient efforts  such  a happy  result  was  attained,  has 
not  received  compensation  commensurate  with  the 
service  already  rendered,  as  well  as  that  which 
may  have  to  he  rendered,  in  the  event  that  an  ap- 
peal is  taken  to  the  Supreme  Court.  It  is  apparaut 
to  all  that  the  great  good  accomplished  by  him  and 
his  associated  counsel  is  most  far-reaching  in  its 
efl:ect  and  places  in  the  hands  of  the  legalized  medi- 
cine in  this  state  the  instruments  for  further  re- 
lief along  these  lines.  Hence  it  is,  that  your  com- 
mittee after  full  consideration  of  this  matter  de- 
sire to  present  the  following  for  your  considera- 
tion : 

We  recommend  to  the  House  of  Delegates  that 
they  raise,  cause  to  be  raised  or  appropriated,  the 
sum  of  1500  to  pay  Mr.  Littleton  and  associate  coun- 
sel for  services  already  rendered  and  to  be  ren- 
dered in  the  further  conduct  of  the  case  of  the 
State  vs.  J.  S.  Anderson,  in  the  event  the  same  is 
carried  to  the  Supreme  Court  for  final  considera- 
tion. 

Again,  your  committee  has  had  before  it  certain 
suggestions  as  to  changes  in  the  present  Medical 
Act,  which  to  those  interested,  as  well  as  to  your 
committee,  are  seemingly  of  importance  and  de- 
serving of  consideration.  These  changes  contem- 
plate amendments  to  the  present  acts  covering  the 
practice  at  medicine  in  the  state,  and  if  they  could 
he  presented  with  the  assurance  that  they  could  he 
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or  would  be  favorably  considered  and  passed  by  the 
legislature,  we  would  be  more  than  inclined  to  I’ec- 
onimeiid  them  to  this  body  for  action  at  this  time, 
but  after  a free  discussion  of  the  possibilities  in- 
volved, in  attempting  their  passage,  we  have  thought 
best  to  advise  against  any  agitation  of  these  ques- 
tions. 

Hence,  this  committee  recommends  in  the  strong- 
est manner  possible,  that  absolutely  no  effort  be 
made  to  change  the  existing  laws  governing  the 
l)ractice  of  medicine  at  the  present  time. 

We  further  a.sk,  urge,  and  insist,  that  each  dele- 
gate and  member  of  the  Association  see  in  person 
the  members  of  the  legislature  from  his  county, 
and  retpiest  them  to  consider  no  amendments  to  the 
laws,  as  they  now'  exist,  unless  such  amendments 
come  from  the  official  Legislative  Committee  of  the 
State  Medical  Association. 

Your  committee  would  also  call  attention  to  the 
fact,  that  in  the  conduct  of  the  business  or  affairs 
placed  in  its  hands  requires  the  expenditure  of 
money  to  meet  the  demands  made  upon  it  in  keep- 
ing advised  on  situations  which  may  develop  dur- 
ing the  meetings  of  the  legislature,  for  such  as  cor- 
respondence, postage,  telegrams  and  stenographer, 
etc.,  hence  we  would  suggest  that  this  body  provide 
for  such  incidental  expense  by  appropriating  an  al- 
lowance for  this  specific  purpose — say  $150. 

GEORGE  H.  PRICE,  Chairman; 

W.  M.  McCABE, 

G.  P.  ZIRKLE, 

W.  C.  DIXON, 

Committee. 

(Dr.  A.  B.  DeLoach,  a member  of  this  committee 
was  not  present). 

A iMember  : Is  that  report  for  discussion  ? 

The  Chairman  : Yes,  sir. 

Dr.  Crook : I want  to  state  a tangible  fact 
that  occurred  recently  as  a result  of  the  great 
work  of  this  committee  at  the  Southern  l\Iedi- 
cal  Association  in  Dallas,  Texas.  Just  before 
I tvas  ready  to  depart  for  the  train,  a young 
gentleman,  a graduate  of  Vanderbilt  Univer- 
sity and  a member  of  the  State  Board  of  Ex- 
aminers, rushed  dowm  into  the  office  of  the 
hotel,  considerably  excited  and  grabbed  me  by 
the  arm  and  said,  “Oh,  thank  you.  Crook,  for 
being  here ; come  upstairs ; come  upstairs  right 
now.  Can  you  talk  before  the  State  Board  of 
Examiners?  They  have  just  turned  down  Ten- 
nessee as  unworthy  of  reciprocity  with  Texas. 
It  is  outrageous;  they  just  voted  it  down.”  He 
said  that  somebody  had  told  them  that  Ten- 
nessee had  quite  a rotten  law  and  they  didn’t 
think  he  had  any  information  that  could 
straighten  them  out,  and  he  wanted  me  to  come 
up  there  at  once  and  address  the  body.  So  I 


went  up  and  this  gentleman  introduced  me  to 
them  as  the  President  of  the  State  Association. 
So  I addressed  the  'gentlemen  and  said  that  I 
would  be  glad  to  give  them  any  information 
about  the  Tennessee  medical  laws  they  wanted 
to  have.  I told  them  1 had  no  interest  in  the 
matter  except  to  tell  the  truth  and  to  remove 
any  impression  they  were  under  as  to  the  Ten- 
nessee laws  that  would  reflect  a discredit  upon 
our  state.  They  fired  a few  questions  at  me. 
I told  them  about  the  difficulty  our  committee 
had  had  in  putting  through  this  law;  that  I 
personally  experienced  this  difficulty,  and  that 
Tennessee  now  has  the  most  efficient  medical 
law  of  any  of  the  states  of  the  Union,  in  the 
opinion  of  the  President  of  the  American  Medi- 
cal Association.  “Now,  gentlemen,”  I said, 
these  are  facts;  I want  to  know  your  de- 
cision.” They  finally  put  it  to  a vote  and 
rescinded  their  action.  But  the  truth  of 
the  matter  was  that  our  state  was  done 
an  injustice.  Our  committee  had  put  this 
law  on  the  statute  books,  and  after  it 
Avas  explained  to  them  they  wanted  reciproe- 
of  you  present  expect  to  go  to  Texas  and  lo- 
cate or  not,  but  if  you  do,  it  ivill  be  a lot  easier 
for  you  now. 

The  Chairman : "What  is  your  pleasure  in 
regard  to  this  report  on  Public  Policy  and  Leg- 
islation ? 

A Member:  Mr.  Chairman,  I move  that  the 
report  be  accepted  and  adopted.  Seconded. 
Carried. 

Dr.  McCabe:  I want  to  know  how  much 
money  is  to  be  raised,  that  is,  to  be  contributed 
to  the  profession  of  Roane  county  to  pay  IMr. 
Littleton  and  for  other  necessary  purposes? 
When  the  suggestion  was  made  to  raise  this 
fund,  there  was  no  provision  made  as  to  how 
it  should  be  raised.  As  I understand  it.  Dr. 
West  claims  he  hasn’t  any  money  in  the  treas- 
ury, and,  of  course,  it  couldn’t  be  donated  from 
this  organization.  Therefore,  some  method  by 
which  this  fund  can  be  raised  must  be  deter- 
mined upon  at  this  meeting.  I don’t  Imow  how 
it  can  be  raised  unless  by  subscription,  and  if 
it  is  raised  by  subscription,  I presume  we  will 
do  what  we  can.  I would  like  to  have  some 
suggestion  in  regard  to  this  matter. 

The  Chairman:  I don’t  undei-stand  that  the 
adoption  of  this  report  carries  with  it  the  ap- 
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propriation  or  of  the  $150  expense  money;  I 
may  have  a different  idea  of  that  from  some 
of  the  others. 

Dr.  McCabe:  Is  that  money  to  be  appro- 
priated, that  $150? 

The  Chairman : I should  think  that  would 
be  a separate  account,  doctor.  I don’t  think 
the  adoption  of  this  report  carries  with  it  that 
appropriation.  There  are  two  sums  mentioned ; 
$500  for  this  matter  and  $150  expen.se  account 
of  this  committee.  You  have  heard  the  motion 
that  this  report  be  adopted.  Seconded.  Mo- 
tion put  and  carried. 

Dr.  McCabe : I move  that  $150  be  appro- 
priated out  of  the  treasury  to  defray  the  ex- 
penses of  the  Committee  on  Public  Policy  and 
Legislation.  Seconded. 

The  Chairman:  You  have  heard  the  motion 
to  appropriate  $150  out  of  the  treasury  to  pay 
the  expenses  of  the  Committee  on  Public  Pol- 
icy and  Legislation ; that  is  for  the  future  year, 
do  I understand  that,  doctor  ? 

Dr.  McCabe:  Yes,  sir. 

A Member:  Is  that  appropriation  now  for 
the  purpose  of  putting  a watchman  over  the 
legislature  or  something  of  that  kind.  I don’t 
know  what  that  is  for? 

Dr.  McCabe : That  appropriation  is  to  de- 
fray the  expenses  of  this  committee.  In  other 
words,  last  year  at  the  last  session  of  the  legis- 
lature money  was  spent  for  various  purposes. 
We  must  have  a “watchman”  at  the  legisla- 
ture, no  doubt  about  that;  he  must  be  a good 
one,  too. 

A Member : Yoli  ought  to  have  a bulldog. 

The  Chairman:  But  we  don’t  want  to  buy 
him  a muzzle,  doctor,  as  I understand. 

Dr.  McCabe:  No.  And  we  must  have  a 
stenographer  who  is  constantly  at  the  capitol. 
Every  time  a bill  is  introduced,  it  don’t  make 
any  difference  what  the  type  of  the  bill  is,  just 
so  it  involves  some  medical  problem,  that  bill 
should  be  copied  and  sent  our  committee  im- 
mediately. Then  we  could  sit  down  and  read 
the  bill  and  know  the  contents  of  it,  and  when 
the  bill  came  up  for  the  second  reading  the 
committee  would  know  how  to  handle  the  bill. 

The  Chairman : All  in  favor  of  the  motion 
for  the  appropriation  of  $150  for  expense  ac- 
count of  the  Committee  on  Public  Policy  and 
Legislation,  make  it  known  by  saying  “aye.” 


Carried. 

Dr.  Tigert : I make  a suggestion  relative  to 
the  raising  of  $500  for  defraying  the  expenses 
of  Mr.  Littleton  and  other  expenses  involved. 
Let  that  be  referred  to  a committee  of  three  to 
be  appointed  by  the  President  to  devise  ways 
and  means  to  raise  this  amount. 

The  Chairman : You  have  heard  the  motion 
in  regard  to  raising  this  $500  for  legal  ex- 
penses in  connection  with  the  prosecution  of 
illegal  practitioners  by  referring  it  to  a com- 
mittee of  three. 

A Member:  I wmuld  like  to  amend  that  mo- 
tion by  adding  that  this  committee  report  at 
our  session  in  the  morning. 

The  Chairman : Do  you  accept  the  amend- 
ment? 

Dr.  McCabe:  Yes,  sir. 

Dr.  Tigert : It  seems  to  me  that  now  is  the 
time  to  raise  this  money  and  not  to  put  it  off. 
It  is  probably  true  that  the  men  who  will  con- 
tribute to  this  fund  are  here  today.  It  we  put 
it  off  and  make  oiir  appeal  through  the  Joiir- 
nal,  we  will  have  the  same  trouble  that  Dr. 
West  had  last  year. 

The  Secretary : I don ’t  want  to  keep  the 
House  of  Delegates  here  unduly,  but  this  prop- 
osition is  very  near  to  my  heart  for  the  reason 
that  I have  been  right  square  in  the  middle  of 
the  thing,  at  long  distance.  It’s  true,  and  know 
what  has  been  done,  what  difficidties  have  been 
encountered  and  who  has  borne  the  burden. 
There  sits  the  man  right  over  there  that  car- 
ried the  load.  Dr.  Zirkle.  And  next  to  Dr. 
Zirkle,  and  in  one  sense  ahead  of  him,  is  the 
young  lawyer,  Mr.  B.  H.  Littleton,  who  has 
prosecuted  the  actual  court  procedure.  Now, 
gentlemen,  this  matter  resolves  itself  into  this 
very  thing,  that  through  the  persistent,  ever- 
lasting, hard-headed,  Dutch-fighting  spirit  of 
Dr.  Zirkle,  and  the  East  Tennessee  fighting 
spirit  of  Mr.  Littleton,  we  have  a decision  from 
one  of  our  higher  courts  through  which  handle 
these  infernal  scoundrels  in  this  state.  It  is 
for  the  benefit  of  every  citizen  of  the  state 
alike.  The  further  fact  stands  out  that  the 
State  IMedieal  Association  last  year  undertook 
to  finance  this  proceeding,  against  this  the 
most  notorious  of  all  quacks.  A man  stood  on 
the  floor  in  the  House  of  Delegates  in  Nashville 
and  said,  ‘ ‘ I will  give  $100,  ’ ’ and  when  the  con- 
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tributiou  came  to  me  it  was  “one  bone.”  We 
got  $242.  The  Tennessee  State  ]\Iedical  Asso- 
ciation fell  down  on  its  job.  It  is  “up  to  ns.” 
If  you  are  going  to  do  it,  do  it  now.  Mr.  Presi- 
dent, if  I knew  how  to  say  anything  to  impress 
upon  these  gentlemen  just  how  important  I be- 
lieve this  matter  is,  and  how  valuable  this  de- 
cision that  has  been  obtained  is  to  the  state, 
and  to  impress  upon  you  that  we  haven’t  done 
what  we  contracted  to  do — if  there  were  a way 
for  me  to  say  what  would  convince,  I would 
say  it.  I hope  that  you  are  going  to  do  it 
right  now. 

Dr.  Tigert : I had  exactly  the  same  idea  that 
Dr.  Wast  had.  This  committee  cannot  levy  a 
tax  upon  irs.  The  only  thing  that  they  can  do 
is  to  ask  for  contidbutions.  The  reason  I want- 
ed to  amend  it  was  so  that  the  committees  could 
report  in  the  morning  to  the  House.  Get  the 
contributions  now ; get  them  up  right  here ; let 
them  subscribe  before  we  leave  today  and  to- 
morrow. That  is  the  only  reason  I made  the 
motion. 

A klember : I am  speaking  of  the  motion 
and  particularly  to  the  amendment.  I would 
suggast  that  Dr.  Tigert  is  right  and  that  what 
Dr.  Wast  said  here  is  correct,  but  that  what 
we  ought  to  do  is  to  have  a brief  form  of  x’e- 
port  and  let  everybody  write  their  names  on 
it,  and  we  will  get  the  money  tip  in  a half  an 
hour. 

The  Chairman:  You  have  heard  the  motion 
that  this  committee  be  appointed  and  they 
are  expected  to  get  busy.  Any  further  dis- 
cussion— if  not,  all  in  favor  signify  it  by  say- 
ing “aye.” 

Carried. 

The  Chairman : They  will  report  in  the 
morning. 

Dr.  Tigert : My  idea  was  to  make  the  re- 
port to  the  meeting  of  the  House  of  Delegates. 
It  wouldn’t  take  more  than  three  minutes  to 
read  the  re])ort  and  hand  the  paper  around. 

The  Chairman ; The  motion  as  amended  pro- 
vided that  the  committee  report  back  to  the 
House  of  Delegates  in  the  morning.  That  is 
the  motion  as  it  stands. 

A klember:  Do  it  this  afternoon;  do  it  now 
and  let  them  report  in  the  morning. 

Dr.  Crook : I move  that  the  Chairman  of 
that  committee  stand  up  in  the  front  here  and 


caU  for  subscriptions;  first  first  $5.00,  then 
$2.00,  then  $1.00.  Pass  the  hat  around  here. 

The  Chairman : You  ask  that  as  an  amend- 
ment, but  that  the  committee  report  in  the 
morning  ? 

A IMember:  I move  that  the  President  ask 
for  subscriptions  from  the  members  of  the 
House  of  Delegates  and  that  as  soon  as  that 
is  done,  that  the  whole  body  of  delegates  go 
into  the  general  meeting  and  explain  the  mat- 
ter to  them  and  ask  for  contributions  from 
them. 

A IMember:  I move  that  Dr.  Price  be  se- 
lected to  go  into  the  other  hall  and  explain 
the  purposes  of  this  contribution.  Seconded. 

The  Chairma : All  in  favor  of  that  motion 
will  signify  it  by  saying  “aye.”  Carried. 

(Contributions  were  here  received  by  the 
Secretary) . 

A Member:  klr.  Chairman,  I move  that  if 
over  $500  is  collected  to  defray  the  expenses 
of  the  gentlemen  from  Roane  county,  that 
that  fund  be  kept  and  expended  for  similar 
purposes  in  other  counties.  Seconded. 

The  Chairman : You  have  heard  the  motion, 
gentlemen,  that  if  over  $500  be  collected  that 
that  amount  be  kept  and  used  for  similar  pur- 
poses in  other  counties  in  the  future.  Is  there 
any  discussion? 

A I\Iember : Question. 

The  Chairman : All  in  favor  of  that  motion 
make  it  known  by  saying  “aye.”  Carried. 

The  Chairman : Gentlemen,  there  is  nothing 
before  the  Hou.se.  The  time  has  past  for  the 
meeting  of  the  House  of  Delegates.  I will  en- 
tertain a motion  to  adjourn  until  tomorrow 
morning  at  8 o’clock. 

A Member : I move  that  we  adjourn  until  8 
o’clock  Thursday  morning. 

The  Chairman:  You  have  heard  the  motion. 
All  in  favor  of  it  make  it  knovTi  by  saying 
“aye.”  Carried. 

Thursday  Morning. 

Tbe  Chairman : The  House  of  Delegates 
will  please  come  to  order.  Gentlemen,  the 
first  order  of  business  is  “New  Business,” 
and  ordinarily  the  first  thing  under  that  is 
the  report  of  the  Nominating  Committee.  I 
think  it  would  be  better  to  defer  that  for  a 
while,  so  that  more  members  of  the  House  of 
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Delegates  have  time  to  get  here,  and  we 
might  as  well  pass  to  some  of  the  committee 
reports.  There  is  an  auditing  committee  ap- 
pointed to  audit  the  books  of  the  Treasurer. 

The  Secretary:  Mr.  Chairman,  the  Audit- 
ing Committee  have  handed  in  their  report 
to  the  effect  that  the  Treasurer’s  accounts 
have  been  audited  and  found  correct;  signed 
by  G.  .P.  Zirkle,  J.  F.  Gallagher  and  W.  B. 
Burns. 

The  Chairman:  You  have  heard  the  re- 
port; do  you  accept  the  report  of  the  Audit- 
ing Committee;  what  is  your  pleasure  in  re- 
gard to  this? 

A Member:  I move  that  it  be  accepted. 
Seconded. 

The  Chairman:  Does  that  apply  to  the 
Auditing  Committee  or  the  Treasurer’s  re- 
port, or  both? 

A Member:  Both  reports  are  accepted. 

The  Chairman:  You  have  heard  the  mo- 
tion. All  in  favor  of  that  signify  it  by  say- 
ing “aye.”  Carried. 

Dr.  Burns : Dr.  Cowden  was  charged  $5.00 
for  a check  book  and  he  paid  that  out  of  his 
own  pocket.  I wondered  if  the  House  of  Del- 
egates would  stand  for  that,  or  if  they  want- 
ed to  reimburse  him  for  that  $5.00? 

The  Secretary : Mr.  Chairman,  Dr.  Cow- 
den ought  to  have  written  himself  a check 
for  that.  He  ought  not  to  have  to  pay  for 
that.  He  had  every  right  to  reimburse  him- 
self. 

The  Chairman : I will  leave  that  to  Dr. 
West  to  take  it  upon  himself  to  see  that  Dr. 
Cowden  is  repaid.  I think  we  can  let  it  go 
at  that. 

Dr.  Broyles,  have  you  the  report  of  the 
Reference  Committee? 

Dr.  Broyles:  Yes,  sir.  (Reading  report  of 
Reference  Committee.) 

Mr.  President  and  Members  of  the  House  of  Dele- 
gates : 

Your  committee  to  whom  was  referred  the  sug- 
gestions of  the  President,  looking  to  the  pursuit  of 
a definite  and  fixed  purpose,  other  than  the  social 
and  scientific,  beg  ieave  to  report  that  the  ideas 
incoiTiorated  in  the  brief  suggestions  made  by  the 
President,  looking  to  the  influence  of  the  State  So- 
ciety in  the  appointment  of  the  members  of  the 
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State  Board  of  Health,  the  State  Board  of  IMedical 
Examiners  and  the  medical  heads  of  state  institu- 
tions appear  wise  and  timely.  Also  through 
the  county  societies  an  influence  should  be  exercised 
in  the  appointment  of  county  and  city  boards  of 
health,  jail  physicians,  .school  and  other  inspectors 
as  weil  as  other  medical  appointments. 

Your  committee  begs  leave  to  offer  the  .sugges- 
tion that  since  such  recomiuSudations  are  of  such 
far-reaching  importance  that  they  deserve  more 
elaboration  and  respectfully  suggest  that  they  be 
referred  to  a committee  of  five,  all  to  be  selected 
from  one  section  of  the  state,  for  the  purpo.se  of 
more  deliberate  study  and  elaboration,  especially 
looking  towards  a practical  method  by  which  they 
may  be  made  of  worth.  This  committee  to  report 
one  year  hence. 

Relative  to  the  suggestion  that  the  Legislative 
Committee  serve  for  two  years  instead  of  one,  we 
find  that  it  would  retiuire  a change  in  the  By-Laws, 
which  if  handed  in  today,  may  be  acted  uiioii  to- 
morrow. 

Very  respectfully  submitted, 

C.  J.  BROYLES, 

PERRY  BROMBERG, 
WM.  T.  BLACK, 

Committee. 

Dr.  Broyles:  Mr.  President,  this  was  to 
have  been  reported  yesterday,  but  in  the 
hurry  of  things  it  was  not  called  for.  The 
last  suggestion,  of  course,  could  not  be  car- 
ried out,  that  is,  relative  to  the  change  in 
the  by-laws.  I believe  to  expedite  matters 
this  morning,  if  it  be  proper,  I will  move  that 
it  be  referred  to  the  Committee  on  Legisla- 
tion. They  are  all  from  Nashville,  aren’t 
they? 

The  Secretary:  No,  sir.  One  is  from  East 
and  one  from  West  Tennessee. 

A Member:  There  is  one  man  here  on  that 
committee. 

The  Chairman : Gentlemen,  you  have  heard 
that  these  recommendations  be  referred  to,  a 
committee  of  five  from  the  grand  divisions  of 
the  state,  and  for  further  consideration  to  be 
reported  at  the  next  annual  meeting.  Is 
there  any  discussion?  Seconded. 

The  Chairman:  All  in  favor  of  the  motion 
signify  it  by  saying  “aye.”  Carried. 

The  Chairman : I will  appoint  Dr.  Broyles 
Chairman  of  that  committee,  and  ask  him  to 
appoint  his  co-laborers. 

ceived,  and  a number  of  the  members  of  the 
Association  have  received  a communication 
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from  Dr.  Bloodgood  of  Baltimore,  who  is  in 
charge  of  the  work  for  the  establishment 
throughout  the  country  of  First  Aid  Com- 
mittees, whose  purpose  it  is  to  develop  the 
matter  of  standardizing  first  aid.  He  asks 
that  we  have  a committee  appointed  from  the 
Tennessee  Medical  Association  to  take  up 
that  work  of  development  in  the  state.  Dr. 
Ellett  has  a letter  here.  Do  you  want  me  to 
read  it? 

The  Chairman : Yes. 

(Secretary  reads  letter  from  Dr.  Blood- 
good.) 

The  Secretary:  Now,  Dr.  Bloodgood  has 
been  in  communication  Avith  a number  of  sur- 
geons in  Tennessee,  and  I think  the  men  who 
are  interested  in  this  Avork  Avill  thoroughly 
understand  this  movement. 

The  Chairman : Gentlemen,  you  have 
heard  this  communication.  What  is  your 
pleasure  in  regard  to  the  appointment  of  such 
a committee? 

A Member:  I moA^e  that  the  committee  be 
appointed,  Mr.  Chairman. 

The  Chairman:  You  have  heard  the  mo- 
tion. Is  there  any  discussion?  Seconded. 
l^Iotjon  put  and  carried. 

The  Chairman  (to  Dr.  Troutt)  : Are  you 
connected  Avith  the  National  Guard?  I Avill 
appoint  Dr.  AY.  C.  Campbell  of  Memphis,  Dr. 
Lucius  Burch  of  Nashville,  and  Dr.  J.  M. 
Troutt  of  Knoxville  on  that  committee. 

The  Chairman : Any  other  special  com- 
mittees? (No  response.)  Is  there  any  other 
new  business?  (No  response.)  Then  we  will 
hear  from  the  Nominating  Committee? 

Dr.  Broyles:  Mr.  President  and  gentlemen: 
The  Nominating  Committee  present  for  your 
consideration  the  folloAving  named  gentlemen 
for  the  various  offices  of  the  Association: 

For  President:  Dr.  C.  N.  Cowden  of  Nash- 
ville, Dr.  A.  F.  Richards  of  Sparta,  Dr.  J.  S. 
Campbell  of  Gordonsville. 

For  Vice-Presidents:  Dr  C.  J.  Carmichael 
0^^  Knoxville,  Dr.  J.  T.  Moore  of  Allgood,  Dr. 
J.  L.  McGehee  of  Memphis. 

For  Secretary:  Dr.  Olin  West  of  Nash- 
ville. 


For  Councilors:  First  District,  Dr.  C.  P. 
Fox  of  Greeneville ; Third  District,  Dr.  J.  A. 
Hardin  of  Sweetwater;  Fifth  District,  Dr.  F. 
B.  Reagor  of  Shelbyville;  Seventh  District, 
Dr.  J.  A.  Beasley  of  Columbia ; Ninth  Dis- 
tinct, Dr.  R.  W.  Griffin  of  Tiptonville. 

For  Delegate  to  A.  M.  A. : Dr.  Perry  Brom- 
berg, Nashville ; Alternate,  Dr.  S.  R.  Miller, 
h noxville. 

For  Board  of  Trustees : Dr.  H.  T.  Brooks, 
Memphis. 

The  Chairman : Gentlemen,  you  have 
heard  the  report  of  the  Nominating  Commit- 
tee. 

A Member:  I think  the  Nominating  Com- 
mittee should  nominate  a man  for  Treasurer. 
We  have  had  some  misgiAung  along  that  line 
and  we  didn’t  nominate  him. 

The  Chairman : My  understanding  is  that 
the  Treasurer  is  elected  for  a term  of  three 
years. 

The  Secretary : The  House  of  Delegates 
does  not  elect  the  Treasurer.  They  elect  a 
Board  of  Trustees  and  the  Board  of  Trustees 
elect  their  oAvn  Chairman,  Avho  is  ex  officio 
Treasurer  of  the  Association. 

The  Chairman : That  is  correct.  He  is 
elected  for  three  years.  The  first  thing  un- 
der the  report  of  this  committee  Avill  be  the 
election  of  the  President.  You  have  heard 
the  nomination.  Dr.  C.  N.  CoAvden  of  Nash- 
ville, Dr.  A.  F.  Richards  of  Sparta,  and  Dr. 
J.  S.  Campbell  of  GordoiiAulle.  Unless  you 
otherAvise  desire,  it  aaTII  be  by  ballot. 

(Vote  by  ballot  Avas  here  made,  and  after 
the  same  Avere  collected,  the  Secretary  made 
the  following  announcement:) 

The  Secretary : Mr.  Chairman,  30  votes 
have  been  cast.  Dr.  CoAvden  receh'ed  18,  and 
Dr.  Richards  12. 

Dr.  Dulaney : I,  mov'e  to  make  it  unani- 
mous for  Dr.  CoAvden. 

Seconded. 

The  Chairman : The  motion  has  been  made 
and  seconded  that  the  election  of  Dr.  CoAvden 
be  made  unanimous.  All  in  favor  of  that  Avill 
signify  it  by  saying  “aye.”  Carried. 

The  Chairman : For  AGce-Presidents,  of 
Avhieh  Ave  have  one  for  each  grand  division 
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of  the  state,  Dr.  C.  J.  Carmichael  of  Knox- 
ville, Dr.  J.  T.  Mooi’e  of  Allgood,  and  Dr.  J. 
L.  MeGehee  of  Memphis.  What  is  your  pleas- 
ure, gentlemen? 

A Member:  I move  that  we  elect  them  by 
one  vote,  and  that  the  Secretary  be  instruct- 
ed to  cast  that  vote. 

Seconded. 

The  Chairman:  You  have  heard  the  mo- 
tion that  the  Secretary  be  instructed  to  cast 
the  vote  of  the  House  of  Delegates  for  these 
three  gentlemen  as  Vice-Presidents  of  the 
grand  divisions  of  the  state.  All  in  favor  of 
that  motion  signify  it  by  saying  “aye.”  Car- 
ried. 

The  Secretary : It  gives  me  great  pleasure 
to  cast  the  unanimous  vote  of  the  House  of 
Delegates  for  Dr.  C.  J.  Carmichael  of  Knox- 
ville, Dr.  J.  T.  Moore  of  Allgood,  and  Dr. 
J.  L.  MeGehee  of  Memphis  as  Vice-Presidents 
for  the  ensuing  year. 

The  Chairman : The  next  nomination  is 
for  Secretary.  There  is  only  one  nominee, 
i Dr.  Olin  West  of  Nashville.  What  is  your 
pleasure,  gentlemen. 

■ A Member:  I move  that  the  Chairman  cast 
j the  unanimous  ballot  of  the  House  of  Dele- 
! gates  for  Dr.  West. 

Seconded. 

; The  Chairman:  All  in  favor  of  that  mo- 
I tion  will  signify  it  by  saying  “aye.” 

Carried. 

The  Chairman : Gentlemen,  I assure  you  it 
gives  me  a great  deal  of  pleasure  to  cast  the 
unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  West  as  Secretary.  I think  we  could 
I comb  the  State  of  Tennessee  with  a fine-tooth 
i comb  and  could  find  no  other  Secretary  in 
; the  State  as  good  as  he  is. 
j The  next  order  of  business  is  the  election 
j of  Councilors  : First  District,  Dr.  C.  P.  Fox ; 

I Third  District,  Dr.  J.  A.  Hardin;  Fifth  Dis- 
; trict.  Dr.  F.  B.  Reagor;  Seventh  District,  Dr, 

I M.  A.  Beasley,  and  Ninth  District,  Dr.  R.  W. 

, Griffin.  There  is  only  one  nominee  for  each 
I of  the  districts. 


A Member:  I move  that  the  Secretary  be 
instructed  to  east  the  unanimous  vote  of  the 
House  of  Delegates  for  the  respective  Coun- 
cilors. 

Seconded. 

The  Chairman:  You  have  heard  the  mo- 
tion, gentlemen.  All  in  favor  of  it  will  sig- 
nify it  by  saying  “aye.”  Carried. 

The  Secretary : Mr.  President,  I take  pleas- 
ure in  casting  the  unanimous  vote  of  the 
House  of  Delegates  for  Drs.  C.  P.  Fox,  J.  A. 
Hardin,  F.  B.  Reagor,  M.  A.  Beasley  and  R. 
W.  Griffin,  as  Councilors  for  the  First,  Third, 
Fifth,  Seventh  and  Ninth  Districts,  respec- 
tively. 

The  Chairman : The  next  is  the  Delegate 
to  the  American  Medical  Association,  Dr. 
Perry  Bromberg  of  Nashville,  and  Dr.  S.  R. 
Miller  of  Knoxville  as  alteimate.  I think  it 
is  a very  wise  thing  on  the  part  of  the  Nomi- 
nating Committee  that  they  have  renominated 
Dr.  Bromberg.  I have  served  in  the  Medical 
Association,  and  a man’s  first  term  there  is 
just  like  the  first  term  of  a man  in  the  legis- 
lature— he  is  slightly  ornamental  and  that  is 
all — and  until  he  gets  the  run  of  affairs,  he 
is  of  very  little  use  to  his  constituents.  I 
think  it  is  a very  good  plan  that  you  are  fol- 
lowing here  of  re-electing  a man  who  is  famil- 
iar with  the  ropes  and  who  enjoys  the  con- 
fidence of  the  House  of  Delegates,  as  I am 
pretty  sure  that  Dr.  Bromberg  does.  What 
is  your  pleasure? 

A Member : I move  that  the  Secretary  be 
instructed  to  east  the  unanimous  vote  of  the 
House  of  Delegates  in  favor  of  Dr.  Bromberg 
for  delegate,  and  Dr.  Miller  for  alternate. 

Seconded. 

The  Chairman : All  in  favor  of  the  motion 
signify  it  by  saying  “aye.”  Carried. 

The  Secretary:  I take  pleasure  in  casting 
the  unanimous  vote  of  the  House  of  Delegates 
for  Dr.  Bromberg  as  a Delegate  to  the  A.  M. 
A.,  and  equal  pleasure  in  casting  the  unani- 
mous vote  of  the  House  of  Delegates  for  Dr. 
S.  R.  Miller,  as  Alternate  Delegate  to  the 
A.  M.  A.,  for  two  years  each. 
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The  Chairman:  The  next  order  of  busi- 
ness is  to  elect  the  Board  of  Trustees,  on 
which  board  there  is  a vacancy.  The  Nomi- 
nating Committee  has  nominated  Dr.  H.  T. 
Brooks  of  Memphis.  What  is  your  pleasure. 

A Member : I move  that  the  Secretary  east 
the  unanimous  vote  of  the  House  of  Dele- 
gates for  Dr.  H.  T.  Brooks  as  a member  of 
the  Board  of  Trustees.  Seconded. 

The  Chairman:  All  in  favor  of  the  motion 
signify  it  by  saying  “aye.” 

Carried. 

The  Secretary:  1 take  pleasure  in  easting 
the  ixnanimous  vote  of  the  House  for  Dr.  H. 
T Brooks  of  Memphis  as  a member  of  the 
Board  of  Trustees  for  three  years. 

The  Chairman : There  is  a provision  in  our 
Constitution  that  each  alternate  meeting 
shall  take  place  at  Nashville,  so  I don’t  think 
there  is  any  necessity  of  going  into  the  ques- 
tion of  voting  on  that  matter.  So  we  won’t 
consider  that. 

The  Secretary : Mr.  Chairman,  I was  about 
to  overlook  my  hand  here.  These  fellows 
have  gone  olf  and  elected  Dr.  Cowden  as 
President.  That  makes  another  vaeancyi  in 
the  Board  of  Trustees,  Dr.  Petty  having  gone 
made  one  vacancy,  and  by  elevating  our  good 
fiiend  Cowtlen  to  the  Presidency  another  va- 
cancy has  been  created.  T move  that  the 
Nominating  Committee  be  given  a few  mo- 
ments to  bring  in  another  nominee  for  this 
office. 

Dr.  Gallagher:  1 suggest  to  the  committee 
that  it  be  a Nashville  man.  In  operating  the 
li nances  of  the  Society  it  is  well  for  the  nomi- 
nee to  be  a Nashville  man ; 1 am  fully  aware 
of  the  fact  that  the  Treasurer  is  elected  by 
Ihe  Tnastees.  I simply  make  that  suggestion 
looking  over  the  personnel  of  the  present 
Imard  of  Trustees. 

The  Chairman : AVho  is  the  other  member 
of  the  Board? 

The  Secretary : Dr.  C.  J.  Broyles,  and  a 
blamed  good  one,  too. 


The  Chairman : There  are  only  three  Trus- 
tees. Dr.  Broyles  and  Dr.  Brooks,  whom  we 
have  just  elected,  and  the  other  one  would 
come  from  Middle  Tennessee.  I don’t  know 
whether  that  is  the  rule  or  is  just  a custom. 

A Member:  The  election  of  this  Trustee 
doesn’t  carry  with  it  the  Treasurer? 

The  Chairman:  No,  the  Board  elect]  their 
Treasui’er.  I think  we  had  better  do  that  in 
order  and  let  the  Nominating  Committee  re- 
tire. 

(Nominating  Committee  here  retires  from 
the  room.) 

The  Chairman:  Is  there  any  further  busi- 
ness? (No  response.)  Any  new  business  or 
unfinished  business? 

The  Secretary : 1 would  like  to  bring  a 

matter  before  the  House  of  Delegates.  We 
succeeded  yesterday  afternoon  in  getting 
enough  cash  and  subscriptions  to  make  the 
amount  that  was  named  in  the  report  of  the 
committee  for  the  prosecution  of  illegal  prac- 
titioners and  for  the  relief  of  the  Roane  coun- 
ty situation,  but  no  directions  were  given  in 
the  report  of  the  committee  as  to  just  how 
this  money  should  be  expended;  how  much 
should  be  paid  to  Roane  county  for  lawyers’ 
fees,  etc.,  and  what  disposition  should  be 
made  of  any  balance.  Inasmuch  as  I am  the 
custodian  of  the  fund,  I would  like  to  have 
explicit  directions  as  to  what  to  do  with  it ; 

would  like  to  have  instructions  given  me 
by  the  House  this  morning. 

The  Chaiimaii:  Do  you  know  what  the 
financial  state  of  this  case  is. 

The  Secretary:  Well,  the  lawyer  who  is 
jirosecuting  the  case  has  received  something 
more  than  $100.00  for  his  services  so  far. 
That  is  absolutely  insignificant  in  view  of  the 
amount  of  work  he  has  done.  There  is  still 
scMue  threatened  litigation,  inasmuch  as  the 
ease  will  })robably  go  to  the  Supreme  Court; 
of  course,  we  do  not  know  what]  the  cost  of 
tliat  will  be,  but  my  suggestion  would  be  that 
a fair  amount  of  this  money  be  delivered  to 
the  lawyer  through  the  Roane  County  Med- 
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ic-al  Society,  and  that  the  balance  be  reserved 
in  helping  to  defray  future  costs. 

A Member:  How  much  is  that  fund? 

The  Secretary:  About  $500.00,  Doctor.  I 
don’t  know  exactly;  there  are  some  subscrip- 
tions and  some  little  amounts  to  be  added  to 
that. 

A Member : I move  that  the  fund  be  turned 
over  to  Dr.  Zirkle,  at  Kingston,  who  is  the 
man  in  charge  of  the  prosecution  in  this  case. 

The  Secretary:  I hope  that  that  sugges- 
tion won’t  be  carried  out,  because  I don’t 
think  that  all  of  this  money  will  be  needed 
by  Dr.  Zirkle  in  Roane  county. 

Dr.  Roberts:  The  finances  of  this  institu- 
tion are  in  the  hands  of  the  Board  of  Trus- 
tees. I don’t  think  that  there  are  any  Judases 
among  our  Board  of  Trustees  and  I don’t 
think  you  have  got  one  there.  I think  that 
this  matter  should  be  left  to  the  Board  of 
Trustees  rather  than  the  House.  The  House 
doesn’t  hardly  always  understand. 

Dr.  McCabe : My  motion  on  yesterday  was 
that  this  fund  should  be  collected  and  turned 
over  to  the  Treasurer  of  the  Association,  and 
my  motion  carried. 

The  Secretary : If  that  was  the  motion,  I 
didn’t  so  understand  it.  I beg  the  gentle- 
man’s pardon. 

Dr.  McCabe : The  intention  of  my  motion 
on  yesterday  was  that  it  should  be  placed  in 
the  hands  of  the  Treasurer  and  that  he  should 
be  the  disbursing  officer.  Of  course,  if  you 
desire  to  change  it,  that  is  all  right.  I think 
it  is  in  very  good  hands  just  like  it  is. 

The  Chairman : I think  the  question  is, 
not  as  to  the  custodian  of  that  fund,  but  as 
to  the  disposition  of  the  fund;  that  wasn’t 
right  clear  in  the  minds  of  the  members. 

Dr.  Burns:  Dr.  West  knows  more  about 
this  matter  than  anybody  else.  Where  does 
he  want  to  put  it?  I think  he  can  place  it 
where  it  can  best  be  used. 

The  Secretaty : I think  a reasonable 
amount  should  be  paid  to  the  Roane  County 
Medical  Society  to  be  paid  to  the  lawyer.  I 
think  another  reasonable  portion  ought  to  be 
reserved  for  paying  future  costs  by  whomso- 
ever the  fund  is  to  be  delivered  to.  Dr.  Mc- 
Cabe says  that  it  be  given  to  the  Treasurer, 


and  the  Treasurer,  I am  sure,  will  want  ex- 
plicit instructions  as  to  how  to  dispose  of  it. 

Dr.  McCabe : The  motion  was  that  the 
sum  of  $500.00  be  collected  for  the  case  of 
State  vs.  Anderson,  and  that  any  sum  over 
$500.00  be  placed  as  a separate  and  distinct 
fund  for  future  suits  or  for  future  trouble, 
and  I move  that  Dr.  West  be  given  complete 
control  of  that  fund,  and  let  it  be  disbursed 
according  to  his  own  ideas  and  judgment.  It 
must  be  placed  in  one  man’s  hands.  The 
Board  of  Trustees  live  in  different  sections ; 
therefore  I think  it  should  be  placed  in  one 
man’s  hands  and  he  should  be  given  the  fund. 

Seconded. 

The  Secretary : Doctor,  add  to  that  motion 
that  a statement  showing  the  status  of  the 
fund  be  published.  (Agreed  to.) 

The  Chairman:  You  have  heard  the  mo- 
tion that  this  fund  be  placed  with  Dr.  West 
for  such  disposition  as  to  his  best  judgment 
seems  proper,  and  that  a statement  of  the 
amount  and  disposition  of  it  be  duly  pub- 
lished in  the  Journal.  Is  there  any  discus- 
sion? 

A Member : Question. 

The  Chairman : All  in  favor  of  the  motion 
signify  it  by  saying  “aye.”  Carried. 

The  Chairman:  We  will  now  hear  from 
the  Nominating  Committee. 

Dr.  Broyles : The  committee  desires  to 
nominate  Dr.  Joseph  F.  Gallagher  of  Nash- 
ville as  a member  of  the  Board  of  Trustees. 

Dr.  Roberts : I move  that  the  Secretary  be 
instructed  to  cast  the  entire  vote  of  the 
House  in  favor  of  Dr.  Gallagher  as  a member 
of  the  Board  of  Trustees  for  the  unexpired 
term  of  Dr.  Cowden.  Seconded. 

The  Chairman:  You  have  heard  the  mo- 
tion. All  in  favor  of  that  motion  signify  it 
by  saying  “aye.”  Carried. 

The  Secretai’y : If  Dr.  Gallagher  will  sit 
up  a little  straighter,  I will  cast  the  unani- 
mous vote  of  this  House  of  Delegates  for  him 
as  Trustee  for  the  unexpired  term  of  Dr. 
Cowden.  (Vote  cast  by  Secretary.) 

The  Chairman:  Dr.  Gallagher  has  demon- 
strated that  he  can  get  straight,  if  he  wants 
to.  Any  further  business?  Dr.  West  has 
just  suggested  that  it  might  be  well  to  ex- 
press our  sentiments  in  regard  to  the  suit 
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that  the  American  Medical  Association  is  now 
yoing  through  with  in  Chicago,  and  if  the 
House  of  Delegates  sanction  that  view,  I 
would  be  glad  to  entertain  a motion.  Here 
is  a good  chance  to  decide  whether  we  are 
on  the  side  of  organized  medicine  or  whether 
we  are  on  the  side  of  patent  medicines. 

A Member : I move  you  that  our  Secretary 
be  instructed  to  wire  or  to  write  the  Ameri- 
can Medical  Society  that  we  heartily  endorse 
their  action,  and  hope  that  they  will  be  vic- 
torious in  their  case.  Seconded. 

The  Chairman : The  form  of  that  letter 
will  be  left  to  the  Secretary.  You  understand 
the  sentiment  of  the  motion.  All  in  favor  of 
the  motion  signify  it  by  saying  “aye.”  Car- 
ried. 

The  Chairman : Gentlemen,  before  we  ad- 
journ, 1 think  there  is  one  thing  that  might 
be  said  to  this  House  of  Delegates  that  we 
have  not  organized  in  this  state  as  we  ought 
to.  We  have  not  the  number  of  men  in  the 
society  in  proportion  to  the  outside  number 
of  registered  regular  physicians,  and  it  is  up 
to  the  Councilors  and  County  Secretaries  to 
see  that  this  is  corrected.  Some  of  the  coun- 
tj'  secretaries  come  here  with  that  idea  in 
their  mind,  but  the  Councilors  ought  to  keep 
l)ehind  the  county  secretaries  and  see  if  that 
can’t  be  improved.  Now,  for  instance,  in  my 
own  county,  one  of  the  largest  counties  in 
the  state  in  point  of  population,  we  haven’t 
the  members  in  our  society  today  that  has 
this  county  (Knox),  which  is  very  much 
smaller  than  ours  both  in  population  and  in 
number  of  physicians.  Now  the  burden  of 
that  rests  on  the  secretary  of  the  county  so- 
ciety and  if  he  don’t  know  it  he  will  within 
twenty-four  hours  after  1 get  back  home.  Let 
the  seci’etaries  get  behind  the  members  and 
the  councilors  get  behind  the  secretaries  and 
see  if  we  cannot  make  a better  showing  next 
year  in  the  number  of  registered  physicians 
in  the  state. 

Another  thing  is  this.  The  defense  fund  is 
certainly  lagging  because  it  has  not  been 


properly  brought  to  the  attention  of  the  mem- 
bers that  they  can  get  reasonable  medical  de- 
ft use  for  one  dollar.  The  gentlemen  were 
talking  yesterday  about  being  able  to  get  it 
for  $15.00.  I can’t  get  it  for  less  than  $35.00. 
1 want  to  go  around  and  see  where  they  can 
get  it  for  $15.00.  I think  that  is  the  senti- 
ment of  the  House  of  Delegates,  and  they 
ought  to  put  it  on  a basis  so  that  we  will 
have  a better  showing  next  year. 

The  Secretary : Mr.  President,  the  Hoiise 
of  Delegates  of  the  Tennessee  State  Medical 
Association  has  received  this  letter: 

To  the  President  and  House  of  Delegates,  Tennessee 

State  Merlical  Association. 

Gentlemen : 

We,  the  undersigned,  have  been  appointed  a com- 
mittee to  notify  you  that  next  year  the  Section  on 
Eye,  Ear,  Nose  and  Thoat  will  begin  its  session  at 
S p.  m.  on  the  first  day  of  the  regular  session,  and 
continue  through  the  next  day,  and  to  request  you 
that  we  be  furnished  an  official  stenographer  for 
this  time. 

Respectfully, 

CHAS.  HUFF.  DAVIS, 

A.  B.  DANCY, 

E.  L.  ROBERTS, 

Committee. 

The  Secretary:  Mr.  President,  the  Section 
on  the  Eye,  Ear,  Nose  and  Throat  was  formed 
last  year— duly  organized — and  had  their 
first  meeting  yesterday.  We  were  able  to 
have  the  official  stenographer  take  the  pro- 
ceedings of  the  section  this  time,  but  if  they 
are  to  sit  on  the  second  day  of  the  meeting, 
we  will  have  to  employ  an  additional  stenog- 
rapher. It  is  the  purpose  of  this  request  to 
the  House  of  Delegates  to  ask  that  we  fur- 
nish them  this  service. 

Dr.  Broyles:  I move  that  this  matter  be 
referred  to  the  Secretary.  Seconded. 

The  Chairman : Does  that  carry  with  it 
the  recommendation  that  he  provide  a stenog- 
rapher? 

Dr.  Broyles:  Yes,  sir. 

The  Chairman : All  in  favor  of  that  mo- 
tion signify  it  by  saying  “aye.”  Carried. 
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The  Chairman:  Any  other  business? 

A Member:  Before  we  adjourned  yester- 
day we  were  successful  in  collecting  a fund 
for  the  prosecution  of  this  quack.  I think  it 
advisable  that  every  delegate  in  returning 
home  shall  see  that  this  is  published  in  his 
local  paper,  so  that  these  quacks  will  see 
what  the  State  Medical  Society  is  doing  and 
what  they  expect  to  do  in  regard  to  these 
quacks.  I think  it  would  have  a wonderful 
effect.  I move  that  the  House  of  Delegates 
see  that  their  local  papers  publish  the  pro- 
ceedings of  this  meeting  in  that  respect.  Sec- 
onded. 

The  Chairman:  You  have  heard  the  mo- 
tion. All  in  favor  of  it  signify  it  by  saying 
“aye.”  Carried. 

Dr.  Lequire : I would  like  to  discuss  that 
question. 

The  Chairman:  I will  be  glad  to  reopen 
the  matter,  Dr.  Lequire. 

Dr.  Lequire:  You  know  what  the  public 
is  very  skeptical  on  the  c|uestion  of  organ- 
ized medicine.  It  has  been  my  observation 
that  if  you  give  too  much  publicity  to  such 
matters  it  will  serve  to  advertise  the  quack 
better  than  anything,  if  you  go  to  advertising 
that  in  the  newspapers.  It  will  make  enmity 
against  the  medical  profession  in  a great 
many  respects.  Let  us  do  what  we  do  with- 
out making  a great  blow  about  it,  and  show 
the  man  what  we  can  do  and  not  make  too 
much  blow  of  it.  I have  noticed  a great 
many  unethical  members  coming  into  a neigh- 
borhood and  starting  out  into  practice.  We 
had  a quack  practicing  in  our  country.  If 
you  start  out  with  the  local  profession  to 
fight  him,  that  is  what  he  wants,  but  if  you 
say  nothing,  but  go  ahead  and,  without  ad- 
vertising him,  prosecute  him  and  say  very 
little  about  it,  you  will  get  the  desired  re- 
sults. That  is  my  idea  about  it. 

Dr.  Carmichael:  I don’t  think  that  this 
resolution  can  be  of  much  service  so  far  as 
quacks  are  concerned.  I think  it  should  be 
handled  through  the  regular  channel.  If  one 
of  them  sticks  his  head  up,  crack  it ; but  don’t 
say  anything  about  it,  but  crack  it  hard 


enough  to  put  him  out  of  business.  It  is  just 
as  the  Doctor  says:  If  we  go  to  advertising 
it,  they  will  think  that  we  are  jealous  of 
them.  I move  you  that  the  resolution  be 
tabled.  Seconded. 

The  Chairman:  You  have  heard  the  mo- 
tion. Going  back  on  my  tracks,  do  you  de- 
sire to  consider  the  motion  now  as  if  it  had 
not  been  put ; but,  in  order  to  table  a motion 
it  requires  a two-thirds  vote.  All  in  favor  of 
tabling  this  motion  will  signify  it  by  saying 
“aye.”  Carried. 

The  Chairman : Is  there  any  further  busi- 
ness. Does  any  one  know  of  any  other  busi- 
ness that  will  necessitate  the  House  of  Dele- 
gates to  call  another  session  at  two  o’clock? 

A Member:  Was  there  not  some  motion 
entered  that  was  to  be  acted  on  this  morning 
relative  to  the  amendment  of  the  Constitu- 
tion and  By-laws? 

Dr.  Haase : I withdraw  that  motion  and 
Avill  give  the  Committee  on  Medical  Defense 
another  year  with  the  secretaries  of  the  coun- 
ty societies  to  see  if  they  can’t  work  it  out. 

The  Chairman : That  motion  introduced  to 
amend  the  by-laws  was  with  reference  to  the 
change  of  dues  to  include'  one  dollar  for  the 
Medical  Defense  Fund,  and  is  withdrawn.  Is 
there  any  further  business? 

Dr.  Troutt : There  is  one  thing  that  I Avant 
to  bring  to  the  attention  of  the  House  of  Del- 
egates, and  that  is  that  the  medical  profes- 
sion is  not  taking  much  interest  in  the  move- 
ment for  national  preparedness.  All  the  re- 
sources of  the  country  are  being  tabulated 
and  catalogued  by  the  nation  in  the  event  of 
war.  The  automobile  trucks  are  being  listed 
and  different  economic  provisions  are  being 
catalogued.  I think  the  medical  profession 
ought  to  take  that  under  consideration.  The 
Medical  Reserve  Corps  is  open  to  any  physi- 
cian who  Avants  to  take  the  examination,  and 
not  only  that,  but  the  men  who  join  the  Med- 
ical Reserve  Corps  are  the  men  who  can  give 
as  much  or  as  little  time  as  they  choose.  The 
main  idea  is  that  the  men  will  be  listed  Avith 
the  War  Department  in  case  of  war.  During 
the  Spanish-American  war,  Ave  had  some 
blacksmiths,  dentists  and  other  men  who  were 
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not  as  capable  as  they  should  have  been.  I 
am  sure  that  the  War  Department  is  very 
anxious  that  the  medical  profession  take  this 
up  and  get  in  line  with  preparedness,  and,  as 
1 say,  there  is  a movement  on  foot  now  to 
get  the  medical  corps  men  all  over  the  larger 
states.  It  is  going  to  be  brought  to  the  at- 
tention of  every  one  of  the  county  societies 
very  soon.  I throw  that  in  as  a suggestion. 

The  Chairman : Is  there  any  further  busi- 
ness? If  not  I will  entertain  a motion  that 
we  adjourn. 

A Member:  I move  that  we  adjourn.  Sec- 
onded. 

The  Chairman : It  is  moved  and  seconded 
that  we  adjourn.  All  in  favor  of  it  signify  it 
by  saying  “aye.” 

Carried.  Adjourned. 


REPORT  OF  COMMITTEE  ON  CON- 
SERVATION OF  VISION. 

To  the  House  of  Delegates: 

Sinee  the  last  meeting  I have  had  five  lec- 
tures delivered  on  the  subject  of  Conservation 
of  Vision,  as  follows : 

Memphis,  Tenn.,  April  16,  1915,  at  the 
Nineteenth  Century  Club,  by  Dr.  J.  B.  Stan- 
ford of  Memphis. 

Covington,  Tenn.,  April  27,  1915,  by  Dr.  J. 
B.  Stanford. 

Sparta,  Tenn.,  January  21,  1916,  by  Dr.  A. 
F.  Richards  of  Sparta. 

Franklin,  Tenn.,  February  10,  1916,  by  Dr. 
Hilliard  Wood  of  Nashville. 

Memphis,  Tenn.,  March  29,  1916,  by  Dr. 
E.  C.  Ellett. 

In  addition  to  this,  I have  an  appointment 
to  deliver  one  on  the  27th  inst.  before  the 
Parent  Teachers’  Association  of  the  Central 
High  School  of  Memphis. 

It  has  been  very  difficult  for  some  reason  to 
get  the  necessary  co-operation,  and  most  of 
those  to  whom  I have  written  in  regard  to  the 
lectures  do  not  reply  to  my  letters  at  all.  I 
do  not  know  how  else  to  remedy  this  than  to 
persevere,  Avhich  I will  do. 

E.  C.  ELLETT. 


“EXHIBIT  A.” 

LIST  OF  COUNTIES,  MEMBERSHIP, 

NUMBER 

PAYING 

FOR  MEDICAL 

DEFENSE. 

1915 

1915 

1916 

County 

April 

April 

Anderson 

10th 

13 

13 

3rd 

11 

Bedford  

15 

15 

15 

Blount  - 

o 

o 

1 

Campbell  _ - 

- 1 

2 

1 

Carroll 

- 17 

19 

9 

Che.ster 

0 

0 

0 

Cocke  

0 

0 

0 

Coffee  

0 

0 

4 

Crockett 

0 

0 

0 

Cumberland 

5 

5 

6 

Davidson  

. -----  IK) 

129 

123 

Dickson  __  

— 0 

2 

3 

Dyer  

14 

16 

19 

Fayette  - 

---  1 

1 

2 

Franklin  _ 

--  0 

5 

8 

Gibson  

20 

20 

21 

Giles  - - — 

- 17 

19 

20 

Greene 

--  1 

2 

3 

Grundy  

8 

8 

8 

Hamblen  

- --  --  9 

9 

15 

Hamilton  

--  16 

17 

17 

Hardeman  . . . 

- 1 

1 

0 

Haywood  

, - ,8 

9 

4 

Henderson  _ . 

4 

4 

3 

Heniw 

--  1 

1 

3 

Hickman  - - . . 

0 

1 

0 

Jackson 

. - 11 

12 

12 

Jefferson  

13 

16 

14 

Knox  

61 

64 

Lake 

1 

1 

3 

I^uderdale  

0 

1 

2 

Lincoln  

14 

14 

14 

Loudon  _ _ 

. --  - 1 

1 

1 

McMinn  _ . . . 

1 

1 

0 

McNairy  _ . 

- 5 

5 

12 

Macon  

0 

0 

4 

Madison  

--  28 

29 

25 

Marshall 

16 

16 

13 

Maury 

--  0 

1 

2 

Monroe  - - 

10 

10 

11 

Montgomery  

6 

6 

9 

Obion  

0 

7 

0 

Overton  . . 

8 

8 

0 

Polk  . 

0 

0 

0 

Putnam  

17 

IS 

10 

Rhea  . . 

- - 6 

6 

8 

Roane  

10 

10 

7 

Robertson  . . . . 

6 

7 

11 

Rutherford 

0 

0 

5 

Scott  

0 

0 

8 

Sevier  

0 

0 

0 

Shelby  

50 

67 

20 

Smith  _ 

0 

0 

0 

Stewart  _ 

0 

1 

0 

Sullivan,  Carter 
son  _ _ . 

and  Johii- 
5 

5 

1 

Sumner  

13 

13 

0 

Tipton  

--  10 

11 

10 

Unicoi  

0 

0 

0 

Warren  

- - 4 

4 

2 

AVashington  _ . 

10 

13 

15 

Weakley  

10 

11 

7 

White  

13 

14 

12 

Williamson  

7 

7 

7 

Wilson  

- 3 

4 

5 

Total 604  680  610 

This  table  is  part  of  the  report  of  the  Committee  on  Medical 
Defense. 
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EDITORIALS 


CHARLES  NORRIS  COWDEN 


President  Tennessee  State  Medical  Associa- 
tion. 


Our  new  President,  Charles  Norris  Cow- 
den,  son  of  Dr.  John  Cowden  and  Mrs.  Mary 
Leonard  Cowden,  was  born  near  Petersburg, 
Tennessee,  in  the  year  1864.  He  received  his 
preliminary  educational  training  in  the  ele- 
mentary schools  of  Petersburg  and  at  the 
Normal  College  at  Winchester,  and  in  1886 
received  his  M.  D.  degree  from  Vanderbilt 
University. 

Dr.  Cowden  entered  upon  the  practice  of 
medicine  at  Petersburg,  where  his  honored 
father  had  been  long  engaged  in  the  duties 
of  a large  practice.  In  1899,  Dr.  Cowden 
went  to  Fayetteville,  in  which  city  he  was 
very  successful  until  1906,  when  he  removed 
to  Nashville,  his  present  home. 

For  two  years  after  coming  to  Nashville 
Dr.  Cowden  was  a member  of  the  teaching 
force  of  the  Vanderbilt  School  of  Medicine, 
and  was  Professor  of  Gynecology  in  the  Med- 
ical Department  of  the  University  of  Ten- 
nessee during  the  years  1909,  1910  and  1911. 
He  is  now  Attending  Surgeon  at  the  Nash- 
ville City  Hospital  and  Attending  Gynecolo- 
gist at  St.  Thomas  Hospital. 

Dr.  Cowden  has  been  actively  interested  in 
the  medical  societies  of  his  section  for  many 
years  and  has  served  as  president  of  his 
county  organization  and  the  Middle  Tennes- 


see Medical  Association,  and  now  has  been, 
chosen  as  head  of  the  State  Medical  Associa- 
tion. He  holds  membership  in  various  med- 
ical and  surgical  societies  outside  his  own 
state  and  is  a Fellow  of  the  American  Col- 
lege of  Surgeons.  For  two  years  just  past  he 
has  served  as  Treasurer  of  the  Tennessee 
State  Medical  Association. 

Charles  Norris  Cowden  is  known  to  his 
friends  as  a gentleman,  unselfish  and  unafraid. 
Troubles  have  assailed  him,  but  never  over- 
come him ; in  adversity  his  friends  have  al- 
ways found  him  with  a smile  on  his  face  and 
with  no  word  of  complaint  from  his  lips. 
When  fortune  has  favored  he  has  always 
been  eager  to  share  her  bounties  with  those 
less  abundantly  supplied  than  he.  He  has 
ever  been  found  in  the  councils  of  those 
who  believe  in  the  right  and  who  are  willing 
to  struggle  for  its  advancement. 

The  administration  of  the  affairs  of  our 
Association  has  been  put  into  capable  hands. 
In  Charles  Norris  Cowden  our  members  will 
find  a President  who,  like  others  that  have 
lately  laid  down  the  charge,  will  give  the 
best  that  is  in  him  for  the  elevation  and  ad- 
vancement of  organized  medicine  in  Tennes- 
see. 


THE  A.  M.  A.  DETROIT  MEETING. 

Tennessee  .should  be  well  represented  at  the 
coming  meeting  of  the  American  Medical  As- 
sociation at  Detroit.  June  12-16.  The  time  has 
come  when,  as  never  before,  the  physicians  of 
the  whole  country  should  show  to  the  world 
that  they  believe  in  the  maintenance  and  ad- 
vancement of  high  standards  in  medicine  and 
that  they  are  enthnsia-stically  and  everlastingly 
behind  the  officers  of  the  A.  M.  A.  in  their 
fight  against  quacken’’  and  fraud  wherever 
found.  If  there  is  one  state  that  should  .show 
more  than  another  its  determination  to  uphold 
the  Joui’ual  of  the  American  Medical  Associa- 
tion in  the  splendid  work  it  has  done  for  the 
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suppression  of  worthless  patent  medicines,  Ten- 
nessee is  that  state.  The  presence  of  a large 
delegation  at  the  Detroit  meeting  will  go  to 
show  that  Tennessee  is  determined  to  stand  by 
the  colore  of  organized  medicine  in  the  strug- 
gle for  right  over  wrong. 

We  invite  the  attention  of  our  readere  to  the 
advertisement  of  the  L.  & N.  Railroad  Com- 
pany which  appears  in  this  issue  giving  infor- 
mation concerning  the  service  of  this  road  for 
i those  who  will  go  to  Detroit.  Reservations 
[ should  be  made  at  once  for  Pullman  accommo- 
dations. 

Detroit  is  well  provided  with  hotels,  but  if 
one  wishes  to  be  sure  that  he  will  be  comfort- 
ably located  he  should  make  his  arrangements 
early. 


THE  KNOXVILLE  MEETING. 

The  doctor  who  cannot  see  that  medical  or- 
ganization is  worth  while  was  not  at  the  Knox- 
ville meeting.  The  doctor  who  feels  that  he 
is  self-sufficient  was  not  there.  The  doctor  who 
is  satisfied  with  what  he  already  knows  was 
not  there.  The  doctor  who  is  suspicious  of  his 
brother  practitioner  without  just  cause  was  not 
there.  The  doctor  who  is  “in  the  game’’  for 
what  he  can  get  out  of  it  for  himself  was  not 
there.  Many  of  our  really  best  men  were  not 
there,  for  one  reason  or  another. 

But  four  hundred,  more  or  less,  of  the  very 
highest  type  of  Tennessee  physicians  were  there 
and  glad  to  be  there. 

The  1916  annual  meeting  was  a success.  A 
fine  attendance  of  fine-looking  men,  who  went 
to  the  meetings  and  stayed  through  them,  heard 
the  best  presidential  address  ever  yet  read  in 
Tennessee  or  elsewhere.  They  listened  with  in- 
terest and  profit  to  good  papers  and  discus- 
sions. They  found  great  pleasure  in  mingling 
with  their  professional  friends  from  all  parts 
of  the  state.  They  were  delightfully  enter- 
tained by  the  Knoxville  profession.  They  gave 
and  they  got  what  was  worth  having  and  went 


home  better  men  and  better  doctors  than  they 
were  when  they  came  to  the  meeting. 

The  presence  of  men  who  have  made  their 
infiueuce  felt  in  Tennessee  medicine  but  who 
have  gone  from  us  within  the  year  was  missed 
and  their  absence  was  mourned.  That  others 
were  tliere  who  have  lately  renewed  their  old 
relations  to  our  state  society  was  a source  of 
sincere  pleasure  to  everyone. 

The  out-of-the-.state  guests  who  contributed 
to  the  Knoxville  program,  Drs.  Cubbins, 
Fischer,  and  Calhoun,  added  very  greatly  to 
the  wonderful  success  of  the  meeting  and  won 
the  respect  and  regard  of  our  members. 

The  House  of  Delegates  attended  to  busi- 
ness. 

The  Knoxville  doctors  did  everything  for  the 
pleasure  and  convenience  of  the  visitors  and 
showed  themselves  to  be  what  they  are — game, 
generous,  gracious  and  going  men. 

If  you  didn’t  go  to  Knoxville  you  don’t 
know  what  you  missed.  The  only  way  for  yon 
to  make  up  for  not  being  there  is  for  you  to  go 
to  work  and  do  something  for  the  success  of 
your  local  society  this  year  and  get  ready  for 
the  Nashville  meeting  next  April. 


FIRST  AID  COMMITTEE. 

Drs.  L.  E.  Burch,  Battle  Malone,  W.  C. 
Campbell,  S.  R.  Miller,  and  J.  M Troutt  were 
appointed  a First  Aid  Committee  by  President 
Ellett,  acting  upon  a request  from  Dr.  J.  C. 
Bloodgood,  Secretary  American  First  Aid  Con- 
ference. 


News  Notes  and  Comment 

Dr.  H.  Clay  Long,  of  East  Lake,  Hamilton 
County,  Tenn.,  has  accepted  a two-year  ap- 
pointment with  Bellevue  and  Allied  Hospi 
tals,  of  New  York  City. 


Dr.  Henry  Berlin,  for  nearly  thirty  years 
one  of  Chattanooga’s  busiest  and  most  loved 
physicians,  died  on  March  31,  1916.  The  June 
Journal  will  contain  some  account  of  his  life 
and  work  by  one  of  his  co-workers  of  his  home 
city. 
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Applicants  for  admission  to  the  Medical 
Corps  of  the  Navy  will  be  examined  at  various 
places  on  or  about  June  16.  Pull  information 
may  be  had  from  the  Surgeon  General  of  the 
Navy. 


The  Samuel  D.  Gross  prize  of  $1,500  will  be 
awarded  by  the  Philadelphia  Academy  of  Sur- 
gery to  the  writer  of  the  best  original  essay  on 
a subject  in  surgical  pathology  or  surgical  prac- 
tice. Essays  will  be  received  until  January 
1,  1920. 


New  and  Non-Official  Remedies,  1916,  is 
ready.  This  book,  issued  by  the  Council  of 
Pharmacy  and  Chemistry  of  the  A.  M.  A.,  is 
almost  a necessity  for  the  doctor  who  wants 
to  know  about  new  remedies — what  they  are 
good  for  and  where  to  get  them — and  for  the 
doctor  who  wants  to  use  the  best  remedies 
rather  than  those  with  no  merit.  The  book 
can  be  had,  for  one  dollar,  from  the  A.  M.  A., 
Chicago. 


Did  you  know  that  there  are  doctors  in  Ten- 
nessee who  admit  that  they  prescribe  Wine  of 
Cardui  ? 


Did  you  know  that  there  are  other  doctors 
in  Tenne.ssee  who  defend  the  manufacture  and 
sale  of  patent  medicines  which  are  widely  ad- 
vrtised  as  being  able  to  do  what  they  them- 
selves know  the  stuff  cannot  do? 


What  is  there  in  tliLs  world  that  can  make 
doctors  do  what  they  know  they  should  not  do 
for  the  benefit  of  patent  medicine  makers? 


Zemp-Nash-Davis,  the  world’s  greatest  en- 
tertainment team.  Address,  Knoxville,  Tenn. 


Dr.  Battle  Malone,  Memphis,  was  on  hand 
at  Knoxville,  but  was  forced  to  return  to  his 
home  by  reason  of  illness. 


Where  is  the  fellow  who  said  that  we  could 
not  have  a well  attended  meeting  in  East  Ten- 
nessee ? 


And  the  other  fellow's  who  wrote,  tele- 
phoned or  wired  the  Secretary  to  change  the 
place  of  meeting  wdien  the  Knoxville  hotel 
burned  ? 


Yes,  they  wrote,  telephoned  and  tele- 
graphed us,  but  we  “jus’  laffed.’’ 


Dr.  Robert  Fagin,  Memphis,  w'as  married  to 
Miss  Hattie  McGee,  at  Baldwyn,  Mississippi, 
on  April  2. 


Candidates  for  Assistant  Surgeon  U.  S.  P.  H. 
Service  will  be  examined  at  the  Bureau,  Wash- 
ington, and  at  various  U.  S.  Marine  HospitaLs 
on  May  31,  1916. 


SECTIONAL  SOCIETY  MEETINGS. 

The  West  Tennessee  Medical  and  Surgical 
Association  will  meet  at  Jackson  on  May  18,  19. 
Dr.  I.  A.  McSwain,  Paris,  is  the  Secretary. 

The  semi-annixal  meeting  of  the  Middle  Ten- 
nessee Medical  Association  will  be  held  at 
Lewisburg,  May  18,  19.  Dr.  Jack  Wither- 
spoon, Nashville,  is  the  Secretary. 

The  annual  meeting  of  the  Upper  Cumber- 
land Medical  Society,  Dr.  E.  W.  Mabry, 
Gainesboro,  Secretary,  wdll  be  at  Monterey, 
May,  23,  24. 

Thepe  are  all  “going’’  organiza/tions  and 
their  meetings  are  always  w'orth  while. 


NEW  COUNTIES  IN  THE  FOLD. 

The  Bradley  County  Medical  Society  is  now' 
one  of  the  units  of  the  Tennessee  State  Medical 
Association,  having  been  organized  on  March 
24. 

Dr.  J.  L.  McKenzie  is  President,  Dr.  J.  L. 
MeClary,  Vice-President,  and  Dr.  Dabney 
Minor,  Secretary. 

They  are  all  coming  in.  Hawkins,  Wayne, 
Coffee,  Hardin,  Decatur  and  Bradley  are  all 
new  counties  in  our  organization,  but  they  all 
seem  to  “mean  business”  and  if  promises  pan 
out  some  of  the  older  societies  must  look  to 
their  laurels. 

The  Tennessee  State  Medical  Association  as 
a whole  and  in  its  separate  units  offers  w'el- 
come  to  our  new  county  societies. 
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WHAT  RESULTS  HAVE  THE  NEWER 
TESTS  EOR  KIDNEY  EUNCTION 
BROUGHT  THE  INTERNIST? 


By  J.  B.  McElroy, 
jMemphis,  Tenn. 


It  would  seem  that  the  investigation  of  med- 
ical problems  is  proceeding  from  a functional 
rather  than  from  a structural  basis  at  the  pres- 
ent time ; that  pathological  physiology  is  assum- 
ing the  importance  which  formerly  was  bestowed 
upon  pathological  anatomy.  As  evidence,  wit- 
ness the  importance  which  the  polygraph,  the 
electrocardiogram,  and  the  sphygmomanometer 
occupy  in  the  clinic  to  determine  the  efficiency  of 
the  myocardium ; the  numerous  tests  for  the  ex- 
ternal secretions  and  other  functions  of  the  pan- 
creas ; the  motor  meals,  the  X-ray,  and  test 
breakfast  to  obtain  an  insight  into  the  functions 
of  the  stomach ; the  iodine  number  and  the  ex- 
cretion of  urobilin  in  the  urine  and  feces  to  de- 
termine the  presence  of  a hypersplenism ; the 
sugar  and  tetrachlorphthalein  tests  for  hepatic 
sufficiency.  IMore  prominent,  however,  in  recent 
years  than  any  of  these  have  been  the  investi- 
gations to  determine  the  functional  capacity  of 
the  kidney.  Indeed,  so  much  has  been  accumu- 
lated, both  with  reference  to  the  tests  and  to  their 
significance,  that  a short  discussion  of  the  ques- 
tion, '‘What  Results  Have  the  Nezver  Tests  for 
Kidney  Function  Brought  the  Internist  f ” might 
be  of  interest. 

It  has  been  said  that  “ in  the  evolution  of  ev- 
ery science  there  are  three  stages  to  be  recog- 
nized ”■ — the  first,  that  of  its  dawn,  when,  from 
observation  of  a few  facts,  the  wide  possibilities 
of  the  science  impress  themselves  upon  the  worker 


and  stimulate  the  imagination,  so  that  forthwith 
he  proceeds  to  indulge  in  wide  hypothesis.  These, 
in  turn,  form  the  basis  of  further  observation  in 
order  that  they  may  be  tested,  with  the  result 
that  time  and  again  they  are  found  erroneous  or 
inadequate.  With  this,  a second  (reactive)  stage 
becomes  manifest,  in  which  it  is  appreciated  that, 
before  sound  generalizations  or  laws  can  be  es- 
tablished, the  facts  and  data  of  the  science  must 
be  carefully  accumulated  and  marshaled.  It  is 
when  this  has  been  accomplished  that  one  can 
enter  upon  its  third  (complete  stage),  in  which 
an  adequate  knowledge  of  the  factors  involved 
permits  the  establishment  of  general  laws. 

The  first  and  second  periods  of  the  science  of 
testing  kidney  function  have  been  rather  inten- 
sively developed  in  all  of  the  great  clinics  of  this 
country  and  abroad  ; and  if  the  third  period  has 
not  yet  been  fully  realized,  much  of  advantage 
has  been  applied  to  medical  diseases  of  the  kid- 
ney. 

The  Development  of  Eunctional  Kidney 
Tests. 

In  1881,  Eleischer  followed  the  excretion  of 
sodium  chloride,  nitrogen,  and  phosphoric  acid, 
and  demonstrated  that  different  parts  of  the  kid- 
ney show  selective  excretory  function. 

In  1887,  Bouchard  described  a method  for  de- 
termining the  urotoxic  coefficient.  From  this 
time  until  1904  numerous  tests  were  introduced 
to  test  the  efficiency  of  one  or  both  kidneys, 
among  which  may  be  mentioned  phloridizin  dia- 
betes ; the  excretion  of  dye  stuffs,  such  as  methyl- 
ene blue  and  indigo  carmin ; the  electric  con- 
ductivity of  the  body  fluids;  and  tests  designed 
to  determine  the  dilution  and  concentration  pow- 
ers of  the  kidney,  such  as  the  cryoscopy  of  the 
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urine  and  blood,  experimental  polyuria,  the, mo- 
lecular elimination,  and  euphyllin  polyuria. 

In  1904,  Schlayer  and  his  coworkers,  combin- 
ing the  anatomical  and  functional  method  in  the 
study  of  experimental  nephritis  in  animals, 
showed  that  quite  different  results  were  obtained 
in  vascular  and  tubular  nephritis.  In  1910  they 
applied  these  results  to  the  study  of  nephritis  in 
patients.  They  were  led  to  adopt  the  excretion 
of  water  and  lactose  as  tests  for  glomerular 
function,  and  sodium  chloride  and  potassium 
iodide  as  tests  for  tubular  function. 

In  1909,  Rowntree  and  Geraghty  introduced 
phenolsulphonephthalein  as  a test  for  total  kid- 
ney function,  the  value  of  which  has  pretty  gen- 
erally been  confirmed  by  numerous  workers. 
From  the  time  that  Prevost  and  Dumas  found 
an  increase  of  urea  content  in  the  blood  after 
extirpation  of  the  kidneys,  numerous  observers 
have  sought  for  various  nitrogenous  products  in 
the  blood  to  explain  uraemia  and  to  account  for 
kidney  insufficiency.  With  the  introduction  of 
the  micro-chemical  methods  of  Folin  and  others 
for  the  determination  of  these  substances,  new 
impetus  has  been  given  to  the  determination  of 
kidney  sufficiency  in  this  direction — e.  g.,  the  de- 
termination of  the  rest  nitrogen,  urea,  ammonia 
nitrogen,  uric  acid,  creatin,  creatinin,  amino- 
nitrogen,  and  residual  nitrogen. 

In  1909,  W^ohlgemuth  introduced  a method  to 
determine  the  diastatic  activity  of  the  urine  as  a 
test  for  kidney  function.  Ambord  suggested 
the  ratio  of  urea  content  of  the  blood  and  urine 
as  a test  for  renal  function.  INIcLean  has  modi- 
fied this  to  the  urea  index. 

In  1911,  Hedinger  and  Schlayer  suggested  a 
renal  test  meal  with  definite  quantities  of  salt 
added.  This  method  has  been  elaborated  by 
Alosenthal,  especially  in  this  country.  V.  iMona- 
kaw  suggested  a test  meal  with  a definite  amount 
of  urea  added  to  study  kidney  efficiency.  Acid- 
osis has  been  blamed  with  certain  manifestations 
of  renal  insufficiency.  Fischer,  Palmer,  Hender- 
son, Selling,  and  others  have  studied  the  rela- 
tion of  the  several  factors  of  acid  excretion  in 
nephritis.  Finally,  Butterfield  and  Erdwunn  and 
Braddock  have  suggested  the  determination  of 
the  freezing  point,  the  refractive  index,  the  spe- 
cific gravity,  the  dry  residue,  and  the  protein 
content  of  the  blood  serum  as  a means  of  dif- 
ferentiating nephropathies,  cardiopathies,  and  al- 
lied conditions. 


^^’ith  so  many  tests,  the  question  naturally  i 
arises:  Which  are  of  the  most  service?  Possi- 
bly no  one  of  these  tests  will  give  all  of  the  in- 
formation desired  as  to  the  complex  functions 
of  the  kidney ; but  it  has  seemed  to  me,  from  a 
study  of  the  literature  and  my  limited  experi- 
ence, that  the  following  tests  will  offer  important 
knowledge  as  to  the  diagnosis,  prognosis,  and 
treatment  of  diseases  of  the  kidney : 

(a)  Hedinger  and  Schlayer  test  meal  as  elab- 
orated by  Mosenthal  in  the  medical  clinic  of  the 
Johns  Hopkins  Hospital. 

Technic:  The  patient’s  total  urinary  output  on 
an  ordinary  diet  and  2000cc.  of  fluids  is  deter- 
mined the  day  before  the  test  meal.  On  the  day 
of  the  test  meal  the  following  nephritis  diet  is 
given : 

For Date 

All  food  is  to  be  salt  free. 

Salt  for  each  meal,  2.3  gms.  is  furnished. 

All  food  or  fluids  not  taken  must  be  weighed 
or  measured  after  meals  and  charted  in  the 
spaces  below. 

Allow  no  food  or  fluid  of  any  kind  except  at 
mealtimes.  Note  any  mishaps  or  irregularities 
that  occur  in  giving  the  diet  or  collecting  the 
specimens. 

Breakfast.  < 

Boiled  oatmeal,  100  gms.  or  3 1-3  oz j 

Sugar,  1-3  teaspoonful , 

Milk,  30cc.  or  1 oz j 

Two  slices  of  bread,  30  gms.  or  1 oz.  each . 

Butter,  20  gms.  or  2-3  oz 

Coffee,  160cc.  or  5 1-3  oz 

Sugar,  1 teaspoonful,  200cc.  or  6 2-3  oz 

Milk,  40c^.  or  1 1-3  oz 

Milk,  200cc.  or  62-3  oz 

Water,  200cc.  or  6 2-3  oz 

Dinner. 

Aleat  soup,  180cc.  or  6 oz 

Beefsteak,  100  gms.  or  3 1-3  oz 

Potatoes  (baked,  mashed,  or  boiled) , 130  gms.  or  4 1-3  oz. 

Green  vegetables  as  desired 

Two  slices  of  bread,  30  gms.  each  or  1 oz 

Butter,  20  gms.  or  2-3  oz 

Tea,  180cc.  or  6 oz 

Sugar,  1 teaspoonful,  200cc.  or  61-3  oz 

Milk,  20cc.  or  2-3  oz 

Water,  250cc.  or  81-8  oz 

Pudding,  Tapioca  or  rice,  110  gms.  or  3 2-3  oz 

Slipper. 

5 P.M. 

Two  eggs  cooked  in  any  style 

Two  slices  of  bread,  30  gms.  or  1 oz 
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Butter,  20  gms.  or  2-3  oz 

Tea,  180cc.  or  6 oz 

Sugar,  1 teaspoonful,  200cc.  or  6 oz 

Milk,  20cc.  or  2-3  oz 

Fruit  (stewed  or  fresh),  1 portion 

Water,  300cc.  or  10  oz 

8 A.M. 

No  food  or  fluid  is  to  be  given  during  the 
night  or  until  8 o’clock  the  next  morning  (after 
voiding),  when  the  regular  diet  is  resumed. 

The  patient  is  directed  to  empty  bladder  at  8 
A.M.  on  the  day  of  test,  and  this  is  thrown  away. 
The  patient  is  provided  with  seven  clean  bottles, 
in  each  of  which  a few  crystals  of  thymol  are 
placed. 

The  patient  is  directed  to  void  at  the  following 
hours:  10  A.M.,  12  A.M.,  2 P.M.,  4 P.M.,  6 
P.M.,  8 P.M.,  and  8 A.M.  the  next  morning. 

The  specimens  are  preserved  and  carried  to 
the  laboratory  at  8:  30  A.M.  at  the  end  of  test. 
The  following  observations  are  made : 

(1)  Total  cpiantity  of  each  specimen. 

(2)  The  specific  gravity  of  each  specimen 

(Tycos). 

(3)  The  total  quantity  of  the  day  urine. 

(4)  The  per  cent  of  nitrogen  and  amount  of 

same  in  gms.  in  the  day  urine  (Folin’s 
method ) . 

(5)  The  per  cent  of  sodium  chloride  and 

amount  of  same  in  gms.  of  the  day  urine 
(Volhard’s  method). 

(6)  The  total  quantity  of  night  urine. 

( 7 ) The  specific  gravity  of  the  night  urine. 

( 8 ) The  per  cent  and  amounr  in  gms.  of  salt 

and  nitrogen  in  night  urine. 

(9)  The  total  amount  of  day  and  night  urine. 

( 10)  The  total  amount  of  salt  and  nitrogen  in 

the  day  and  night  urine. 

(11)  -The  intake  of  water,  salt,  and  nitrogen, 

which  in  the  test  meal  is  1760cc.,  8.5 
gms.,  and  13.4  gms.,  respectively. 

For  normal  is  considered: 

(a)  (1)  A variation  of  ten  points  in  the  specific 
gravity  of  the  day  urine. 

(2)  Total  output  of  urine,  about  400cc.  less 

than  the  intake. 

(3)  Total  output  of  nitrogen,  about  90  per 

cent  of  the  intake. 

(4)  The  total  salt  should  equal  the  intake 

except  in  diarrhoea. 

(5)  A night  urine  of  less  than  400cc.,  sp.  gr. 

about  1018,  and  a nitrogen  concen- 
tration of  1 per  cent  or  more. 


ib)  Phenolsulphonephthalein  output  in  2 hours. 

Technic:  Have  patient  drink  a glass  of  water 
an  hour  before  test  and  empty  bladder  imme- 
diately before  giving  the  injection.  Inject  Icc. 
(.6  mg.)  of  phthalein  deep  into  the  lumbar  mus- 
cles. Collect  all  the  urine  passed  in  2 hours  and 
10  minutes  after  injection.  Dilute  the  urine  to 
lOOOcc.  and  alkalinize  with  25  per  cent  NAOH. 
Quantitate  by  means  of  Rowntree  and  Geragh- 
ty’s  modification  of  Autrenrith’s  and  Konigsber- 
ger’s  colorimeter.  Normal  excretion  in  2 hours 
from  50  to  85  per  cent. 

(c)  Nonprotein  nitrogen  of  the  blood  according 
to  Folin’s  method — normal,  20  to  40  mg.  per 
llcc. 


(d)  Ambord’s  coefficient 


Ur 


I _C_ 
\i  -lb 


in  which : 

ur=Urea  per  liter  of  blood,  in  grms. 

D— Urea  in  urine  in  24  hours,  in  grms. 
P=Weight  of  patient,  in  kilos. 

C= Concentration  urea  per  liter  of  urine — nor- 
mal, .06  to  .09. 


We  have  rarely  used  the  lactose  and  potassium 
iodide  tests,  and  as  yet  have  had  no  experience 
with  the  determination  of  the  factors  of  acid  ex- 
cretion nor  with  Butterfield’s  and  Erdwunn  and 
Braddock’s  methods. 


AS  AN  AID  TO  DIAGNOSIS. 

(a)  To  determine  the  sufficiency  or  insuffi- 
ciency of  the  kidneys:  Various  clinical  signs 
and  symptoms  have  long  been  regarded  as  evi- 
dence of  insufficient  functional  activity  of  the 
kidneys,  such  as  oedema,  uraemia,  cardiac  hyper- 
trophy, hypertension,  and  the  presence  of  albu- 
min and  casts  in  the  urine.  But,  as  Blum  says, 
it  is  not  possible  to  recognize  these  symptoms  in 
all  cases  of  insufficiency  of  the  kidneys,  for  some- 
times all  of  these  symptoms  are  indicated  in  the 
etiologic-pathological  relations  of  various  kinds ; 
and,  again,  there  are  cases  of  diffuse  diseases  of 
the  kidney  in  good  compensation  in  which  nei- 
ther oedema,  uraemia,  nor  cardiac  hypertrophy 
are  present.  Histological  examination  shows  al- 
ways, in  such  cases,  disturbance  of  an  inflam- 
matory nature  in  some  areas  and  compensatory 
hypertrophy  in  other  areas  of  the  same  organ. 

It  is  in  such  cases  that  the  newer  methods 
offer  considerable  aid  in  the  detection  of  insuffi- 
ciency on  the  part  of  the  kidney,  and  conversely 
sometimes  in  eliminating  the  possibility  of  an  in- 
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sufficiency.  Koranyi  in  the  earlier  days  of  func- 
tional kidney  tests  showed  that  every  diseased 
kidney  is  associated  with  an  hyposthenuria — an 
inability  to  pass  a strongly  concentrated  urine — 
and  also  that  the  power  to  exci'ete  a more  diluted 
urine  is  lost  as  well.  These  observations  have 
been  confirmed  by  Hedinger  and  Schlayer  and 
by  Mosenthal.  So  it  would  seem  that  we  have 
in  the  test  meal  described  a method  of  detect- 
ing early  kidney  insufficiency  and  conversely  ex- 
cluding it  when  suspected.  This  may  be  illus- 
trated in  the  following  cases  : 

C.  R.  S. — Male ; White  ; Age,  45. 

Clinical  Diagnosis : Gout,  with  moderate  hyperten- 
sion, no  albumin,  and  rare  casts  in  the  urine.  The  H. 
and  S.  nephritic  test  meal  gave  the  following  result : 


Amt. 

Sp.  Gr. 

10  A.M 

60cc. 

1015 

Phenolsulpho: 

nephthahen. 

12  M 

142cc. 

1017 

65%  in 

2 hrs. 

2 P.M 

177cc. 

1017 

4 P.M.. 

130cc. 

1018 

6 P.M 

_ 164cc. 

1018 

8 P.M. 

220cc. 

1018 

Salt. 

Nitrogen. 

— 

% Gm. 

% 

Total  Day 

_ 893cc. 

.66  5.89 

.98  8.792 

Total  Night 

-_380cc. 

1018 

.47  1.78 

.91  3.434 

Total  

. 1273cc. 

7.67 

12.226 

Intake 

H760cc. 

8.5 

13.4 

+387cc. 

-h.83 

+ 1.174 

Kidney  insufficiency  is  shown  only  in  the 
markedly  fixed  specific  gravity  of  the  day  urine. 

The  next  case  was  in  a lady  with  the  clinical 
diagnosis  of  psychasthenia.  The  blood  pressure 
was:  Systolic,  120;  diastolic,  85.  The  urine 
showed  no  albumin,  but  an  occasional  granular 
cast.  Hedinger  and  Schlayer  gave  the  following 
result : 


Amt.  Sp.  Gr. 


10  .A..M 

62cc. 

1016 

12  M. 

92cc. 

1021 

2 P.M.  _ . 

.-174cc. 

1013 

4 P.M. 

146cc. 

1013 

6. P.M.  _ . 

118cc. 

1025 

8 P.M 

.-  82cc. 

1015 

Salt. 

Nitrogen. 

— 

% Gms. 

% 

Gms. 

Day 

- 676cc. 

.72  4.86 

.77 

5.34 

Night 

— 280cc. 

1026 

.88  2.46 

1.32 

3.70 

Total  

_ 956cc. 

7.32 

9.04 

Intake  _ 

1760cc. 

8.50 

13.40 

Balance- 

.+804CC. 

+ 1.118 

+4.3o 

The  variation  in  specific  gravity  of  the  day 
urine  is  normal,  there  is  slight  water  retention, 
the  salt  and  nitrogen  excretion  are  normal,  and 
the  night  urine  is  normal.  No  polyuria,  normal 
specific  gravity,  and  nitrogen  concentration.  The 
kidney  function  would  not  seem  to  be  impaired. 
IMosenthal  states  that  “ various  and  often  easily 
ascertainable  reasons  may  exist  for  either  re- 
tention or  an  excess  of  excretion  (water),  which 
may  lead  us  to  look  on  these  phenomena  as  pre- 
senting no  abnormalities.” 

(b)  In  the  diagnosis  of  orthostatic  albumi- 
nuria Blum  has  called  attention  to  the  fact  that 
functional  kidney  tests  may  determine  whether 
an  existent  albuminuria  is  due  to  an  orthostatic 
or  so-called  “ harmless  ” albuminuria  or  to  a dis- 
ease of  the  parenchyma  of  the  kidney ; on  the 
other  hand,  he  could  separate  a group  of  cases 
from  the  usual  orthostatic  albuminuria,  which, 
after  the  existence  for  years  of  an  apparently 
harmless  albuminuria,  passed  over  into  a chronic 
nephritis  of  the  interstitial  type.  Jehle  has  shown 
the  importance  of  the  lordotic  factor  in  the  eti- 
ology of  orthostatic  albuminuria,  and  there  was 
an  impairment  in  the  salt  and  water  excretion 
when  the  patient  was  in  the  erect  position,  which 
disappeared  on  assuming  the  recumbent  position. 
It  would  appear  from  the  observations  of  Barker 
and  Smith  in  a limited  number  of  cases  that  there 
was  no,  or  very  little,  impairment  of  the  kidney 
for  the  excretion  of  phenolsulphonephthalein  in 
the  erect  position. 

(r)  To  determine  the  extent  of  renal  or  car- 
diac involvement  in  cardio-renal  cases.  Rown- 
tree  and  Geraghty  have  shown  that  in  chronic 
passive  congestion,  unassociated  with  nephritis, 
the  phthalein  output  may  be  low,  but  not  usually 
as  when  nephritis  is  associated  ; but  with  resto- 
ration of  compensation,  the  phthalein  goes  up. 

It  is  pretty  generally  agreed  that  there  is  very 
little  retention  of  Rest-N  in  pure  passive  conges- 
tion, but  Foster  states  that  this  may  occur  here. 
Mosenthal  has  shown  that  there  is  a prett}'  char- 
acteristic response  to  the  test  meal  during  the 
period  of  decompensation,  during  the  subsidence 
of  the  oedema  and  after  its  subsidence.  As  illus- 
trating the  value  of  the  functional  tests  in  this 
condition  may  he  cited  the  following  cases : 

G.  M. — Black;  Male;  Age,  30.  (Citj'  Hospital.) 

Clinical  Diagnosis : Chronic  endocarditis,  mitral  re- 
gurgitation, mjocardial  insufficiency.  Urine  showed 
alhumin  and  casts. 
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FUNCTION.\L  KIDNEY  TEST.  H.  .^ND  S.  NEPHRITIC 


TEST 

MEAL. 

Amt.  Sp.  Gr 

10  A.M. 

188cc.  1029 

Phthalein. 

T.  N.  P.  N. 

12  M.  . 

92cc.  1026 

45%  in  2 hrs. 

2 P.M.  . 

66cc.  1030 

4 P.M.  . 

36cc. 

6 P.M.  . 

- _ 27cc. 

8 P.M... 

47cc.  1030 

Salt. 

Nitrogen. 

% Gms. 

% Gms. 

Day 

456cc. 

.09  .401 

1.38  6.292 

Night 

240cc.  1025 

1.322 

1.77  4.254 

Total  _ 

696cc. 

1.723 

10.546 

Intake  _ 

1760CC. 

8.5 

13.4 

Balance- 

-1-1064CC 

+6.779 

+2.85 

Shows  a high  fixed  specific  gravity  in  the  day 
urine,  oliguria,  marked  salt  retention,  good  nitro- 
gen excretion  ; normal  night  urine,  and  a moder- 
ately low  sulphonephthalein  excretion,  character- 
istic for  chronic  passive  congestion. 

H.  O. — Black;  Male;  Age,  60.  (City  Hospital.) 

Clinical  Diagnosis : Myocarditis,  myocardial  insuffi- 
ciency, oedema,  ascites,  albumin,  fine  and  coarsely  gran- 
ular casts. 


FUNCTIONAL  KIDNEY  TEST.  H.  AND  S.  TEST  ME.^L. 


Amt. 

Sp.  Gr. 

10  A.M.— 

63cc. 

1027 

Phthalein. 

T.  N.  P.  N. 

12  M. 

73cc. 

1020 

42% 

in  2 hrs. 

40.9  mg. 

2 P.M.— 

— 112cc. 

1023 

per  lOOcc. 

4 P.M 

43cc. 

1029 

6P.M._ 

22cc. 

1029 

8P.M._  _ 

_ 93cc. 

1024 

Salt. 

Nitrogen. 

% 

Gms. 

% Gms. 

Day 

406cc. 

.32 

1.287 

1.47  5.720 

Night 

380cc. 

1020 

1.83 

3.146 

1.36  5.185 

Total 

786cc. 

4.433 

10.905 

Intake 

- -1760cc. 

8.5 

13.4 

Balance-  . 

+974cc 

+4.067 

+2.495 

Shows  a moderately  high  fixed  specific  grav- 
ity of  the  day  urine,  oliguria,  marked  salt  reten- 
tion, adequate  nitrogen  excretion ; normal  night 
urine,  slightly  decreased  phthalein  output,  and 
slight  increase  in  rest  nitrogen  of  the  blood. 

J.  E. — Black;  Male;  Age,  30.  (City  Hospital.) 

Clinical  Diagnosis:  Chronic  nephritis,  hypertrophy 
and  dilatation  of  heart,  general  chronic  passive  conges- 
tion. 


KIDNEY  FUNCTIONAL  TEST.  H.  AND  S.  DIET. 


Amt.  Sp.  Gr. 

lOA.M,  - 

_ 229cc.  1011 

Phthalein. 

T.  N.  P.  N. 

12  M._  - 

85cc.  1016 

48  mg. 

2 P.M 

— 128cc.  1013 

per  lOOcc. 

4 P.M.  - 

247cc.  1008 

6 P.M, 

206cc.  1013 

8 P.M 

- 215cc.  1012 

Salt. 

Nitrogen. 

% Gms. 

% Gms. 

Day 

. -1210cc. 

.19  2.353 

.43  5.189 

Night 

.-1076cc. 

.19  2.027 

.43  4.606 

Total 

2286CC. 

4.380 

9.795 

Intake 

. -1760cc. 

8.5 

13.4 

Balance 

. +526cc. 

+4.120 

+4.605 

Impression : Tendency  to 

a medium  fixed  spe- 

cific  gravity  in  the  day  urine,  total  polyuria,  salt 

retention. 

a fair  nitrogen 

excretion 

due  to  the 

polyuria  ; night  urine,  polyuria,  low  specific  grav- 
ity, and  low  nitrogen  concentration.  Slight  in- 
crease in  rest  nitrogen. 

The  patient  died  suddenly,  and  the  anatomical 
diagnosis  at  autopsy  was : Secondary  contracted 
kidney,  marked  hypertrophy  and  dilatation  of 
the  heart,  intracardiac  thrombosis,  infarction 
spleen,  kidney,  and  lungs. 

J.  T. — Black;  Male;  Age,  32.  (City  Hospital.) 

Clinical  Diagnosis : Chronic  endocarditis,  arterio-scle- 
rotic,  aortic  regurgitation,  hypertrophy  and  dilatation 
of  the  heart,  chronic  passive  congestion,  general  ana- 
sarca, hydrothorax,  ascites,  urine  contained  albumin  and 
numerous  casts. 


KIDNEY  FUNCTIONAL  TEST.  K.  AND  S.  TEST  MEAL. 


Amt. 

Sp.  Gr. 

10  A.M. 

64cc. 

1024 

Phthalein. 

T.  N.  P.N. 

12  M.-. 

41cc. 

1031 

30% 

in  2 hrs. 

49 

2 P.M.  . 

47cc. 

1022 

4 P.M.  . 

60cc. 

1032 

6 P.M.-. 

60cc. 

1034 

8 P.M.-. 

76cc. 

1027 

Salt. 

Nitrogen. 

% 

Gms. 

% Gms. 

Day 

348cc. 

.44 

1.52 

1.7  5.93 

Night 

104cc. 

1032 

.34 

.34 

1.8  1.83 

Total 

452cc. 

1.86 

7.76 

Intake 

- - 1760cc. 

8.5  ■ 

13.4 

Balance- 

— + 1308CC. 

+6.64 

+4.64 

Impression:  High  fixed  specific  gravity  in  the 
day  urine,  marked  oliguria  and  salt  retention,  in- 
adequate nitrogen  excretion  due  to  oliguria  ; prac- 
tically normal  night  urine,  low  phthalein,  and 
R.N.  increased.  Renal  insufficiency  for  chronic 
passive  congestion. 

Autopsy:  Anatomical  Diagnosis.- — Arterio- 
sclerosis, chronic  endocarditis,  insufficiency  of 
aortic  valve,  hypertrophy  and  dilatation  of  heart, 
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general  chronic  passive  congestion,  slight  arterio- 
sclerotic kidney,  hemorrhagic  infarction  lung,  lo- 
bar pneumonia. 

(d)  Can  we  from  the  functional  tests  make  a 
diagnosis  of  the  anatomical  lesion  in  the  kidney? 
Christian  states  that  in  eighteen  cases  of  chronic 
nephritis  dying  and  coming  to  autopsy  at  the 
clinic  of  the  Peter  Bent  Brigham  Hospital,  no 
constant  relations  have  been  found  between  an- 
atomical lesions  and  renal  function  in  so  far  as 
excretion  of  phenolsulphonephthalein,  albumin 
in  the  urine,  casts,  presence  or  absence  of  oedema, 
blood  pressure  determination,  etc.,  are  concerned. 
Frothingham  comes  to  the  same  conclusions  in 
analyzing  apparently  the  same  cases. 

After  reading  the  excellent  monograph  of  Vol- 
hard  and  Fahr,  one  might  think  it  not  a difficult 
matter  to  make  an  anatomical  diagnosis  of  the 
anatomical  lesion  from  the  clinical  manifestations 
and  functional  tests. 

All,  however,  who  have  followed  the  - patient 
from  the  bedside  to  the  autopsy  recognize  how 
difficult  a feat  this  is. 

It  is  pretty  generally  agreed  that  from  no  one 
of  the  functional  kidney  tests,  nor  any  combina- 
tion of  them  alone,  can  an  anatomical  diagnosis 
be  made.  Nor  would  this  be  expected;  for,  as 
has  been  pointed  out  by  IMosenthal,  that  anatom- 
ical lesions  and  changes  in  physiological  activ- 
ity of  the  kidney  need  not  parallel  one  another, 
that  the  cause  of  diminished  renal  function  must 
be  sought  for  in  many  directions — the  urinary 
passages,  the  blood,  or  the  kidney  itself.  The 
following  case  illustrates  the  truth  of  these  state- 
ments : 

G.  B. — Black;  Male;  Age,  34.  (City  Hospital.) 

Clinical  Diagnosis:  Chronic  nephritis,  mj-ocardial 
insufficiency,  uraemia,  stricture  of  urethra. 

H.  AND  S.  MEAL. 


Amt.  Sp.  Gr. 


10  A.M.__- 

266cc. 

1005 

Phthalein. 

T.  N.  P.  N. 

12  M. 

290cc. 

1007 

Trace. 

1 18.4  mg. 

2P.M._  . 

— 265cc. 

1007 

per  lOOcc. 

4 P.M.  _ 

— 231cc. 

1007 

6P.M._  . 

lOOcc. 

1007 

8P.M._  _ 

— 177cc. 

1007 

Salt. 

Nitrogen. 

% Gms. 

% Gins. 

Day . 

._  -1289cc. 

.21  2.694 

.22  2.830 

Night-  — 

— 1076cc. 

1005 

.24  2.582 

.25  2.675 

Total  - 

5.276 

5.505 

Intake  _ _. 

1740CC. 

8.5 

13.00 

Balance 

— +625cc. 

4-3.224 

-b  7.495 

Note:  The  markedly  fixed  low  specific  grav- 
ity, the  total  polyuria,  the  low  excretion  and  con- 
centration in  salt  and  nitrogen,  the  night  polyuria, 
the  low  specific  gravity,  the  low  nitrogen  con- 
centration, the  extremely  low  phthalein  output, 
and  the  markedly  excessive  nonprotein  nitrogen. 
With  this,  there  was  hypertension  and  albumin 
and  casts  in  the  urine. 

Anatomical  Diagnosis : Stricture  membranous 
portion  of  urethra,  double  hydro-nephrotic  kid- 
neys, hypertrophy  and  dilatation  of  the  heart, 
general  chronic  passive  congestion. 

(e)  Can  we  classify  the  nepropathies  on  a 
functional  basis  ? Many  attempts  have  been  made 
to  do  this — as,  for  example,  by  IMuller,  Eppinger, 
Baarencen,  Schlayer  and  his  coworkers,  Widal, 
and  others.  Some  of  these  attempts  have  been 
disproved,  others  have  not  been  confirmed. 

As  an  Aid  to  Prognosis:  All  are  agreed  that 
these  tests  are  of  great  value  as  to  prognosis. 
Thayer  and  Snowden  have  clearly  shown  this 
with  respect  to  phenolsulphonephthalein  by  a 
comparison  of  this  test  with  the  anatomical  le- 
sions in  fifty-four  cases  coming  to  autopsy.  This 
has  also  been  shown  with  respect  to  the  other 
tests — the  test  meals,  nonprotein  nitrogen,  cre- 
atinin,  and  increased  salt  retention. 

As  an  Aid  to  Treatment:  Unquestionably  the 
therapy  has  by  these  ^ tests  been  placed  upon  a 
more  rational  and  individual  basis.  They  have 
led  to  healthy  skepticism  as  to  the  value  of 
diuretics  in  nephritis.  They  have  shown  that 
some  cases  will  need  a salt-poor  diet,  that  some 
will  need  a low  protein  diet,  that  a low  protein 
diet  should  be  accompanied  by  a large  water  in- 
take, that  hypertension  is  not  necessarily  an  ihdi- 
cation  for  a low  protein  diet.  In  fact,  our  for- 
mer management  has  been  materially  modified, 
as  may  be  seen  from  the  recent  excellent  article 
of  Elliott  and  Janeway. 

So  that  we  say  that,  with  care  and  proper  read- 
ing, the  newer  tests  for  kidney  function  have 
brought  very  beneficial  results  with  respect  to 
the  diagnosis,  prognosis,  and  treatment  of  the 
nephropathies. 

I am  indebted  to  Prof.  L.  J.  Deshea  for  the 
salt  and  nitrogen  determinations  in  the  cases  re- 
ported. 
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DISCUSSION  ON  THE  PAPER  OE 
DR.  HcELROY. 

Dr.  Perky  Bromberg,  Nashville:  I desire  to 
congratulate  the  association  upon  the  very  excel- 
lent paper  that  has  been  presented  by  Dr.  AIc- 
Elroy,  and  regret  that  my  experience  with  the 
tests  which  the  Doctor  seems  to  lay  stress  upon — 
namely,  the  iMosenthal  test — has  been  very  lim- 
ited. We,  as  practitioners  of  medicine — those  of 
us  who  are  situated  where  laboratories  are  avail- 
able— can  and  should,  to  a very  large  extent,  put 
•into  use  the  tests  which  have  been  given  us  by 
those  who  are  doing  the  greatest  amount  of  ex- 
perimental work  : but  to  those  who  are  practic- 
ing medicine  in  the  country  districts,  such  tests 
are  of  limited  value,  because  of  the  limited  power 
to  apply  them.  I dare  say  that,  if  carefully  car- 
ried out  on  a series  of  cases,  the  iMosenthal  test 
would  show  us  a very  marked  and  very  direct 
indication  as  to  treatment  and  prognosis  and  as 
to  the  anatomical  lesion  that  may  exist  in  the 
kidney;  but  if  we  are  to  apply  them  in  occasional 
cases,  I dare  say  they  will  be  of  little  value. 

I was  glad  to  hear  Dr.  iMcElroy  state  how 
relatively  impossible  it  is  to  say  how  much  ana- 
tomical change  has  taken  place  in  a kidnev  l)v 
the  estimation  of  its  eliminating  power  of  any 
of  the  various  substances  which  may  be  given. 
Whether  we  test  the  output  of  urea,  whether  we 
determine  the  amount  of  sodium  chloride  which 
has  been  eliminated  or  of  the  nitrogen,  it  be- 
comes relatively  imjwssible  for  us  to  determine 
how  much  of  the  substances  are  still  remaining 
in  the  blood.  After  all,  many  deny  that  the  indi- 
cations from  the  estimation  of  these  substances 
eliminated  by  the  kidney  are  of  any  special  value. 
In  fact,  Drs.  Beckman  and  Krotoszyner,  who 
have  done  more  work  on  cryoscopy  in  this  coun- 
try than  any  two  men,  show  a disinclination  to- 
ward the  elimination  tests,  whether  it  be  phthal- 
ein,  indigo  carmine,  methylene  blue,  urea,  so- 
dium chloride,  or  what  not,  claiming,  as  they  do, 
that  they  are  not  S])ecific  or  important  indica- 
tions of  the  kidney  function  ; but  they  rather  in- 
dicate that  they  are  able  to  find  out  more  defi- 
nitely by  blood  cryoscopy  the  amount  of  changes 
going  on  in  the  kidney.  In  other  words,  it  is 
not  what  the  kidney  puts  out,  l)ut  what  it  fails 
to  put  out,  that  afifords  a S])ecial  indication. 

One  important  point  is  the  presence  of  a fixed 
,si)ecific  gravity  in  the  cases  he  has  shown  you. 
We  have  recently  been  told  that  a fixed  specific 


gravity  indicates  definite  pathology.  In  other 
words,  where  a patient  has  been  given  an  abun- 
dance of  sodium  chloride  or  nitrogenous  food,  the 
specific  gravity  of  the  urine  should  fluctuate  in 
proportion  to  the  amount  of  those  substances 
which  has  been  taken  in ; but  where  the  specific 
gravity  remains  fixed,  it  is  an  indication  of  defi- 
nite pathology.  Just  how  much  pathology  there 
is,  it  is  difficult  to  say. 

Personally,  I think  the  greatest  advance  made 
by  all  functional  tests  which  we  have  at  our 
command  is  rather  in  prognosis  relative  to  the 
condition  of  the  kidney  or  other  genito-urinary 
organs.  I readily  appreciate  and  understand  that 
it  has  been  difficult  to  say  in  the  treatment  of 
the  various  kidney  diseases  that  these  tests  have 
been  of  great  value,  but  they  are  doubtless  of 
some  value  in  prognosis.  They  have  been  of  es- 
])ecial  value  in  determining  whether  or  not  it  is 
safe  to  approach  the  kidney  from  a surgical 
standpoint,  or  whether  some  other  organ  in  the 
body  shall  be  the  principal  one  to  bear  the  bur- 
den, such  as  a prostatectomy  or  operations  upon 
the  aged.  For  that  purpose  we  do  not  have  a 
better  test  than  the  phthalein  test.  I heard  Dr. 
Rowntree  speak  of  the  relative  value  of  the  in- 
digo carmine  and  ])hthalein  tests,  and  it  was  the 
sense  of  the  American  Urological  Association,  in 
Philadelphia,  a few  years  ago,  that,  so  far  as 
practical  results  were  concerned,  they  could  more 
quickly  observe  and  more  accurately  determine 
the  condition  that  had  taken  place  with  the 
phthalein  test  by  the  average  man  in  his  practice 
than  any  other  test  we  have.  Personally,  I know 
of  cases  in  which  the  test  has  been  a failure.  I 
know  it  has  been  misleading  frequently,  and  I 
know  we  cannot  pin  our  faith  upon  it ; but  for 
ordinary  average  work,  where  it  is  not  possible, 
of  course,  to  actually  estimate  the  amount  of  so- 
dium chloride,  to  actually  estimate  the  amount  of 
nitrogen  eliminated,  both  in  the  day  and  night 
urine,  1 know  of  no  test  that  will  give  us  more 
reliable  information  than  the  phthalein  test. 

Dk.  C.  J.  Carmicii.\el,  Knoxville:  I have  fol- 
lowed Dr.  McElroy’s  paper  with  intense  interest, 
because  1 know  of  no  subject  in  connection  with 
the  practice  of  medicine  that  is  of  so  much  im- 
portance to  So  many  people.  We  have  gone  hog 
wild  over  surgery,  and  jiarticularly  in  i)eople  who 
have  nephritis. 

This  paper  represents  an  enormous  amount  of 
work,  and  Dr.  iMcElroy  has  given  us  in  a con- 
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cise  and  practical  way  a summary  of  the  work 
clone  up  to  the  present  time. 

There  is  one  lesson  I get  from  this  paper,  and 
almost  any  man  who  is  a member  of  this  associ- 
ation can  get — namely,  that  if  we  are  not  in  a 
position  to  carry  out  the  sodium  chloride  and 
nitrogen  tests  which  the  Doctor  has  laid  stress 
on,  and  which  recpiire  that  fewer  patients  shall 
be  under  your  control  in  the  hospital  and  be 
aided  by  the  laboratory  man,  we  can  at  least 
carry  out  the  phthalein  test.  - There  is  not  a man 
who  cannot  carry  it  out  in  his  own  office  if  he 
will  look  up  and  master  the  technic  of  it.  As  I 
followed  the  charts,  his  phthalein  elimination  tal- 
lies with  the  other  findings. 

As  Dr.  Bromberg  has  pointed  out,  there  are 
some  errors  that  will  creep  in  from  a diagnostic 
standpoint,  as  well  as  from  a prognostic  point  of 
view ; but  I believe  in  ninety  per  cent  of  these 
cases  it  will  be  of  more  value  to  us  from  a diag- 
nostic standpoint  than  any  other  methods  we 
have  at  the  present  time. 

Dr.  J.  B.  McElroy,  Memphis  (closing)  : 
There  is  very  little  to  add,  except  to  refer  to  the 
remarks  made  by.  Dr.  Bromberg  with  reference 
to  the  impracticability  of  the  application  of  these 
tests.  Now,  I do  not  think  it  is  so  impractical 
or  difficult  as  it  might  seem  at  first.  I have  no 
difficulty  in  getting  a private  patient  to  take  the 
meal  and  carry  out  the  directions,  and  the  esti- 
mation of  the  specific  gravity  of  the  urine  is  a 
simple  procedure,  provided  you  do  it  properly 
with  a good  urinometer,  and  that  gives  you  most 
of  the  information.  It  is  not  a difficult  matter 
to  determine  the  amount  of  salt  excretion,  and 
you  may  use  any  one  of  the  best  accurate  meth- 
ods and  the  ordinary  urea  method  for  determi- 
nation of  the  nitrogen  ; so  that  we  believe  this 
test  meal  gives  us  the  earliest  information  of  in- 
sufficiency on  the  part  of  the  kidney,  and  it  is 
not  such  a.  difficult  matter  when  carried  out  thor- 
oughly. 

Unquestionably,  the  most  valuable  single  test 
is  the  phthalein  test ; and  if,  as  I said,  it  is  prop- 
erly carried  out,  it  will  result  in  a great  deal  of 
information,  both  from  a diagnostic  and  prog- 
nostic standpoint.  You  can  take  longer;  but  if 
you  will  observe  the  output  in  cases  of  decom- 
position and  watch  it  rise  as  compensation  is  re- 
stored. you  can  determine  the  amount  of  in- 
volvement of  the  kidney  in  these  cases. 

It  has  been  shown,  further,  from  a vast 


amount  of  work  which  has  been  done  along 
these  lines,  that,  although  there  are  some  cases 
of  nephritis  which  put  out  the  normal  amount  of 
phthalein  or  the  normal  amount  of  nitrogen  in 
the  blood,  as  a rule,  however,  there  will  he  a very 
great  degree  of  parallelism  between  the  excretion 
of  phthalein  and  the  nitrogen.  Agnew  has  shown 
that  there  very  rarely  appears  the  retention  of 
rest  nitrogen  in  the  blood  before  the  jffithalein 
point  reaches  forty ; so  that  I would  recommend 
as  a routine  for  the  examination  of  these  cases 
the  phthalein  test,  and  then,  if  it  is  below  forty, 
determine  the  total  estimation  of  rest  nitrogen  of 
the  blood.  Undoubtedly  these  tests  are  of  great 
benefit  to  the  surgeon  as  to  the  value  and  impor- 
tance of  the  kidney  for  operation,  but  we  left 
that  part  of  the  subject  out  purposely. 

I think  there  is  very  little  else  to  add.  Prob- 
ably I did  not  emphasize  as  much  as  I intended 
to  do  the  phthalein  findings  and  the  total  nitro- 
gen findings.  It  has  a bearing  on  Ambord’s  co- 
efficient, and,  where  we  can  carry  it  out,  it  will 
be  of  more  value  in  cases  of  kidney  insufficiency 
than  any  of  the  others. 


TREATMENT  (3F  SYPHILIS. 

By  Perry  Bromberg,  M.D.,  F.A.C.S., 
Nashville,  Tenn. 

In  1910  Privy  Councillor  Ehrlich  intrusted 
into  the  hands  of  Dr.  Wechselmann,  of  the  Ru- 
dolph Virchow  Hospital,  of  Berlin,  his  impor- 
tant chemical  discovery,  dioxydiamidoarsenoben- 
zol ; and  the  reports  on  1,400  cases  of  syphilis 
treated  by  him  with  this  remedy  were  so  amaz- 
ing in  their  results  that  the  professional  world, 
stirred  to  the  very  depths  by  the  enthusiasm  of 
their  German  brothers,  began  to  rush  into  print 
in  both  medical  and  lay  magazines  until  the  newly 
discovered  remedy  became  a household  word  to 
conjure  with.  Patients  actually  demanded  of 
their  physician  its  administration,  which  they  had 
been  led  to  believe  was  in  truth  a remedy  by 
which  sterilizatiouiagna  could  be  obtained.  Like 
the  enthusiasm  accompanying  other  important 
discoveries,  in  medicine  or  other  arts,  men  are 
likely  to  lose  their  heads  and  make  rash  state- 
ments which  time  alone  can  correct.  It  is  now 
six  years  since  this  remedy  came  into  general 
use,  and  during  that  time  multiplied  thousands 
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have  been  treated  in  this  country  and  abroad ; 
the  journals  still  furnish  many  articles  setting 
forth  its  value;  hut  there  has  been  felt  the 
sobering  effect  of  time.  Sierilizatiomagna  is 
now  regarded  by  nearly  all  as  an  imjjossibility. 
Others  deem  the  remedy  alone  as  curative,  but 
only  by  repeated  injections.  Others  do  not  re- 
gard the  remedy  alone  as  curative,  but  only  when 
combined  with  mercury.  Is  it  not  time  that  a 
critical  review  of  the  collective  experiences  found 
in  testing  salvarsan  be  made,  and  would  not  data 
derived  from  such  review  be  of  benefit?  In  or- 
der to  accomplish  this,  I undertook  the  task  of 
reviewing  the  literature,  but  soon  found  that  it 
had  grown  to  such  enormous  proportions,  and 
that  the  views  expressed  were  at  such  great  di- 
vergence, that  I gave  up  the  task  and  decided  to 
make  the  attem])t  direct.  Accordingly,  I ad- 
dressed eighty  of  the  leading  urologists  of  this 
country  and  Canada.  I selected  men  known  by 
all  to  be  comjjetent,  many  of  them  members  of 
the  American  Urological  Association,  as  well  as 
members  of  the  American  College  of  Surgeons, 
and  submitted  to  them  the  following  list  of  ques- 
tions ( not  having  obtained  their  permission,  the 
names  are  withheld  for  obvious  reasons)  : 

(liven  a ])riniary  case  in  which  spirochaetes  are 
demonstrated,  do  3’ou.  if  i)0ssible  to  do  .so  with- 
out injury,  excise  the  chancre? 

Do  you  ])refer  salvarsan  to  neosalvarsan  ? 

What  method  do  you  prefer  for  the  adminis- 
tration of  salvarsan  or  neo-,  and  what  is  your 
custom  as  to  frequency  of  administration  and 
dosage  ? 

When  do  you  begin  the  use  of  mercury? 

What  jjreparation  of  mercury  do  you  use? 

I low  administered  ? 

For  what  length  of  time  do  you  keep  your 
case  under  treatment? 

Do  yott  regard  a negative  blood  \\'assermann 
one  year  after  dismissal  an  evidence  of  perma- 
nent cure? 

Iliiw  often  after  dismissal  do  you  reeptire  an 
e.xamination  of  the  blood? 

Do  you  regard  as  essential  :i  negative  C.  S. 
fluid  before  dismissing  the  i)atient  as  cured? 

In  your  exi)erience,  is  the  luetin  reaction  reli- 
able? 

\\  h:it  significance  do  you  |)lace  in  a 1+  Wasser- 
m;mn  ? 

In  your  e.xperience.  has  the  so-called  " nuxlern 


method  ” of  treatment  proven  a radical  improve- 
ment on  former  methods  of  treatment  ? 

To  the  average  reader,  as  well  as  to  the  aver- 
age practitioner  who  treats  this  disease,  all  of 
the  above  questions  are  in  a somewhat  confused 
and  chaotic  state  in  his  mind.  For  example,  take 
the  first  question : “ Do  you  excise  the  chancre 
in  a case  of  syphilis?  ” We  have  been  repeatedly 
told  by  so-called  “ authorities  ” that  to  do  so  rids 
the  patient  of  a nest  of  spirochstes,  gets  rid  of  a 
focal  point  of  infection,  and  makes  the  proba- 
bility of  cure  the  greater ; while  others  equally 
as  competent  to  judge  say  that  it  is  of  no  value, 
for  we  are  only  treating  locally  a phase  of  a dis- 
ease which  has  been  constitutional  for  some  time. 
Relative  to  the  second  question,  as  to  the  use  of 
salvarsan  or  neo-,  we  are  in  an  identically  con- 
fusing position.  j\Iany  eminent  men  prefer  one 
and  many  ])refer  the  other ; one  set  are  satisfied 
with  three  doses  administered  weekly,  while  oth- 
ers insist  upon  five  or  six  or  eight  or  twelve,  and 
give  them  ten  da\’s  apart  or  two  weeks  apart  or 
four  days  apart,  et  cetera,  ad  infinittnii.  The 
same  conditions  confront  us  relative  to  the  use 
of  mercury.  One  uses  the  pill ; another,  bichlo- 
ride ; another,  salicylate ; another,  the  ointment ; 
_et  cetera.  There  seems  to  be  no  unanimity  as 
to  the  preparation,  dosage,  or  time  of  adminis- 
tration. Some  begin  the  use  of  mercury  at  once, 
others  claim  that  it  is  contraindicated  during  the 
administration  of  the  arsenical  preparations.  The 
entire  question  is  beset  with  so  many  theories 
that  one  who  has  faithfully  followed  the  trail  of 
the  so-called  “ pioneers  ” becomes  confused  and 
eventually  reaches  the  point  where  he  calls  a 
halt  and  asks  himself  : “Am  I treating  syphilis 
as  it  should  be  treated  ? Am  I following  the  ad- 
vice of  the  majority  of  the  better  men,  or  am  I 
wandering  in  the  dark  ? ” Believing  that  many 
of  you  were  in  identical!}-  the  same  confused  state 
as  I confess  1 was  in,  I attempted  to  formulate 
the  ojiinions  of  the  leading  men  of  this  country 
in  the  hope  that  from  such  a study  I might  at 
least  have  the  guidance  of  the  majoritv  as  jus- 
tification for  my  ojiinion,  even  though  the  accu- 
rate scientific  data  upon  which  such  opinion  might 
be  based  was  lacking.  The  gentlemen  to  whom 
this  (piestionaire  was  sent  were  universallv  cour- 
teous, and  1 wish  to  express  my  sincere  apprecia- 
tion to  them  for  their  kindness  in  giving  me  the 
benefit  of  their  rejily.  I regret  that  in  several 
instances  the  writer  failed  to  sign  his  name  ; in 
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a few  others  the  questions  were  evidently  mis- 
understood ; but  I have  attempted  to  formulate 
in  the  following  chart  the  opinions  expressed  by 
forty-six,  who,  I would  again  remind  you,  are 
considered  the  leading  men  in  this  country  and 
Canada.  Analyzing  the  opinions  as  best  I can 
by  the  most  careful  consideration,  the  question 
of  treatment  in  all  of  its  various  phases  and  mod- 
ifications is  in  a state  of  distressing  uncertainty, 
and  depends  entirely,  or  almost  entirely,  upon  the 
VVassermann  test.  Treatment  is  begun  in  the 
majority  of  cases  because  of  the  presence  of  a 
chancre,  with  spirochsetes,  or  because  of  full  sec- 
ondaries, less  often  because  of  some  vague  con- 
dition, as  loss  of  reflex,  gastric  crisis,  vocal-chord 
changes,  etc.,  in  which  the  blood  is  referred  to 
the  serologist,  and  a positive  report  is  the  signal 
for  rapid-fire  treatment.  Again,  a patient  pre- 
sents himself  without  clinical  signs ; he  had  syph- 
ilis twenty  years  ago,  has  married,  and  has  a 
family  of  healthy  children,  but  is  anxious  to 
know  if  he  is  well;  the  blood  is  sent  to  the 
serologist,  and  the  report  is  returned,  faintly 
positive.  In  the  former,  as  well  as  the  latter, 
we  are  told  to  continue  treatment  as  long  as  the 
blood  is  positive.  I cannot  but  believe  that  there 
is  still  much  to  be  learned  relative  to  the  mean- 
ing of  changes  which  are  recognized  as  hemolysis. 
I am  quite  convinced  that  the  clinician  is  fast 
losing  faith  and  is  inclined  more  every  day  to 
pin  his  faith  in  the  clinical  rather  than  the  lab- 
oratory evidence.  I have  reached  the  conclusion 
that  the  serologic  evidence  should  not  be  given 
first  place,  but  that  treatment  should  in  a very 
large  measure  be  guided,  first,  by  clinical,  and, 
secondly,  by  serological  evidence.  In  view  of  the 
repeated  instances  in  which  definite  syphilitic 
blood  is  reported  negative  and  obvious  nonsyph- 
ilitic blood  is  reported  positive,  together  with  the 
now  generally  accepted  fact  that  the  same  blood 
submitted  to  several  serologists  at  the  same  time 
will  get  absolute  contradictions  in  about  twenty 
per  cent  of  the  cases,  I am  of  the  opinion  that 
it  is  hazardous  to  the  welfare  of  the  patient  to 
pin  my  faith  too  firmly  to  the  report  of  any  one 
man  who  is  doing  the  Wassermann  as  a part  of 
his  general  practice.  I think,  therefore,  that  it 
is  very  essential  to  know,  the  ability  of  the 'serol- 
ogist, and  it  is  much  better  to  have  two  or  three 
good  men  pass  upon  a single  specimen. 

In  all  instances  where  clinical  evidence  is  at 
variance  with  the  serologic,  a provocative  salvar- 


san  or  neo-  should  be  given  and  the  result  cor- 
roborated by  several  observers. 

Even  in  such  cases,  is  it  not  possible  that  prod- 
ucts capable  of  generating  antibodies  may  be 
present,  which  do  not  denote  a lurking  syphilis, 
but  rather  the  presence  of  nature’s  protective 
agents?  If  we  grant  that  they  do  denote  syphilis, 
does  the  condition  warrant  a course  of  treatment 
sufficiently  long  and  intensive  to  render  his  blood 
negative  ? And  how  long  must  it  so  remain  ? 
The  question  can  be  approached  from  a hundred 
different  angles,  and  every  time  one  must  fall 
back  on  his  faith  in  the  serologic  findings.  In 
order  to  form  an  opinion  on  this  question,  I have 
recently  had  blood  tests  made  upon  the  follow- 
ing cases,  taken  as  I could  find  them,  without 
regard  to  time  or  manner  of  treatment.  I have 
also  gone  over  these  cases  clinically — not  in  as 
Complete  a manner  as  was  possible,  but  in  suf- 
ficient detail  to  have  noticed  gross  changes  in 
heart,  kidneys,  blood  vessels,  etc.,  and  the  re- 
sults of  these  examinations  are  herewith  shown. 
(Chart  No.  1.) 

The  cases  charted  above  represent  only  a third 
of  the  cases  actually  selected  for  this  observation, 
covering  cases  treated  during  the  past  fifteen 
years ; but  being  unable  to  get  the  bloods  for  a 
complete  serologic  examination,  I am  not  includ- 
ing the  other  sixty  cases  in  this  report,  though  I 
am  sure  that  the  results  would  not  materially 
alter  those  found  in  the  thirty  cases  herewith  re- 
ported. 

From  a careful  study  of  the  thirty  cases  it  will 
be  seen  that  those  treated  ten  to  fifteen  years  ago 
with  mercury,  either  by  injection,  inunction,  or 
by  mouth,  show  as  good  results  as  is  shown  by 
the  cases  treated  more  recently  with  salvarsan 
or  neo,  and  in  which  the  period  of  mercury  ad- 
ministration was  shortened. 

Relative  to  the  treatment  at  the  present  time, 
I would  stress  the  fact  that  two  points  are  pretty 
well  established. 

First,  that  the  Wassermann  reaction  is  not 
to  be  implicitly  relied  upon,  unless  a provoc- 
ative salvarsan  or  neo  is  given  and  the  re- 
sults corroborated  by  several  examinations  and 
by  several  observers.  That  it  is  often  negative 
in  the  presence  of  manifest  syphilis,  as  in  Case 
31,  and  that  it  is  positive  in  other  conditions  than 
syphilis,  should  not  be  forgotten.  It  is  of  diag- 
nostic value,  secondary  in  importance,  and  should 
only  be  regarded  as  a symptom  of  syphilis.  I 
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do  not  regard  it  as  a safe  guide  by  which  to  reg- 
ulate the  treatment,  though  it  is  of  considerable 
value,  for  often  in  cases  whose  bloods  are  nega- 
tive we  are  still  sure  that  a return  to  positive 
may'  be  expected  in  a few  months  if  treatment 
has  not  been  complete  and  full.  In  still  other 
cases  with  unmistakable  clinical  evidence,  but  a 
negative  blood,  shall  we  refuse  treatment?  Cer- 
tainly not.  Every  one  will  concede  that  in  the 
absence  of  a positive  blood  we  should  go  on  with 
treatment.  On  the  other  hand,  presume  the  pa- 
tient to  have  no  obvious  clinical  signs  and  with  a 
negative  blood  who  has  only  been  under  treat- 
ment for  forty  or  sixty  days.  Shall  we  proceed 
with  treatment,  or  is  this  man  well  ? In  our  ex- 
perience we  believe  that  this  man  is  not  well,  and 
we  are  not  content  to  discontinue  treatment.  To 
continue  to  theorize  would  only  tend  to  lead  us 
into  a maze  of  argument  with  splendid  opinions, 
apparently  well  founded,  upon  both  sides. 

That  the  question  of  treatment  is  in  a some- 
what chaotic  state  will  be  readily  seen  by  analyz- 
ing the  replies  to  the  questions  sent  out.  I shall 
attempt  only  to  discuss  them  briefly,  and  will  take 
them  up  seriatim.  No.  1 shows  seven  men  out 
of  forty-six  who  do  excise  the  chancre,  provided 
it  can  be  done  without  injury;  ten  apply  calomel 
ointment  to  the  chancre ; and  the  remainder  evi- 
dently rely  upon  the  constitutional  treatment  to 
cure  the  local  sore.  It  is  my  opinion  that  exci- 
sion should  be  routine  practice  ; and  in  cases  where 
it  cannot  be  done  without  injury,  then,  in  con- 
nection with  constitutional  treatment,  we  should 
vigorously  treat  the  local  sore  with  33  per  cent 
calomel  ointment.  I shall  not  consume  time  with 
a discussion  of  the  reasons  for  such  advice. 

Secondly,  of  the  forty-six  charted  replies, 
twenty-seven  prefer  salvarsan,  sixteen  prefer 
neosalvarsan,  and  four  have  no  choice,  believ- 
ing one  preparation  as  good  as  the  other.  In 
the  beginning  of  this  paper  I have  already  inti- 
mated what  was  my  attitude  relative  to  these 
drugs.  I do  not  believe  either  of  them  perma- 
nently curative ; I use  them,  believing  that  they 
materially  and  profoundly  influence  the  primary 
sore,  as  well  as  influencing  the  active  symptoms 
occurring  in  the  early  secondary  period,  and  in 
this  way  are  of  marked  prophylactic  value.  That 
they  exercise  a powerful  effect  upon  the  blood 
V\’assermann,  either  in  the  early  or  in  the  later 
stages  of  a syphilitic  infection,  no  one  can  deny ; 
but  experience  teaches  me  that  this  effect  is  not 


permanent.  It  is  evidently  also  the  opinion  of 
those  whom  I have  questioned,  for  in  no  single 
instance  is  arsenic  relied  upon  exclusively,  but  all 
use  mercury  in  connection. 

The  method  of  administering  the  arsenicals 
seems  to  have  more  uniformity,  as  forty-four  use 
the  intravenous  and  only  two  the  intramuscular 
route  ; two  others  believe  the  intramuscular  more 
efficient,  but  do  not  use  it  on  account  of  the  pain. 

As  to  the  number  of  doses  and  the  frequency 
of  its  administration,  nine  of  the  twenty-seven 
preferring  salvarsan  begin  with  a full  dose  and 
repeat  it  once  a week  for  four  weeks,  fifteen  fail 
to  state  the  frequency  of  administration,  and 
three  prefer  to  be  influenced  by  clinical  and  sero- 
logical evidence,  both  as  to  dose  and  frequency. 
The  same  fluctuation  of  opinion  as  to  dosage  and 
frequency  applies  equally  to  both  salvarsan  and 
neo.  Glancing  over  the  chart,  we  observe  that — 

One  prefers  a dose  every  two  days  until  four 
doses  are  given. 

Two  prefer  a dose  every  four  days  until  three 
or  four  doses  are  given. 

Fourteen  prefer  a dose  every  seven  days  un- 
til three  to  six  closes  are  given. 

Four  prefer  a dose  every  fourten  to  twenty- 
one  days,  number  of  doses  not  stated. 

One  prefers  a dose  every  thirty  days,  num- 
ber of  doses  not  stated. 

One  prefers  a dose  every  ninety  days,  number 
of  doses  not  stated. 

So  we  have  here  the  very  wide  variation  of 
opinion  as  to  frequency  of  administration,  rang- 
ing from  two  to  ninety  days. 

It  is  well  enough  to  advise  that  we  be  guided 
by  the  Wassermann,  by  the  accurate  estimate  of 
the  elimination  through  thfe  kidney,  or  by  the 
clinical  signs ; but  the  average  practitioner  who 
is  treating  syphilis  must  have  some  idea  given 
him  by  those  supposed  to  know,  for  he  is  not 
able  to  make  daily  analyses  of  the  urine  or  to 
have  repeated  blood  Wassermanns.  I regret  that 
I am  still  unable  to  definitely  fix  a standard  that 
would  be  safe  in  all  cases ; but,  again  ciuoting  the 
majority,  I will  say  that  opinion  seems  to  favor 
the  administration  of  salvarsan  in  full  doses,  and 
that  they  be  repeated  every  week  for  at  least 
four  weeks.  It  is,  I think,  the  opinion  of  the 
better  men  that  salvarsan  is  more  efficient  than 
neo,  but  slightly  more  toxic. 
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i ■ Mercury. 

When  shall  its  use  be  begun?  What  prepara- 
tion shall  we  Select?  How  shall  it  be  adminis- 
: tered  ? How  long  continued  ? 

I Again  referring  to  tbe  chart,  we  observe  nine- 
teen of  the  forty-six  beginning  the  use  of  mer- 
: cury  at  once — that  is,  as  soon  as  the  diagnosis 
of  syphilis  has  been  made ; four  begin  the  use  of 
mercury  one  week  after  the  first  dose  of  salvar- 
j san  or  neo  has  been  given ; four,  two  weeks 
Ij  after  the  first  dose ; one,  after  a negative  blood 
I has  been  obtained  by  tbe  use  of  the  arsenicals ; 

I the  remainder,  after  several  doses  of  salvarsan 
I or  neo  has  been  given,  varying  from  one  to  four 
months  from  the  date  of  diagnosis. 

J The  preparation  used  in  the  order  of  frequency 
I favors  the  salicylate  with  twenty-two ; gray  oil, 
r nine ; ointment,  nine ; with  an  occasional  prefer- 
j ence  for  bichloride,  biniodide,  protoiodide,  suc- 
j cinamide,  oxycyanate,  and  calomel.  Several  use 
j all  preparations ; others,  a combination  of  the 
] above,  etc. 

Relative  to  the  method  of  administration, 
thirty-four  prefer  to  give  it  intramuscularly, 
eight  by  inunction,  and  four  by  mouth. 

; As  to  the  length  of  treatment,  eleven  continue 
to  treat  for  two  or  three  years ; the  blood  decides 
I the  period  of  treatment  for  twenty-eight ; the  re- 
' mainder  treat  for  varying  periods,  fluctuating 
from  twelve  months  to  many  years. 

In  attempting  a satisfactory  reply  to  these 
! queries,  it  is  obvious  that  differences  of  opinion 
will  exist  here  as  elsewhere,  so  long  as  men  are 
of  many  minds ; but  I fail  to  appreciate  the  ne- 
cessity for  waiting  until  after  a course  of  ar- 
senic, covering  several  weeks,  has  been  com- 
pleted, before  instituting  mercurial  treatment. 
That  the  combined  treatment  is  the  more  effi- 
cient, I think  no  one  will  deny ; but  we  should 
not  forget  that  mercury  alone  is  capable  of  cur- 
ing syphilis.  That  all  of  the  men  consulted  used 
the  combined  method  of  treatment,  none  relying 
entirely  upon  salvarsan  or  neo,  shows,  I think,  a 
lack  of  confidence  in  the  arsenicals. 

It  is,  in  my  opinion,  largely  a matter  of  indi- 
vidual preference  as  to  the  preparation  used,  the 
method  of  administering  it,  or  the  length  of  time 
it  is  to  be  continued ; for,  as  stated  before,  this 
question  can  only  be  determined  by  repeated  ex- 
amination of  the  blood ; and,  in  the  light  of  pres- 
ent-day evidence,  the  profession  is  compelled  to 
accept  this  as  final.  The  ion  Hg  is  the  effective 


agent  which  cures  syphilis,  and  it  is  entirely  im- 
material in  the  minds  of  many  as  to  how  or  in 
what  manner  it  reaches  the  spirochaete.  Metallic 
mercury  has  been  used  since  Columbus  returned 
with  his  sailors  from  America,  and  to  the  pres- 
ent day  it  has  held  its  place  against  all  rivals. 
One  of  the  earliest  methods  of  its  administration 
was  by  inunction,  and  to-day  inunction  and  intra- 
muscular injection  of  the  insoluble  salts  are  re- 
garded by  the  vast  majority  as  the  most  efficient 
methods  of  administration.  I do  not  mean  that 
other  forms  of  the  drug  or  other  methods  of  ad- 
ministration are  not  efficacious ; on  the  contrary, 
syphilis  may  be  successfully  treated  by  a great 
variety  of  forms  and  metbods. 

I am  inclined  rather  to  believe  that  variations 
in  preparation  and  method  are  rather  advisable 
in  the  management  of  a case,  and  certainly  indi- 
cations may  arise  at  any  time  which  actually  de- 
mand a change  from  one  to  the  other.  At  the 
present  time  I am  rather  strongly  inclined  to 
agree  With  those  using  mercury  by  inunction,  and 
for  the  past  three  or  four  years  have  confined 
my  use  of  this  drug  largely  to  this  method.  I 
use  the  salicylate,  bichloride,  oxycyanate,  and 
other  preparations  where  conditions  demand. 
Certainly  one  would  not  be  content  with  this 
method  prescribed  for  a long-befuddled  prosti- 
tute who  would  not  obey  your  instructions. 
Next  in  value  to  the  inunction  method,  I prefer 
the  intramuscular  injection  of  salicylate  or  gray 
oil.  I shall  not  consume  your  time  with  the  de- 
tails of  their  administration,  which  I am  quite 
sure  are  familiar  to  all. 

The  question  of  how  long  to  continue  the 
treatment  is,  in  my  opinion,  the  hardest  of  all  to 
answer,  and  again  we  are  compelled  to  fall  back 
on  the  laboratory  for  advice.  That  one  year 
may  be  sufficient  is  unquestionably  true  in  many 
cases ; that  two  years  will  be  required  in  others ; 
and  still  three  or  four  or  five  years  may  occa- 
sionally be  demanded,  cannot  be  questioned. 
Since,  after  all,  the  blood  is  to  decide  this  ques- 
tion, how  often  after  dismissal  shall  we  have  the 
blood  examined? 

How  long  shall  we  continue  these  examina- 
tions ? 

Only  to-day  a colleague  called  me  relative  to  a 
patient  who  began  treatment  in  1911,  had  four 
doses  of  salvarsan,  two  intramuscular  and  two 
intravenous,  with  hypos  of  mercury  for  two 
years  at  intervals,  one  whom  I regarded  as  well 
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treated  and  whose  blood  was  negative  one  year 
and  six  months  ago,  stating  that  he  found  evi- 
dence of  aortic  disease,  which  he  attributed  to 
syphilis.  This  man  is  listed  in  my  chart  as  a 
cured  case,  because  I could  find  no  evidence  one 
year  ago,  or  even  six  months  ago,  of  syphilis, 
and  his  blood  was  negative.  He  was  dismissed 
two  years  ago,  and  has  had  blood  Wassermanns 
every  six  months  since. 

Again  referring  this  question  to  the  chart,  we 
find  seven  of  the  forty-six  who  are  willing  to 
accept  a negative  blood  \\’assermann  one  year 
after  dismissal  as  evidence  of  cure.  The  re- 
mainder do  not  so  regard  it. 

As  to  the  frequency  of  blood  examinations 
after  dismissal,  two  require  monthly  examina- 
tions for  one  year,  eighteen  require  the  blood  ex- 
amined every  three  months  during  the  first  year, 
two  every  six  months  during  the  second  year  and 
occasionally  thereafter,  the  remainder  fluctuate 
from  six  months  to  eighteen  months  between 
blood  examinations.  To  the  average  man  with 
syphilis  the  price  of  blood  examinations  is  a fac- 
tor to  be  considered,  fifteen  dollars  being  the  cus- 
tomary charge  in  Xashville.  This  prohibits  the 
examination  as  frequently  as  may  be  desired. 
Without  further  discussing  this  phase,  however, 
I would  say  that  patients  after  dismissal  should 
return  every  three  months  for  careful  physical 
examination,  to  which  should  be  added  the  \\’as- 
sermann  if  practicable,  during  the  first  year  after 
dismissal,  every  six  months  for  the  next  two 
years,  and  at  least  once  a year  for  the  following 
five. 

The  time  which  the  paper  has  alreadv  con- 
sumed prevents  a discussion  of  the  other  ques- 
tion asked  at  any  length.  I will  simply  say  in 
reply  to  the  query,  “ Do  you  regard  as  essential 
a negative  C.S.  fluid  before  dismissing  your  pa- 
tient as  cured?”  that  the  recognized  impractica- 
bility of  such  a course  makes  nearly  all  agree  that 
it  is  best,  where  it  can  be  successfully  accom- 
plished. Relative  to  the  luetin  test,  few  have  ex- 
perience with  the  test  in  its  relationship  to  treat- 
ment. The  significance  of  a 1+  ^^'assermann 
has  already  been  discussed.  The  ojfinions  ex- 
pressed show  conclusively  that  nearly  all  want 
corroboration  by  several  observers. 

Are  modern  methods  an  improvement? 

Three  unhesitatingly  say,  “ No ; ” the  re- 
mainder, “ Yes : ” a few  think  time  alone  can  an- 
swer. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  BROMBERG. 

Dr.  G.  Victor  Williams,  Chattanooga:  I 
have  enjoyed  this  most  interesting  paper,  and  I 
want  to  say  that  I think  the  general  practitioner 
in  treating  syphilis  in  the  past  has  been  giving 
an  occasional  shot  of  arsenic,  and  he  has  been 
giving  this  just  “ any  old  time,”  and  a few  months 
apart,  and  not  following  with  mercury  and  wait- 
ing for  symptoms  to  develop.  That  is  just  as 
bad  as  the  Hot  Springs  treatment  for  svphilis. 
It  has  been  said  that  the  majority  of  patients 
that  go  there  are  benefited  for  a while ; and  as 
soon  as  their  finances  are  exhausted  and  it  is  real- 
ized that  they  are  stranded,  they  are  told  that 
they  had  better  leave  and  come  back  in  six 
months  or  a year.  It  takes  such  patients  about 
six  months  to  get  some  money  before  thev  re- 
turn for  treatment.  Such  patients  are  helped 
each  time  they  go  there,  but  they  will  never  be 
cured. 

In  relation  to  the  V’assermann  test,  while  the 
Wassermann  test  is  a good  thing  in  the  eves  of 
many  practitioners,  we  should  not  disregard  the 
clinical  symptoms.  Practitioners  have  probably 
a case  before  them  which  is  as  plain  as  anything 
can  be ; but  even  then  they  are  in  doubt  and  want 
the  patient  to  pay  fifteen  dollars  for  a Wasser- 
mann test,  which  is  really  onh-  another  svmp- 
tom.  I certainly  think  we  should  go  on  the  clin- 
ical symptoms  in  the  majority  of  cases. 

In  some  cases,  esjiecially  the  tertiary,  where 
the  clinical  symptoms  are  suspicious  of  syphilis, 
but  the  patient  does  not  remember  exactly  and 
we  have  no  clear  history  of  the  primar}-  or  sec- 
ondary stages  to  back  us  up — there  is  where  we 
should,  I think,  use  the  M’assermann  or  luetin 
tests  to  confirm  our  suspicions.  I hope  the  new 
luetin  test  will  be  of  more  value  than  even  the 
Wassermann  test,  because  it  is  simpler. 

In  the  treatment  of  the  disease  by  the  use  of 
arsenic,  I am  encouraged  by  what  Murph_\'  sa}  s 
concerning  the  use  of  cacodylate  of  soda.  My 
experience,  which  is  limited,  does  not  back  up 
what  he  says  regarding  its  use  subcutaneously, 
which  were  small  doses  too  far  apart.  I have 
not  gotten  any  benefits,  except  the  patient  was 
taking  mercury  at  the  time.  I am  using  it  intra- 
venously now  and  in  larger  doses  and  repeated 
much  oftener,  and  am  getting  better  results  in 
that  way.  I believe  it  will  be  the  form  of  arsenic 
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= by  choice  in  the  treatment  of  syphilis,  as  it  con- 
jj  tains  38  per  cent  more  arsenic  than  salvarsan  and 
can  be  given  intravenously  in  two  to  seven  times 
! the  dose  of  the  maximum  dose  of  6 gram  of 
jj  salvarsan. 

There  are  two  things  in  the  treatment  of  .syph- 
[!  ilis  to  remember,  one  of  which  is  that  arsenic  is 
a great  thing  for  its  temporary  spectacular  ef- 
fect ; second,  we  know  that  mercury,  as  Dr. 
I'll  Bromberg’s  paper  shows,  is  a sheet  anchor ; and 
! I think  if  we  follow  arsenic  with  mercury  in  the 
proper  doses  and  give  them  close  together,  we 
p are  bound  to  get  the  best  results  that  can  be  ob- 
C tained  for  the  patient. 

Dr.  W.  K.  Sheddan,  Columbia : I hesitate  very 
much  to  discuss  this  subject  or  to  take  issue  with 
men  who  are  engaged  in  this  special  line  of  work, 
jl  However,  I want  to  discuss  the  subject  from  the 
j standpoint  of  a victim  as  well  as  one  who  has 
treated  it.  I have  had  my  experience  with  the 
:!l  disease.  I contracted  syphilis  in  1902.  I took 
j mercury  religiously  for  five  years  continuously. 

I I kept  up  seemingly  the  use  of  mercury  for  pos- 
sibly two  or  three  more  years,  and.  so  far  as 
I could  be  determined,  all  probable  evidences  of 
I syphilis  were  apparently  gone ; yet  there  were 
:!  certain  symptoms  and  certain  conditions  present 
U in  my  own  case,  and  I will  discuss  the  subject 
1 from  my  personal  experience  with  the  disease. 
I There  were  certain  mental  conditions  especially 
in  my  case,  but  I do  not  know  whether  my  pro- 
j fessional  friends  recognized  them  or  not.  How- 
ever, there  were  certain  changes  in  disposition 
and  character  which  persisted  with  me  from  the 
time  I got  infected  during  the  whole  time,  not- 
' withstanding  my  physical  condition  was  good  and 
I I weighed  more  than  at  any  other  time.  I had 
! a certain  amount  of  depression  and  distress  and 
annoyances  connected  with  the  disease,  and  I 
took  mercury.  I want  to  make  the  statement  that 
mercury  will  cure  it,  although  I did  not  believe 
it.  I took  mercury  for  five  years  religiously  and 
continuously.  I took  it  by  mouth,  by  inunction, 

I and  every  way,  and  kept  it  up  according  to  the 
j suggestion  of  Keyes  years  ago. 

I A year  ago  last  Hay  I went  down  sick,  and 
! for  several  months  prior  to  that,  at  the  time  of 
i the  meeting  of  the  Tennessee  State  Medical  As- 
i sociation  at  Nashville,  I was  ofif  my  feet.  I 
dragged  on  until  the  thirteenth  day  of  May.  I 
went  to  bed,  and  two  capable  young  men  were 
my  attendants.  They  were  at  sea  to  a very 


marked  extent,  although  they  knew  I had  syphi- 
litic infection  and  knew  the  length  of  time  I had 
taken  mercury.  The  question  was : Did  I have 
typhoid  fever?  Did  I have  malarial  fever?  Or 
what  was  the  matter  with  me?  So  far  as  I am 
concerned,  I did  not  know  anything  about  it  at 
that  time.  I was  running  a temperature,  I sup- 
pose, from  what  I have  heard  since.  A speci- 
men of  my  blood  was  submitted  to  Dr.  Bitterer 
for  examination  for  the  Weidal  test.  I discussed 
the  proposition  of  making  a Wassermann  and 
of  whether  mercury  had  cured  me  or  not.  Dr. 
Bitterer,  after  making  examinations  of  the  blood 
for  typhoid  and  malaria,  declared  them  both  neg- 
ative, and  proceeded  to  make  a Wassermann. 
and  found  a four-plus  Wassermann.  I had  taken 
mercury  continuously  and  religiously  for  five 
years,  then  at  intervals  twice  a year  for  three  or 
four  more  years.  Dr.  Bitterer  knew  this,  and 
the  professional  men  of  IMaury  County  were  very 
skeptical  about  the  use  of  arsenical  compounds 
and  rather  skeptical  about  the  newer  things.  Dr. 
Bitterer  came  to  see  me,  and  in  my  condition  I 
argued  the  matter  whether  to  take  it  or  not ; but 
he  finally  himself  forced  it  on  me,  and  I took 
neosalvarsau.  I took  five  doses  within  five 
weeks.  At  the  end  of  the  fifth  week,  two  weeks 
after  the  fifth  dose,  he  made  another  Wasser- 
mann, which  was  negative.  He  cut  me  off  of 
everything.  I have  not  taken  anything  since.  I 
have  had  a W'assermann  made  once  every  two 
months,  the  last  one  having  been  made  recently 
and  reported  to  me  on  last  Saturday  as  negative. 

So  far  as  my  owp  personal  observations,  sen- 
sations, and  feelings  are  concerned,  the  only  time 
I felt  normal  since  I contracted  that  infection  fif- 
teen years  ago  was  since  I got  out  of  bed. 

I believe  the  Wassermann  test  is  of  inestima- 
ble value  in  a great  many  cases.  I think  if  I had 
had  a Wassermann  test  made  I would  have  been 
saved  this  experience.  I believe  that  the  Wasser- 
mann test  as  made  by  some  men  is  not  very  val- 
uable, and  I say  now  that  I would  not  give  a 
cent  for  a Wassermann  test  unless  I knew  the 
man  making  it,  unless  I knew  his  method  and 
his  ability,  his  honesty,  and  everything  connected 
with  his  work.  The  Wassermann  test,  made  by 
the  proper  man  and  the  proper  environment  and 
proper  surroundings,  is  an  invaluable  test. 

Those  of  us  who  are  engaged  in  general  prac- 
tice have  cases  come  under  our  observation — 
cases  of  nervous  disease — concerning  which  we 
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are  at  sea.  I have  two  cases  in  my  own  town 
in  point  that  Dr.  \\'itt  saw  with  me,  in  which 
there  was  no  history  of  syphilis,  never  any  his- 
tory of  initial  sore  or  secondaries ; yet  cerebral 
conditions  developed ; the  lesions  were  dissem- 
inated in  type,  but  the  diagnosis  was  obscure. 
[Time  called.] 

Dr.  AI.  Haase,  iMemphis : Dr.  Bromberg  has 
covered  the  subject  so  completely  that  he  leaves 
very  little  for  discussion. 

I would  like  to  emphasize  what  he  has  said  in 
regard  to  not  depending  upon  the  Wassermaml 
test  where  you  have  the  clinical  manifestations 
of  the  disease  sufficient  for  you  to  believe  that 
syphilis  exists.  In  my  own  practice  I have  my 
own  laboratory  for  making  the  \^’assermann  test, 
but  both  in  private  and  clinical  work  I have  seen 
unquestionable  manifestations  of  syphilis  clin- 
ically in  which  the  Wassermann  test  was  nega- 
tive, and  not  alone  in  my  own  laboratory,  be- 
cause we  have  a rather  peculiarly  happy  method 
of  doing  Wassermanns  in  iMemphis.  We  have 
three  laboratories,  and  we  send  to  each  other  each 
week  some  blood.  The  laboratory  drawing  blood 
once  a week  sends  samples  to  the  other  two.  \\'e 
are  governed  by  the  reports  which  come  from 
these  three  laboratories  to  see  if  they  are  work- 
ing harmoniously.  In  that  way  we  check  up  our 
own  work  and  assist  others  in  checking  up  theirs. 
This  we  have  found  to  be  an  excellent  method. 
Should  one  of  these  laboratories  give  a negative 
report  and  the  other  two  a positive  report,  then 
the  three  laboratories  get  together  and  find  out 
by  titrating  reagents  what  the  trouble  is.  We 
keep  the  three  laboratories  running  Wasser- 
manns in  a most  excellent  condition. 

As  regards  the  treatment  of  syphilis  by  mer- 
cury and  salvarsan  or  arsenical  preparations,  I 
wish  to  say  that  I have  absolutely  no  faith  in 
cacodylate  of  sodium.  This  was  tried  out  in 
the  City  Hospital  of  Memphis  on  eight  cases ; 
and,  by  the  way,  the  City  Hospital  of  Alemphis 
invites  syphilis  cases  into  its  wards,  and  there  it 
is  treated  by  the  same  methods  exactly  as  it  is 
treated  in  private  practice.  Eight  cases  of  sec- 
ondary syphilis  were  taken  into  the  wards  of  the 
City  Hospital,  and  cacodylate  of  sodium  was 
used,  and  a WHssermann  was  taken  every  month. 
Of  these  eight  cases,  five  gave  a negative  Wasser- 
mann. So  I have  no  faith  in  the  cacodylate  of 
sodium  in  the  treatment  of  syphilis. 

In  the  treatment  of  syphilis  1 unhesitatingly 


say  that,  in  my  opinion,  the  administration  of 
mercury  will  cure  syphilis,  but  I am  opposed  to 
the  giving  of  mercur}'  by  mouth.  Whether  mer- 
cury given  by  mouth  cures  syphilis  or  not,  I am 
not  prepared  to  say,  because  we  need  to  keep 
these  patients  under  continuous  observation,  and 
I have  no  doubt  eighty  per  cent  of  the  cases  of 
syphilis  will  have  the  clinical  manifestations  to 
disappear,  and  the  fear  of  the  disease  will  be 
somewhat  lessened ; but  they  will  quit  taking  it 
or  they  take  it  with  irregularity.  The  treatment 
should  be  given  by  the  physician  himself. 

If  laboratories  controlled  each  other  more  fre- 
quently, we  would  have  less  of  these  faulty  find- 
ings in  the  laboratories  used  generally  by  the  gen- 
eral practitioner. 

There  is  a personal  element  in  making  a 
Wasserman  test.  As  to  the  advertisements  in 
the  journals  which  we  see  so  frequently  of  a 
Wassermann  test  being  made  for  five  dollars  by 
such  and  such  a laboratory,  I do  not  think,  if  I 
were  a general  practitioner,  I would  use  them  at 
all.  A specimen  of  blood  is  sent  there,  and  you 
have  not  the  slightest  idea  who  is  handling  the 
serum. 

Dr.  Herman  J.  B.\rnett,  Chattanooga : I want 
to  commend  the  essayist  on  the  great  amount  of 
work  he  has  done  in  tabulating  the  opinions  of  a 
great  many  different  practitioners  on  the  several 
cases  they  have  had.  I desire  to  call  your  atten- 
tion to  the  fact  that  you  can  hardly  get  any  dis- 
ease or  any  infection  that  will  affect  two  individ- 
uals exactly  the  same.  We  all  of  us  find  varia- 
tions in  the  virulence  of  the  spirochsete.  W’e  have 
the  various  strains.  We  have  in  America  a great 
many  people  that  are  almost  as  much  syphilized 
as  they  are  civilized,  and  it  seems  to  me  that  it 
is  absolutely  preposterous  to  get  men  from  Maine 
and  California  or  from  the  Canadian  borders  to 
the  Gulf  Coast  to  agree  on  a specific  method  of 
treating  a specific  disease,  because  we  have  no 
specifics.  Of  course  we  do  have  the  spirochaste 
as  the  cause  of  syphilis.  \\’e  have  the  tubercle 
bacilli  as  the  cause  of  tuberculosis ; but  we  know  ; 
that  almost  ev^ery  one  during  the  average  life  of  ■ 
man  is  infected  with  tuberculosis,  and  we  know  ' 
that  it  affects  them  almost  always  in  a dift'erent  | 
manner.  ' 

Now,  we  have  cases  of  syphilis  that  seem  to 
affect  bones  almost  entirely  to  the  exclusion  of  i 
syphilis  in  other  organs.  There  must  be  a reason  ! 
for  this.  We  have  other  cases  in  which  the  dis-  i 
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ease  seems  to  affect  the  skin  only,  and  we  have 
seen  cases  of  syphilis  that  had  no  primary  lesion, 
no  secondaries,  and  we  have  had  glandular  syph- 
ilis with  a four-plus  Wasserman  without  any  his- 
tory of  the  disease  whatsoever. 

Considering  all  these  things,  I cannot  see  how 
we  can  reasonably  expect  syphilographers  to 
agree. 

There  is  another  error  made  in  the  treatment 
of  syphilis — namely,  that  mercury  is  a specific. 
I have  seen  individuals  treated  with  mercury  in 
whom  the  symptoms  seemed  to, get  worse  under 
all  methods  of  administration,  and  I have  seen 
cases  that  did  not  do  well  on  606.  There  can  be 
no  specific  treatment  for  syphilis ; there  never 
has  been  and  never  will  be.  A great  mistake  be- 
ing made  by  the  profession  to-day  and  in  the 
past  is  that  in  treating  syphilis  we  are  prone  to 
forget  we  have  a patient  and  treat  syphilis  en- 
tirely. I have  had  in  my  experience  cases  suf- 
fering with  abdominal  conditions  showing  all 
symptoms  that  might  have  been  readily  diagnosed 
as  syphilis  if  not  for  the  history  of  the  cases,  and 
those  patients  cleared  up  after  the  administration 
of  a few  purgatives.  I have  seen  others  who 
have  taken  mercury  and  varioiis  patent-medicine 
cures  for  as  long  as  twenty  years,  and  I doubt 
very  much  whether  they  had  ever  had  syphilis. 
We  are  prone  to  attribute  anything  that  a man 
ever  had  following  a syphilitic  infection  to  syph- 
ilis, and  we  do  not  study  our  cases.  I do  not 
believe  that  it  is  now  possible,  or  that  it  will  ever 
be  possible,  to  have  a specific  for  a disease  that 
is  so  peculiar  in  its  generalization.  We  cannot 
hope  to  have  all  cases  exactly  alike,  and  we  can- 
not have  two  treatments  or  .one  treatment  for  the 
disease. 

Dr.  William  Litterer,  Nashville:  I am  sorry 
I did  not  hear  Dr.  Bromberg’s  paper,  but  I know 
his  general  views  in  regard  to  this  matter. 

Concerning  the  Wassermann  reaction,  I think 
it  is  valuable  sometimes.  I would  not  say  it  is 
absolutely  infallible,  but  it  is  by  far  the  best  test 
we  have  of  syphilis.  Of  course  it  is  not  a spe- 
cific test,  like  finding  the  spirochaete  in  the  lesion ; 
but  if  the  test  is  made  properly,  I believe  it  is 
as  near  infallible  as  almost  any  of  the  tests  out- 
side of  finding  the  specific  microorganism.  It  is 
true  that  there  are  so  many  technics,  so  many 
different  methods  and  different  modifications  of 
the  Wassermann  reaction,  that  it  is  no  wonder 
we  get  discrepancies  in  results.  We  do  get  great 


variations.  The  technic  is  so  long  that  some  er- 
ror is  likely  to  creep  in.  However,  this  error  is 
ver}^  little,  because  you  can  split  the  serum  and 
make  it  by  a certain  method,  and  that  test  will 
come  out  practically  exactly. 

I have  been  appointed  by  the  Southern  Medical 
Association  on  the  investigation  of  the  standard- 
ization of  the  Wassermann  test.  Nothing  is 
more  important  than  that.  We  are  working 
along  the  line  of  different  methods  of  standard- 
izing our  reagents.  We  never  had  this  trouble 
as  to  the  discrepancy  in  the  Wassermann  test 
five  or  six  years  ago,  because  there  was  the  old 
original  Wassermann  in  which  all  reagents  were 
standardized.  Now  there  are  so  many  short  cuts 
and  preservation  of  antigens  and  complements, 
and  so  forth,  that  they  are  liable  to  deteriorate. 
They  detect  granules,  and,  instead  of  titrating 
and  testing  the  reagents,  they  put  them  in  and 
then  trust  to  luck.  I think  most  of  us  who  make 
Wassermann  tests  have  done  that  in  the  past. 
In  the  old  Wassermann  all  the  reagents  were  so 
unstable  that  we  had  to  titrate. 

Dr.  Barnett  brought  out  a point  which  is  of 
great  importance — namely,  that  we  cannot  treat 
these  cases  in  a routine  manner.  Undoubtedly 
there  are  some  cases  that  are  refractory  to  mer- 
cury ; there  are  many  cases  refractory  to  arsenic  ; 
and  you  have  simply  to  test  your  case  and  treat 
the  patient  with  one  and  then  with  the  other.  I 
believe  mercury  is  a specific  in  quite  a number 
of  cases,  but  I do  not  believe  it  is  in  all.  I think 
I have  seen  cases  where  mercury  has  absolutely 
failed  and  606  does  not  do  the  work.  I think 
the  particular  spirochaete  is  refractory  to  mer- 
cury in  that  particular  case.  We  have  undoubt- 
edly many  different  kinds  of  spirochaetes — some 
that  attack  the  nervous  system,  others  the  skin, 
bones,  etc. 

As  to  when  syphilis  is  cured,  that  is  a great 
problem,  and  it  will  be  many  years  before  we 
find  out.  Craig  has  laid  down  the  rule  that  we 
should  take  a Wassermann  every  six  months  for 
several  years,  and  before  pronouncing  a patient 
cured  of  syphilis  we  should  take  the  cerebrospi- 
nal fluid,  run  it  through  globulin  and  albumin, 
and  make  a Wasserman  test,  and,  in  addition  to 
that,  try  the  luetin  test,  and,  as  a final  test,  use 
a provocative  Wassermann.  That  is  almost  pro- 
hibitive ; but  that,  he  says,  is  ideal. 

Let  me  say  a word  or  two  more  concerning 
treatment.  Craig’s  assistant  at  Fort  Leaven- 
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worth,  Kan.,  made  a Wassermann  of  fifty  case.s, 
in  which  he  tried  injections  of  salicylate  of  mer- 
cury, and  found  in  not  a single  case  was  the 
Wassermann  obliterated,  showing  that  the  injec- 
tion of  salicylate  of  mercury  was  of  no  value. 

Dr.  Perry  Bromberg,  Nashville  (closing)  : I 
agree  with  what  Dr.  Barnett  has  said — that 
syphilis  is  not  a s])ecific  disease  that  can  be  cured 
by  a specific  remedy,  and  that  no  one  remedy  will 
cure  syphilis  is  a recognized  and  well-established 
fact,  because  it  is  such  a variable  disease  in  the 
virulence  of  the  spirochaete  and  the  affinity  of 
the  spirochaete  for  particular  tissues  or  for  a par- 
ticular type  of  tissues  in  the  body.  I think  we 
all  concede  that.  We  know  that  very  well. 

I was  one  of  the  early  men  to  begin  the  use  of 
salvarsan  when  Professor  Ehrlich  gave  us  his 
astounding  discovery.  Of  all  contributions  to 
medicine  at  the  London 'Congress,  perhaps  there 
was  no  greater  contribution  than  his.  But  sal- 
varsan has  absolutely  failed  to  ])rove  to  me  that 
it  is  permanently  curative  of  syphilis,  which  I 
have  shown  in  a hundred  cases  I have  had  the 
pleasure  of  examining  within  the  past  year. 

I would  not  have  it  understood  that  I con- 
demned the  Wassermann  test.  I use  it  in  all 
cases,  and  rely  ui)on  it  to  a large  extent  as  being 
the  most  frequent  and  most  valuable  symptom 
of  syphilis;  but  I do  not  regard  it  as  everything. 
The  clinical  evidence  weighs  heavier  with  me 
than  the  laboratory  evidence,  and  I agree  with 
Dr.  Haase  that  all  laboratory  evidence  should  be 
checked  up  by  several  observers  under  all  cir- 
cumstances, and,  where  it  is  possible  to  do  so,  a 
])rovocative  neosalvarsan  should  be  given. 

I do  not  believe  mercury  will  cure  all  cases  of 
syphilis  ; I do  not  believe  salvarsan  will  cure  all 
cases  of  syphilis,  and  I may  doubt  whether  it 
may  cure  permanently  any  case  of  syphilis. 

I probably  am  the  first,  so  far  as  I know.,  to 
])oint  out  from  my  results  and  exj)erience  that 
salvarsan  is  not  a very  efficient  method  of  treat- 
ing syphilis,  that  it  should  not  be  relied  on  abso- 
lutely, and  that  the  Wasserman  test  is  not  as  re- 
liable as  a great  many  practitioners  think.  Let 
us  take  New  York.  In  that  city  more  than  twenty 
per  cent  of  absolute  contradictions  were  found 
where  blood  was  sent  to  two  or  three  laborato- 
ries for  examination.  One  laboratory  reported 
the  test  positive  and  another  negative.  The 
average  of  forty-eight  per  cent  of  bloods  in  the 
report  is  four  plus,  and  by  another  one  is  two 
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plus,  the  amount  of  hemolysis  having  varied  to 
such  a great  extent. 

Dr.  Sheddan  said  he  had  fever,  and  his  blood 
was  examined  for  typhoid  and  paratyphoid.  His 
symptoms  were  not  suggestive  of  late  tertiary 
syphilis  cured.  Arsenic  would  make  him  feel 
better,  knowing  that  he  had  syphilis  twenty  years 
ago.  I do  not  believe  that  his  case  is  any  argu- 
ment at  all.  We  know  that  one  swallow  does 
not  make  a summer. 


THE  PUBLIC  HEALTH  SITUATION  AS 
PORTRAYED  BY  MORTALITY 
RECORDS. 

By  H.  H.  Shoulders,  iM.D., 

Nashville,  Tenn. 

Before  beginning  a discussion  of  the  data  we 
have  with  reference  to  mortality  in  Tennessee, 
we  will  refer  briefly  to  some  general  consider- 
ations concerning  statistical  data. 

The  old  statement  to  the  effect  that  there  are 
three  kinds  of  lies — lies,  damn  lies,  and  statis- 
tics— is  occasionally  still  quoted  and  is  occasion- 
ally justified.  It  would  be  well,  however,  if  we 
would  also  remember  this  trite  philosophy : “ Lig- 
ures  don’t  lie,  but  liars  do  figure.” 

iMuch  of  the  statistical  data  available  at  the 
time  the  first  statement  was  coined  consisted 
largely  of  individual  estimates,  or  was  individual 
statistics.  In  many  instances  such  data  has  re- 
ally consisted  of  a collection  of  figures  with  ref- 
erence to  the  work  done  by  some  one  man  who, 
as  a rule,  also  collected  the  data.  However  hon- 
est he  might  be,  we  must  concede  that  the  per- 
sonal interest  he  would  take  in  the  end  results 
to  be  achieved  is  operative,  and  that  it  is  a won- 
derfully powerful,  persriasive  influence. 

Clinics  report  results  from  certain  work,  and 
prove  it  by  individual  statistics  ; individuals  re- 
port results  from  this  or  that  treatment,  and 
prove  its  superiority  over  other  treatments  by 
the  statistics  compiled  by  the  individuals  inter- 
ested in  exploiting  the  method.  So  it  is  proper 
that  a certain  amount  of  skepticism  surround 
such  reports. 

Mortality  statistics  may  not  represent  the 
conditions  of  a community  absolutely  accurately; 
they  do,  however,  represent  the  collective  opin- 
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ions  of  the  entire  profession  of  medicine  of  the 
state  as  to  the  causes  of  the  deaths,  and  their 
opinions  are  unbiased  by  any  hopes  of  individ- 
ual glory  in  the  matter,  and,  therefore,  must  be 
conceded  to  be  the  best  evidence  available  re- 
garding the  conditions  under  consideration. 

Completeness  of  Registration. — There  are 
a few  remarks  which  should  be  made  with  re- 
gard to  the  general  completeness  of  death  reg- 


to  be  presented  are  comparable  with  those  of  any 
community  in  the  world  having  efficient  death 
registration. 

Portrayal  of  Conditions. — Doctors  recog- 
nize that  when  a death  from  certain  diseases — 
such  as  typhoid  fever,  tuberculosis,  or  diphthe- 
ria— occurs,  certain  conditions,  or  groups  of  con- 
ditions, have  brought  about  the  illness.  Like- 
wise with  regard  to  all  other  preventable  diseases. 


Fig.  1. 

Fig.  1.  Note  that  21  deaths  occurred  in  March,  a winter  month,  and  that  135  deaths  occurred  in  August,  a summer 
month.  Contact  is  as  dangerous  in  winter  as  in  summer.  Cold  doesn't  destroy  the  germs,  so  water  contamination 
should  be  as  dangerous  in  winter  as  in  summer.  The  fly,  then,  is  the  factor  which  determines  our  summer  typhoid 
death  rate. 


istration  in  the  state.  Tennessee’s  death  rate 
for  1915  was  13.8  (still  births  included).  If 
still  births  had  been  excluded,  the  rate  would  be 
about  13.  The  death  rate  of  the  registration 
area  for  the  year  1914  was  13.6.  That  of  the 
rural  part  of  the  registration  area  in  1913  was 
12.7.  Tennessee  is  composed  chiefly  of  rural 
population,  and  the  latter  rate  would  be  fair  for 
comparison.  The  average  of  all  registration 
states  was  13.4.  These  comparisons,  together 
with  other  proof  which  might  be  cited,  amply 
support  the  idea  that  Tennessee  has  efiflcient 
death  registration,  which  means  that  the  figures 


The  death  rate  of  any  given  political  unit — state, 
county,  or  municipality — from  any  preventable 
diseases,  therefore,  portrays  the  conditions  of  the 
community  which  contribute  to  the  preventable 
deaths. 

Death  registration,  then,  is  the  recording  of 
end  results;  and  it  is  from  a careful  study  of 
these  records  that  we  are  able  to  stimulate  the 
community  to  a consciousness  of  the  existence 
of  conditions  which  bring  about  the  unfortunate 
end  results.  We  do  not  hold  up  to  view  the 
skeletons  of  the  dead  for  sentimental  reasons, 
nor  to  make  us  more  conscious  of  the  loss  at  this 
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time,  but  rather  to  call  to  mind  in  the  most  im- 
pressive manner  possible  the  conditions  which  are 
operative  and  which  continue  to  be  operative  in 
hazarding  the  lives  of  our  citizens. 

There  occurred,  in  round  numbers,  32,000 
deaths  in  Tennessee  in  1915.  The  number  of 
deaths  from  each  of  a group  of  preventable 


causes  was  as  follows: 

Typhoid  fever 906 

Tuberculosis  i 4,499 

Pellagra  840 

INIalaria 491 

Scarlet  fever 33 

Aleasles 22 

Whooping  cough 157 

Diphtheria  489 

Smallpox  42 

Diarrhoea  and  enteritis  of  infants 

under  two  years  of  age 1 1,112 

Puerperal  septicaemia  161 


making  a total  of  8,752,  composing'27.3  per  cent 
of  the  total  deaths.  If  the  deaths  of  old  persons 
and  the  unavoidable  deaths  of  very  young  in- 
fants were  eliminated  from  the  grand  total,  the 
preventable  deaths  would  compose  at  least  50 
per  cent  of  the  total. 

Four  of  the  diseases  mentioned  in  the  group 
of  preventable  deaths  have  produced  a mortal- 
ity which  in  comparison  stands  out  prominently, 
and  they  are : tuberculosis,  typhoid  fever,  pella- 
gra, and  diarrhoea  of  infants  under  two  years  of 
age.  It  will  be  remembered,  too,  that  all  but 
one  of  these  causes  produce  death,  as  a rule,  dur- 
ing early  adult  and  middle  life.  The  average  age 
at  death  from  tuberculosis  is  thirty-four,  and  ty- 
phoid is  twenty-eight. 

By  comparing  the  death  rate  of  Tennessee 
froin  each  of  these  preventable  causes  with  those 
of  other  states,  we  will  get  a view  of  the  rela- 
tion which  obtains  between  Tennessee  and  these 
other  states  with  respect  to  the  fundamental  con- 
ditions which  cause  illnesses. 

Typhoid  Fever:  Tennessee’s  death  rate  from 
this  disease  in  1915  was  39.8,  and  in  this  connec- 
tion we  should  state  that  the  rural  rate  was  41.3 
and  the  city  rate  32.4 — quite  close  together. 
There  are  two  states  in  the  registration  area  with 
rates  above  Tennessee  and  twenty-one  with  rates 
below.  The  average  rate  of  all  registration 
states  was  17.8  for  1913,  or  less  than  half  the 
rate  of  Tennessee  in  1915. 


We  must  keep  in  mind  that  we  are  seeing  in  1 
these  death  records  the  inevitable  result  of  a con-  'j 
dition.  The  condition  is  the  thing  portrayed.  j 

From  our  death  records  we  may  also  view  our  j 
morbidity.  For  every  death  from  typhoid  fever 
there  have  occurred  18  cases.  We,  therefore,  i, 
had  over  16,000  cases  of  typhoid  fever  in  Ten-  j 
nessee  last  year — about  5 cases  for  each  doctor 
in  the  state.  The  conditions  which  have  brought 
about  this  illness  and  mortality  are,  of  course, 
the  insanitary  privy  on  the  premises  of  rural 
homes,  the  same  conditions  in  towns,  and,  ■ 
strange  to  say,  the  same  conditions  in  some  of 
our  large  cities.  In  brief,  we  see  human  excre-  , 
ment  which  contains  the  typhoid  germ  scattered  ; 
recklessly  all  over  the  state,  in  rural  district,  ; 
towns,  and  cities ; we  see  our  food  and  water 
contaminated  with  it.  As  Ave  aucav  the  cases,  we 
see  ignorant,  careless  hands  A'isiting  and  nursing 
them,  and  in  some  rare  instances  Ave  see  careless 
doctors  attending  a typhoid  patient,  diligently  and 
attentively  seeing  to  it  that  the  patient  receives 
his  Q.  4 H.  salol  and  turpentine,  and  in  the  most 
casual  Avay  directing  that  care  be  taken  in  dispos- 
ing of  the  excrement.  From  the  tracing  (Fig.  1) 
Ave  get  some  valuable  suggestions.  \Miy  does  the 
curve  go  up  and  come  doAvn  ? There  are  three  po- 
tent factors  in  transmitting  typhoid — viz.,  flies, 
fingers  (or  contact),  and  AA'ater.  Tavo  of  these 
factors  operate  the  year  round,  the  fl}^  only  dur- 
ing the  summer  season.  This  teaches  the  rela- 
tive importance  of  the  factors  in  transmission, 
as  Avell  as  emphasizes  the  one  factor  Avhich  should 
ahvays  be  thought  of  first — auz.,  the  fiy. 

Tuberculosis:  There  Avere,  in  round  numbers, 
4,500  deaths  from  this  disease  in  1915,  giAung  a 
rate  of  189.8.  \Miite,  2,656,  Avith  a rate  of  155.2 ; 
colored,  1,834,  giAung  a rate  of  405.5.  In  com- 
parison Avith  some  other  states  Ave  find  Ten- 
nessee holding  the  position  of  third  from  the  top. 
In  the  light  of  our  more  recent  conceptions  re- 
garding the  etiologic  factors  of  the  disease,  Ave 
get  a broader  AueAV  of  the  general  question  as 
portrayed  in  the  mortality  records.  First,  Ave 
see  10  living  cases  for  every  death  that  occurred 
last  year,  giving  us  practically  45,000  cases  in 
the  state  in  various  stages — from  the  incipient 
to  the  moribund.  A’e  see  4,500  sufficiently  ad- 
vanced to  die  in  1916.  We  also  see  as  many  more 
sufficiently  advanced  to  die  in  1917,  making  a to- 
tal of  9,000  sufficiently  advanced  to  die  Avithin 
eighteen  months,  leaving  36,000  cases  in  the  ear- 
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! Her  stages,  a large  per  cent  of  which  will  be 
, cured  or  achieve  a spontaneous  recovery.  Oth- 
I ers  will  gradually  await  their  turn  to  join  the 
I advanced  and  dying  as  the  years  go  by.  Unfor- 
I tunately,  we  will  see  a great  number  of  the  early 
I cases  walking  away  from  the  doctors’  offices  with 
I a smile  on  their  pallid  cheek,  provoked  by  the 
I,  assurance  the  doctor  gave  that  they  did  not  have 
1,  tuberculosis,  which  assurance  was  given  because 


one  single  influence,  but  one  which  has  resulted 
from  a grou]:>  of  interlinking  influences  which 
have  been  operating  through  all  the  years  of  the 
past. 

Recent  indications  are  that  the  story  of  tuber- 
culosis is  to  be  rewritten ; that  new  interpreta- 
tions are  being  placed  upon  old  facts,  as  well  as 
new  facts  revealed.  Our  attention  is  now  beinn 

o 

called  to  the  fact  that  the  discovery  of  germs  has 


Fig.  2. 

Fig.  2 shows  the  typhoid  fever  death  rates  of  a number  of  states,  including  Tennessee.  In  so  doing  it  portrays  the  con- 
ditions of  the  states  mentioned. 

The  death  rate  of  North  Carolina  refers  to  towns  and  cities  of  over  1,000  population. 


the  doctor  could  not  find  a cavity  in  the  lung 
with  a stethoscope  nor  find  t.  b.  in  the  sputum. 
The  doctor  was  right  ( they  had  neither  condi- 
tion), hut  was  wrong  in  his  deduction  that  they 
did  not  have  the  process.  We  also  see  a great 
number  of  the  early  cases  as  fathers  or  mothers, 
as  brides  or  as  grooms ; a number  as  the  infected 
children  of  tuberculosis  parents,  in  a measure 
robbed  of  hope  before  they  were  born.  We  see 
many  in  the  chilly,  dingy,  and  crowded  quarters 
of  poverty.  We  see  in  all  a problem  of  great 
magnitude — not  one  which  has  developed  among 
us  in  a brief  space  of  time,  nor  as  a result  of  any 


served  to  obscure  from  our  scientific  view  for  a 
time  the  fundamental  protoplasmic  conditions 
which  have  so  much  to  do  in  determining  whether 
or  not  any  given  person  will  die  of  tuberculo- 
sis. When  we  view  the  question  from  the  stand- 
point of  end  results — which  are  deaths — many 
influences  are  apparent  which  are  not  apparent 
when  we  view  it  from  other  directions.  We 
view  practically  every  person  as  having  the  in- 
fection, and  we  see  only  15  per  cent  dying  and 
85  per  cent  not  dying.  Then  it  is  we  view  the 
other  factors,  which  determine  the  question  of 
recovery  or  death.  We  must,  at  the  same  time. 
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bear  in  mind  that  the  quantity  of  infection  also 
has  a bearing  in  determining  the  great  question. 

W'e  now  view  the  question  more  in  the  light 
that  the  germ  appears  to  always  be  present  when 
the  protoplasm  of  the  individual  is  vulnerable. 

Recent  statistical  studies  show  that  tubercu- 
losis is  far  more  prevalent  among  ten-dollars-per- 
week  employees  than  among  fifteen-dollars-jier- 
week  employees,  which  is  to  he  interpreted  as  in- 


prevent the  contraction  of  a greater  amount  of 
infection  than  a reasonable  degree  of  resistance  C 
will  overcome.  * 

Pellagra:  The  record  of  deaths  from  pellagra 
forever  settles  a few  questions  about  the  disease,  ' 
and  one  is  with  regard  to  the  disease  occurring 
in  the  colored  race.  You  know  that  it  has  been 
argued  that  the  negro’s  skin  protected  him  from 
certain  rays  of  the  sun,  which  some  have  pre- 


Fig.  3. 

Fig.  3 shitws  the  death  rate  of  a number  of  states  from  tuberculosis.  Please  compare  the  rates  of  other  states  witli 
that  of  Tennessee. 

Two  states — viz..  Kentucky  and  California — show  a death  rate  of  over  200.  Their  exact  death  rate  cannot,  therefore, 
be  represente<l  in  the  above  cut. 

The  rate  shown  foi-  North  Cai'olina  refers  only  to  the  average  rate  of  towns  and  cities  of  over  1.000  population. 


dicating  that  the  very  conditions  under  which 
the  ten-dollars-per-week  person  lives  ])re])ares 
])rotoplasm  for  the  infection. 

We  also  see  more  emphasis  plat'ed  ui)on  hered- 
ity as  a factor  in  jirodticing  vulnerable  ])roto- 
I)lasm.  We  are  taking  into  more  account  tbe 
many  interlinking  influences  which  have  to  do 
in  determining  our  death  rate  from  this  disease, 
d'he  work  of  lowering  our  death  rate  from  this 
disease,  then,  is  to  be  directed  toward  prevent- 
ing ])ersons  with  mild  infections  and  good  pro- 
toplasm from  losing  their  resi.stance,  as  well  as  to 


sumed  have  to  do  in  ]:)roducing  the  disease.  Of 
the  840  deaths  from  this  disease  last  year  { 1915), 
.170  were  colored,  giving  a colored  death  rate  of 
78.2  per  100,000,  and  470  white,  giving  a rate  of 
27.1.  The  colored  rate  was  almost  three  times 
the  white  rate.  The  cities  of  the  state  gave  an 
average  rate  of  6.1.6,  and  the  rural  ])o]Hilation 
gave  a rate  of  .11.7.  Only  fourteen  counties  es- 
caped a death.  4'he  disease,  however,  ])revails 
to  a greater  degree  in  some  counties  than  in  oth- 
ers, though  it  does  not  harmonize  with  the  ty- 
phoid death  rate,  which,  in  a measure,  detracts 
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from  the  idea  that  the  disease  is  excreta-bonie. 
Pellagra  gives  a high  death  rate  in  counties  with 
low  typhoid  rate,  and  vice  versa.  We  are  not 
in  position,  of  course,  to  say  definitely  what  con- 
ditions this  death  rate  indicates.  We  are,  how- 
ever, in  position  to  say  that  a few  things  are  in- 
dicated. It  may  be  said  that  there  is  “ one  thing 
we  now  know  about  the  etiology  of  pellagra,” 
and  that  one  thing  is  that  poor  diet  has  a defi- 
nite and  potent  bearing  in  its  production. 


regarding  nutrition  as  a factor.  We  see,  on 
the  one  hand,  poverty  making  a dollar  go  the 
farthest  it  will  go  by  buying  the  cheapest  arti- 
cles of  diet  (carbohydrates).  We  see  eggs  and 
hams  being  sold  from  the  modest  home  in  the 
country  to  buy  cereals,  syrups,  and  hats.  In  the 
light  of  present  knowledge,  we  see  in  the  pella- 
gra death  rate  a criticism  of  our  economic  con- 
dition rather  than  a criticism  of  our  sanitary 
conditions. 


Fig.  4. 

Fig  4 indicates  the  seasonal  relation  of  pellagra.  . .. 

Please  note  that  deaths  occur  in  each  month  in  the  year.  Skin  sj'mptoms  may  not  be  so  prominent  during  the  win 
ter  season,  however. 


We  have  never  isolated  the  specific  cause  of 
smallpox,  but  we  do  know  of  an  agent  that  will, 
in  a majority  of  instances,  prevent  smallpox. 
The  specific  cause  of  pellagra  has  not  been  iso- 
lated, but  Ave  do  know  of  an  agent  which  will, 
in  a majority  of  instances,  prevent  pellagra.  The 
theory  as  to  how  each  acts  is  a secondary  mat- 
ter in  so  far  as  end  results  are  concerned,  and 
end  results  must  be  the  factor  which  determines 
the.  value  of  any  measure  whatsoever  in  the 
treatment  or  prevention  of  any  condition. 

From  this  death  rate,  then,  we  see  poverty  as 
a factor.  We  see  ignorance  of  fundamental  facts 


To  try  to  argue  ourselves  into  trying  to  pre- 
vent pellagra  by  any  means,  to  the  exclusion  of 
proper  diet,  would  be  like  trying  to  profitably 
grow  bananas  in  hothouses  in  1 ennessee.  The 
sooner  we  impress  upon  the  people  ” tJiis  one 
thing  zve  kuozv,”  the  sooner  will  the  medical 
charlatan  cease  to  reap  a reward  from  their  ig- 
norance and  the  sooner  will  our  business  men 
and  statesmen  lay  hold  of  the  proposition  in  a 
definitely  helpful  manner. 

Diarrhoea  in  Infants  : This  is  one  of  the  four 
major  causes  of  deaths  in  the  state.  It  caused 
1,112  deaths  in  1915,  giving  a rate  of  49.4.  From 
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this  death  rate  we  see  ignorant  mothers  feeding 
innocent  babes  either  filthy  diet  or  an  improper 
diet.  Is  it  to  be  admitted  that  the  ignorant  old 
“ granny  ” has  greater  influence  than  a reputa- 
ble physician  in  the  family?  Or  can  it  truthfully 
be  said  that  the  physician  in  attendance  at  birth 
failed  to  properly  impress  the  family  with  some 
fundamental  ideas  of  infant  care?  Doctors  gen- 
erally succeed  in  getting  most  people  operated  on 
who  badly  need  it ; and  could  it  be  possible  that 
we  are  more  solicitous  of  the  welfare  of  our  op- 
erative cases  than  of  the  children?  If  so,  we  may 
lay  at  the  door  of  the  practitioners  of  medicine 
a just  criticism. 

Of  the  acute  infectious  diseases  of  infants, 
diphtheria  stands  out  prominently  as  the  most 
important  cause  of  death,  with  489  deaths  to  its 
credit.  W’e,  of  course,  have  memories  of  how 
fatal  this  disease  once  was ; at  the  same  time  we 
now  know  the  cause  and  the  means  of  cure. 
So  the  death  rate  from  this  disease  simply  means 
that  measures  available  have  certainly  not  been 
properly  employed  in  preventing  and  curing  the 
disease.  But,  with  charity  to  ourselves,  we  will 
lay  the  blame  on  the  layman  who  did  not  call 
in  time  or  did  not  properly  advise  us  of  the  na- 
ture of  the  trouble  when  he  advised  with  us 
about  it. 

W’e  have,  then,  in  these  mortality  records  a 
fairly  definite  view  of  the  situation  in  Tennes- 
see with  respect  to  the  conditions  which  produce 
preventable  deaths.  There  are  other  important 
causes  which  should  be  considered ; in  fact,  more 
thought  should  have  been  given  to  those  consid- 
ered, but  time  would  not  permit. 

From  this  rather  panoramic  view  of  the  health- 
destroying  conditions  in  Tennessee  with  which 
we  are  surrounded,  we  get  a view  of  the  magni- 
tude of  the  work  which  lies  out  before  the  peo- 
ple, and  before  the  profession  of  medicine  in 
particular. 

WT  have  not  presented  in  this  paper  plans  for 
consideration,  because  plans  by  which  executive 
departments  may  do  a great  work  have  been 
fairly  definitely  worked  out.  The  things  of  which 
we  are  most  in  need  is  means  for  the  execution 
of  plans,  and  these  will  be  made  available  only 
to  the  degree  the  public  conscience  is  quickened 
to  an  appreciation  of  existing  conditions. 

The  degree  of  interest  manifested  in  these 
problems  by  each  doctor  in  his  daily  work,  the 
extent  to  which  each  physician  feels  concerned 


about  the  mortality  of  his  community,  will  have 
materially  to  do  in  determining  the  time  at  which 
adequate  means  will  be  available  for  the  accom- 
plishment of  definite  ends. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  SHOULDERS. 

Dr.  Joseph  H.  White,  United  States  Public 
Health  Service : I am  glad  of  the  opportunity 
to  discuss  this  paper.  It  has  been  an  able  presen- 
tation of  the  most  useful  characteristics  of  mor- 
tality statistics.  It  has  put  them  in  shape  so  that 
they  will  serve  as  a guide  for  us  in  our  actions. 

I have  recently  heard  two  distinctly  dissimilar 
comments  on  the  attitude  of  the  medical  profes- 
sion, and  whether  either  or  both  of  these  com- 
ments applies  to  the  profession  depends  largely 
upon  its  attitude  toward  the  facts  that  have  been 
stated  in  this  paper.  Of  course  you  all  know  the 
adverse  comment  which  is  largely  promulgated 
for  their  own  good  by  the  men  who  constitute 
the  so-called  “ League  for  Aledical  Ereedom  ” — 
viz.,  that  the  medical  profession  is  self-seeking; 
that  the  medical  profession  seeks  legislation  of  a 
character  that  shall  be  of  benefit  to  itself ; that 
we  are  largely  seeking  to  line  our  own  pockets 
and  care  nothing  for  the  good  of  the  public.  It 
is  needless  for  me  to  say  that  I believe — in  fact, 
I know,  although  I am  not  in  practice  myself — 
that  this  view  of  the  matter  is  false.  Let  us, 
however,  look  at  the  other  side  of  the  picture, 
which  is  more  pleasant. 

Quite  recently  a very  able  and  honest  lawyer 
said  to  me;  “ Your  profession  is  doing  something 
to-day. that  no  other  profession  in  the  world  has 
ever  done  successfully.  You  have  well  under 
way  reforms  within  your  own  ranks ; you  are 
cleaning  your  own  house,  and  doing  it  more  suc- 
cessfully than  any  other  class  of  men  on  earth 
ever  did.  And  another  thing:  You  are  under- 
taking altruistic  work  for  the  benefit  of  human- 
ity which  directly  cuts  into  your  own  personal 
resources.”  The  first  is  true,  as  you  know,  be- 
cause, in  our  effort  to  elevate  the  standard  of 
medical  education,  we  are  preventing  unfit  men 
from  entrance  into  the  profession.  \\’e  have, 
therefore,  entirely  justified  the  first  statement. 
The  second  is  true  also  to  an  extent — happily 
not  as  true  as  most  people  think  it  is,  because 
in  seeking  to  benefit  humanity  by  the  broad  bet- 
terment of  public  health,  while  we  may  at  first 
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ctit  into  our  own  resources  to  some  extent,  we 
, will  so  better  humanity  in  the  end  that  the  peo- 
I pie,  aided  by  our  efforts,  will  be  better  able  to 
;|  pay  the  physician ; and,  again,  in  our  efforts  to 
j improve  the  profession,  we  are  limiting  to  some 
jj  extent,  and  already  have  limited,  the  number  of 
I men  who  are  becoming  physicians ; and  there  is  a 
prospect,  I am  told  by  men  who  have  studied 
this  matter,  that  within  the  next  twenty  years, 

, if  the  standard  is  maintained,  there  will  not  be 
I enough  qualified  medical  men  to  attend  all  the 
! sick  and  disabled  in  the  United  States,  with  the 
i present  incidence  of  disease  kept  up.  Therefore 
I if  we  reduce  the  incidence  of  disease  by  cutting 
I out  all  preventable  disease,  we  not  only  will  not 
[ interfere  with  our  incomes,  but  put  ourselves  in 
the  happiest  possible  position  before  the  people — 

: a position  which  all'  the  profession  wish  to  take 
j in  the  eyes  of  the  public. 

i Because  I am  a believer  in  the  genuine  hu- 
i manitarianism  of  the  medical  profession,  I do 
believe  that  the  medical  profession  wishes  and 
j intends  to  be  fully  entitled  to  take  unto  itself  the 
compliments  paid  to  them  by  my  friend. 

Dr.  Shoulders  has  brought  out  very  strongly 
in  his  statement  that  tuberculosis  takes  away  an- 
nually 4,500  people  from  the  State  of  Tennessee; 

' typhoid,  900  (I  am  using  round  figures)  ; pella- 
gra, 140;  infantile  diarrhoea,  1,200.  He  has 
^ shown  us  a broad  field  in  which  we  can  work 
for  the  betterment  of  the  whole  people  and  the 
I individual,  and,  if  you  look  at  it  right,  not  only 
j for  the  betterment  of  the  family  for  whom  we 
: are  working,  but  for  the  betterment  of  our  race ; 

and  if  you  better  the  whole  race,  you  better  in 
i'  the  long  run  your  own  progeny.  The  thing 
comes  home  to  your  children  and  grandchildren, 
and  it  is  certainly  an  inspiring  thing  to  think 
I that  the  work  you  and  I may  do  to-day  shall  live 
I forever;  and  that  is  what  will  happen  if  we  give 
j attention  to  preventive  medicine  as  it  should  be 
i given,  and  if  each  one  of  us  will  pay  heed,  for 
instance,  to  these  tubercular  patients,  and  not 
: simply  be  satisfied  to  give  them  drugs,  but  give 
to  each  patient  careful  thought  and  see  if 'we  can 
prevent  him  from  infecting  somebody  else.  Let 
; us  give  such  thought  as  is  being  broadly  given  to- 
j day  in  Australia,  where  there  is  a marked  reduc- 
I tion  in  the  tubercular  incidence  simply  because 
I this  work  is  being  done  not  only  by  the  authori- 
' ties,  but  by  the  medical  profession  at  large. 

: Give  thought  to  your  cases  of  typhoid,  not  simply 

I 


to  cure  the  disease,  but  prevent  its  spread  to 
other  members  of  the  same  family. 

I could  go  on  and  talk  on  this  subject  ad  in- 
finitum, but  I do  not  care  to  take  up  the  time 
with  details.  I want  to  bring  out  the  main  point 
I have  in  mind,  which  is  this : Let  us  meet  the 
charge  of  selfish  interest  by  transferring  the 
onus  from  our  shoulders  as  medical  men  in  the 
endeavor  to  get  the  means  for  having  this  work 
done,  in  the  endeavor  to  get  laws  that  are  com- 
plete for  proper  hygienic  work,  to  those  of  the 
laity,  and  thereby  in  a large  measure  cut  out  the 
opportunity  for  the  League  of  Medical  Free- 
dom— which,  in  my  opinion,  consists  of  venders 
of  nostrums — to  say  we  are  trying  to  better  our- 
selves. Whenever  you  see  a patient  sick  with  a 
preventable  disease  or  one  dies  of  such,  say  to 
the  father  or  mother,  the  son  or  the  daughter ; 
“ Your  loved  one  need  not  have  died  had  the 
community  appreciated  as  we  do  as  a profession 
the  possibilities  of  pi'eventive  medicine,  and,  so 
appreciating  them,  provided  means  to  prevent  the 
dissemination  of  that  disease.” 

There  is  not  one  of  you  present,  if  he  will 
make  the  effort,  who  cannot  convince  every  fam- 
ily in  his  clientele,  and  convince  them  so  strongly 
that  they  will  take  action,  that  it  is  not  only  our 
duty,  but  their  duty,  to  help  prevent  disease ; 
and  if  the  effort  is  made  by  all  these  people  zvho 
have  a vote  to  bring  influence  to  bear  on  our 
legislators  and  on  our  Congressmen  fo  see  that 
the  medical  profession  is  rightly  treated,  to  see 
that  we  who  have  striven,  as  this  lawyer  has  said, 
to  institute  reformation  within  our  own  house, 
and  striven  unselfishly  for  the  public  good,  shall 
not  be  piit  in  the  same  class  with  the  men  who 
are  working  simply  to  see  how  many  dollars  they 
can  extort  from  the  sick  and  destitute,  then  we 
are  going  to  get  results,  because  our  legislators 
are  not  going  to  say  that  this  is  a matter  of  self- 
ish interest  on  the  part  of  the  medical  profession, 
seeing  that  this  move  does  not  come  from  the 
doctors,  but  comes  from  the  great  public,  for 
whose  voice  they  always  have  their  ear  to  the 
ground.  If  you  will  transfer  that  load  to  the 
public,  and  not  carry  it  any  longer  yourselves, 
you  are  going  to  get  ten  times  the  results  in  the 
future  that  you  have  got  in  the  past.  [Loud 
applause.] 

Dr.  Scott  : I am  sorry  I did  not  hear  the  other 
parts  of  Dr.  Shoulders’  paper,  but  I do  not  think 
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it  necessary  that  I should  come  forward  to  say 
what  I want  to  say. 

We  have  a good  deal  of  pellagra  in  Campbell 
County,  and  I want  to  get  some  information.  I 
would  like  to  ask  Dr.  Shoulders  if  we  can  rely 
on  the  report  of  Dr.  Goldberger  concerning  his 
experience.  If  we  can  rely  on  it,  it  will  mean 
a good  deal  to  us  in  the  management  of  these 
cases;  but  if  his  reports  are  colored  by  prejudice 
or  by  a desire  to  gain  popularity,  I would  be 
glad  to  know  that.  If  they  are  true  and  we  can 
rely  on  them,  I would  be  glad  to  know  that. 

Dr.  G.  D.  Lequire  : I do  not  rise  to  discuss 
this  paper.  There  may  be  mistakes  made  in 
sending  in  our  reports. 

I have  had  four  or  five  cases  which  I would 
like  to  mention  briefly. 

A child  three  and  one-half  months  of  age  had 
an  attack  of  pneumonia,  and  seemingly  made  a 
good  recovery.  When  J dismissed  tire  case,  the 
child  seemed  to  be  in  perfect  health.  About  ten 
days  later  this  child  was  found  dead  in  bed. 

There  have  been  recently  three  or  four  deaths 
among  children  in  the  community  in  which  I live 
from  similar  causes  and  conditions,  except  that 
there  was  no  illness  preceding  their  death. 

These  children  were  apparently  as  strong  and 
healthy  as  usual  upon  going  to  bed,  and  their 
parents  awoke  during  the  night  or  next  morning 
to  find  them  dead. 

Wfliether  death  was  due  to  pneumonia  or  some 
congenital  defect,  1 do  not  know.  The  conclu- 
sion I drew  from  the  first  case  was  that  the  child 
died  from  heart  failure  following  pneumonia. 

We  have  had  in  our  community  some  few  chil- 
dren die  of  supposed  diphtheria.  The  child 
would  have  a slight  cold,  and  some  time  during 
the  night  would  wake  with  croup,  and,  before  a 
physician  could  arrive,  would  choke  to  death. 

Dr.  L.  W.  Haskell,  Memphis ; 1 will  ask  Dr. 
Shoulders  to  hold  up  the  chart  incidence  of  ty- 
phoid fever.  It  is  one  of  the  most  striking  points 
he  has  brought  out  in  regard  to  preventable  dis- 
eases throughout  his  entire  paper.  There  it  is  in 
winter  and  in  the  fly  season.  Next  the  incidence 
of  deaths  and  all  causes  go  hand  in  hand.  We 
have  a practical  point  in  that  we  can  do  .some- 
thing to  benefit  the  State  of  Tennessee,  and  also 
to  do  as  Dr.  W'hite  has  pointed  out — namely, 
show  our  unselfishness  to  the  people  of  the  state. 

Dr.  White,  1 am  sure,  will  back  me  up  in  say- 
ing that  one  of  the  most  important  things  he  did 


in  New  Orleans  in  preventing  and  stop]:)ing  the 
epidemic  of  yellow  fever  was  to  screen  absolutelv 
and  teetotally  every  case  of  yellow  fever. 

Dr.  White  : It  was  the  thing. 

Dr.  Haskell  : He  screened  out  the  mosqui- 
toes, and  it  was  one  of  the  most  important  meas- 
ures in  the  prevention  of  typhoid  fever.  We 
doctors  all  know  that  we  should  screen  everv 
case  of  ty])hoid  fever,  and  that  we  should  have 
disinfected  all  excreta ; but  how  many  of  us  at- 
tend to  it? 

I am  going  to  make  a motion  ; and  if  it  is  out 
of  order,  Mr.  President,  I trust  you  will  call  me 
down.  My  motion  is  that  this  society  request 
the  president  of  the  State  Board  of  Health,  if 
he  is  authorized  or  has  the  authority,  to  have 
passed  a health  regulation  that  all  cases  of  typhoid 
fever  shall  be  efficiently  screened  either  with  wire 
or  with  cheap  mosquito  netting,  and  that  the  ex- 
creta be  sterilized  by  an  efficient  disinfectant ; 
that  there  be  a fine  imposed  upon  the  physician 
and  a larger  one  on  the  family ; and  that  this 
law  be  published  broadcast. 

We  physicians  owe  it  to  the  public,  to  the 
state,  and  to  ourselves  that  such  a sanitary  reg- 
ulation should  be  enforced,  and  I believe  a law 
can  be  put  through  in  one  way  or  another.  If 
the  president  of  the  State  Board  of  Health  has 
not  that  authority,  he  can  see  to  its  passage,  be- 
cause I do  not  think  any  one  will  oppose  it. 

Dr.  H.  E.  Goetz,  Knoxville : In  speaking  of 
the  fly  as  a carrier  of  disease,  I only  want  to  pay 
tribute  to  a member  of  our  profession  who  is  still 
living,  but  who  is  now  about  ninety  years  of  age, 
who  called  attention  to  the  fly  as  a disease  carrier 
many,  many  years  ago,  and  published  an  epitome 
of  his  findings  of  the  fly  as  a carrier  of  disease. 
Since  then  everything  has  been  proved  by  the 
microscope  and  by  laboratory  findings,  and  I 
believe  if  we  could  get  before  the  people  the  in- 
formation that  the  fly  is  a great  carrier  of  dis- 
ease,  it  would  be  a great  step  in  the  right  direc- 
tion. 

Dr.  WhLi.iAM  Britt  Burns,  iMemphis:  A . 
long  time  ago  I brought  up  the  question  of  mos- 
quitoes in  malaria,  and  very  soon  after  that  there 
came  out  the  work  of  the  Havana  Commission 
on  yellow  fever ; and  even  before  our  bealth 
board  in  Memphis  would  accept  the  findings  of 
that  board,  a member  of  our  board  of  health 
had  been  down  there  and  still  said  he  was  not 
convinced. 
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A word  about  flies ; we  will  not  say  any  more 
about  mosquitoes,  because  we  understand  them 
very  well.  I have  never  heard  before  a medical 
society  the  findings  of  the  Agricultural  Depart- 
ment upon  the  propagation  of  flies.  It  is  a sim- 
ple matter  which  should  be  better  known,  but  not 
usually  understood,  that  the  house  fly  does  not 
bite.  The  house  fly  does  not  propagate  on  any- 
thing except  horse  manure. 

Chittenden  has  tried  to  propagate  flies  on  cow 
manure,  rotten  apples  and  bananas,  and  states 
that  while  they  grow,  they  die  in  a few  days. 
They  do  not  live.  The  larva  does  not  grow  to 
the  full-grown  size.  It  is  simply  a question  of 
using  a cheap  incinerator  on  the  premises  of 
every  household  to  absolutely  destroy  the  fly. 
The  fly  does  not  bite ; he  walks  and  falls  into 
the  discharges  of  typhoid  fever  patients,  carries 
the  material  and  deposits  it  upon  the  food  and  in 
milk ; so  that  it  is  a question  simply  of  destroy- 
ing horse  manure,  which,  it  seems  to  me,  would 
be  easier  of  accomplishment  than  one  would 
think  on  first  consideration.  Screens,  of  course, 

; are  the  best  thing.  And  the  question  of  the  auto- 
j mobile.  It  might  be  a good  thing  if  our  med- 
ical societies  could  persuade  Mr.  Henry  Ford  to 
reduce  the  price  of  automobiles  to  the  point 
where  every  man  could  own  one  and  dispense 
with  the  horse. 

Dr.  F.  a.  Zoller  : With  reference  to  the  mor- 
tality rate  and  the  possible  inaccuracies  creeping 
in,  speaking  from  the  standpoini  of  a country 
physician,  it  seems  to  me  that  a more  nearly  cor- 
rect record  of  births  and  deaths  can  be  kept  in 
the  country  if  the  duty  of  filling  out  the  papers 
’ devolved  upon  the  physician,  and  they  were  for- 
i warded,  not  to  the  registrar,  as  at  present,  but 
i directly  to  the  state  official  of  the  board  of 
: health.  This  might  impose  a burden  on  the 
j physicians  practicing  in  the  cities,  but  I can 
' hardly  conceive  how  it  would. 

I I am  practicing  in  a section  of  the  country 
= where  the  midwife  has  been  doing  until  recently 
most  of  the  obstetric  work ; and  while  some  of 
- these  midwives  pay  attention  to  the  registering 
' of  births,  others  do  not.  Is  it  the  duty  of  the 
I physician  to  supply  these  negligent  and  indififer- 
ent  women  with  the  necessary  blanks  and  enjoin 
I upon  them  the  requirements  of  the  law? 

The  physician  could  keep  these  records  if  the 
; duty  fell  upon  him  specifically  instead  of  upon 
1 the  appointed  registrar.  We  generally  find  the 
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registrar  to  be  a man  engaged  in  a business  that 
'requires  his  entire  time — a farmer,  maybe.  He 
waits  at  home  until  the  papers  are  sent  to  him, 
when  he  forwards  them.  He  does  not  know  and 
cannot  inform  himself,  as  can  the  physician, 
whether  the  district,  relative  to  the  registering  of 
births  and  deaths,  has  been  reported  in  part  or 
in  full.  It  is  my  opinion  that  these  records  can 
be  more  completely  and  accurately  kept  if  the 
duty  of  the  registrar  fell  upon  the  physician  in  a 
more  specific  manner. 

The  valuable  and  highly  interesting  paper  of 
Dr.  Shoulders  reveals  numerous  discrepancies  in 
/our  registration.  These  weaknesses  taken  into 
consideration  and  eventually  remedied,  our  pres- 
ent system  of  recording  births  and  deaths  in  the 
state  might  experience  a degree  of  improvement. 

Dr.  Shoulders  (closing)  ; With  reference  to 
the  remarks  made  by  the  last  speaker,  I will  say 
that  experience  has  shown  that  such  a system 
will  not  work.  In  fact,  we  have  a law  in  Ten- 
nessee. requiring  doctors  to  report  certain  dis- 
eases, and  we  get  a report  of  about  fifteen  per 
cent  of  these  diseases  reported  direct  to  the 
County  Health  Officer.  That  answers  the  ques- 
tion. 

With  reference  to  flies,  we  think  of  destroying 
the  fly  first.  As  a matter  of  fact,  the  only  thing 
we  have  to  destroy  is  the  influence  of  the  fly  in 
transmitting  the  material  which  contains  the  in- 
fection. We  can  destroy  the  fly  if  we  want  to. 
We  can  try  to  shut  it  out ; but  if  we  will  screen 
in  the  material  that  contains  the  infection,  we 
will  do  the  most  good. 

With  reference  to  inaccuracy  in  statistics,  I 
will  say  that  errors  in  assigning  the  causes  of 
deaths  do  not  occur  in  connection  with  such  dis- 
eases as  I have  mentioned  in  this  report.  For 
instance,  with  regard  to  nephritis,  sudden  deaths, 
and  so  forth,  you  will  find  various  inaccuracies. 
As  regards  tuberculosis,  when  a person  dies  of 
this  disease,  it  is  recognized  by  the  layman.  The 
report  regarding  preventable  deaths  portrays  in 
the  most  accurate  manner  possible  the  conditions. 

I think  the  resolution  of  Dr.  Haskell  carries 
with  it  great  potency  for  good,  for  the  reason 
that  it  will  impress  upon  the  mind  of  the  layman 
the  most  important  single  factor  involved  in  pre- 
vention. 

With  regard  to  the  question  of  whether  we 
can  place  any  reliance  upon  the  report  made  by 
Dr.  Goldberger,  I will  say  the  phenomenon  ob- 
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served  by  him  has  been  verified  by  a number  of 
men  who  are  reliable.  I think  he  is  as  reliable 
as  any  man  who  has  done  such  work.  I think 
he  is  as  unprejudiced  as  any  man  who  has  done 
scientific  work.  I think  he  is  as  immune  to  the 
influence  which  one’s  attraction  for  glory  might 
exert  as  any  man  I have  ever  known.  So  1 would 
rely  absolutely  on  what  Dr.  Goldberger  has  said. 
His  deductions  may  be  wrong,  but  his  statements 
of  premises  are  unquestionably  accurate. 


A SIMPLIFIED  TECHNIC  IN  THE  APPLI- 
CATION OF  SCHICK’S  REACTION 
FOR  TESTING  lAIMUNITY 
TO  DIPHTHERIA. 


By  Dr.  William  Litterer,  A.M.,  Ph.C.,  M.D., 

Professor  of  Bacteriology,  Vanderbilt  Medical  College, 

Nashville,  Tenn. 


Schick,  in  1913,  working  in  Von  Pirquet’s 
Clinic,  in  Vienna,  described  a skin  test  by  means 
of  which  the  presence  or  absence  of  antitoxin 
in  the  blood  of  tested  individuals  could  be  deter- 
mined. From  data  already  collected  it  is  evi- 
dent that  this  test,  either  in  the  present  form  or 
some  subsequent  modification,  will  become  part 
of  the  routine  of  clinical  medicine. 

The  test  presents  three  main  uses.  The  first 
one  is  in  testing  persons  for  natural  presence  of 
antitoxin,  particularly  when  they  have  been  ex- 
posed to  infection;  secondly,  to  determine  the 
degree  of  immunity  obtained  following  injec- 
tions of  antitoxins ; and,  lastly,  in  aiding  in  de- 
tecting the  carrier  state. 

The  test  depends  on  the  reaction  of  nonim- 
munes  to  an  injection  of  diphtheria  toxin,  the 
amount  of  which  is  a one-fiftieth  minimum 
lethal  dose  for  a 250-gram  guinea  pig.  The 
toxin  is  a direct  irritant  to  the  skin  if  there  is  lit- 
tle or  no  antitoxin  circulating  in  the  blood  to  neu- 
tralize the  toxin  injected. 

It  has  been  determined  that  if  an  individual 
should  have  more  than  1-30  of  a unit  of  anti- 
toxin in  1 cc.  of  blood  serum,  then  that  person 
is  immune  to  the  Klebs-Loeffler  bacillus.  In 
other  words,  the  test  consists  of  a definite  amount 
of  toxin  of  such  a strength  that  a negative  reac- 
tion would  be  obtained  if  the  blood  serum  con- 
tained as  much  as  l-v30  of  a unit  of  antitoxin. 


From  the  result  of  the  studies  of  Schick,  Park, 
Kolmer,  IMashage,  and  many  others,  they  found 
that  many  individuals,  without  ever  having 
shown  symptoms  of  a diphtheritic  infection,  al- 
ready possess  antibodies.  The  age  plays  a great 
part  regarding  susceptibility.  In  the  newborn 
about  80  per  cent  contain  a sufficient  amount  of 
antitoxin  in  their  blood  to  be  immune.  The 
greatest  period  of  susceptibility  to  the  disease  is 
from  the  end  of  the  first  to  the  end  of  the  fifth 
year,  during  which  time  from  50  to  60  per  cent 
of  the  children  contain  a sufficient  amount  of 
antitoxin  in  their  blood  to  be  rendered  insuscep- 
tible to  diphtheritic  infection.  After  this  period 
the  percentage  gradually  rises  until  among  adults 
about  90  per  cent  will  be  found  to  be  immune. 
The  reason  that  so  high  a per  cent  of  grown  peo- 
ple possess  an  immunity  is  explained  by  the 
fact  that  they  have  already  had  the  disease,  or 
had  mild,  unrecognized  attacks,  producing  im- 
munity, or  being  subjected  for  periods  of  time 
to  the  continued  action  of  the  Klebs-Loeffler  ba- 
cillus without  having  actually  developed  the  dis- 
ease. This  latter  explanation  is  especially  borne 
out  in  the  cases  of  doctors  and  nurses  in  infec- 
tious-disease hospitals,  in  which  practically  all  of 
them  are  immune.  In  some  the  amount  of  anti- 
toxin present  is  exceedingly  high ; as  much  as 
10  units  per  cubic  centimeter,  and  even  higher 
than  this,  have  been  recorded.  Ordinarily  a 
blood  containing  1-30  of  a unit  of  antitoxin  to 
the  cc.  of  blood  is  considered  immune.  But  this 
does  not  hold  in  case  the  organisms  are  of  excep- 
tionally high  virulence,  in  which  case  infection 
might  take  place  with  a production  of  a usually 
mild  infection.  This  will  probably  explain  the 
recurrence  of  diphtheria  among  persons  ordi- 
narily insusceptible  to  it  during  certain  very  .‘se- 
vere epidemics. 

In  children  who  are  taken  sick  with  diphthe- 
ria there  are  no  protective  bodies  in  the  blood, 
or  not  in  sufficient  quantities,  and  these  are  found 
to  give  the  positive  test.  Diphtheria  carriers,  as 
a rule,  give  negative  reactions.  Some  of  these 
individuals  are  found  to  contain  large  amounts 
of  antitoxin  in  the  blood. 

It  is  interesting  to  note  that  not  only  do  cer- 
tain individuals  vary  greatly  in  their  reaction  to 
the  Schick  test,  but  that  groups  of  per.sons  form- 
ing families  vary  as  groups.  Park  has  called  at- 
tention to  a curious  fact  in  relation  to  children 
of  the  same  familv.  If  the  voungest  child  in  the 
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family  is  negative,  it  will  be  found  that  the  reac- 
tion will  be  negative  in  all  of  the  other  children ; 
if  any  react  positive,  they  are  all  apt  to  give  the 
same  reaction ; while  if  there  is  any  variations, 
the  older  children  will  be  found  negative,  while 
the  younger  children  will  be  found  positive. 

Park  also  called  attention  to  the  fact  that  chil- 
dren suffering  with  scarlet  fever  are  highly  sus- 
ceptible to  diphtheria.  He  found  that  scarlet  fe- 
ver reduces  the  resistance  to  diphtheria  as  shown 
by  the  fact  that  a much  higher  per  cent  would 
give  a positive  reaction ; and,  furthermore,  where 
an  antitoxin  be  given  to  a scarlet  fever  case,  the 
total  destruction  of  said  antitoxin  would  take 
place  in  10  per  cent  of  all  cases  in  ten  days’  time. 

The  test  may  be  used  for  determining  the 
length  of  time  for  which  immunity  persists  after 
the  injection  of  a dose  of  antitoxin.  It  has  been 
found  that  the  antitoxin  begins  to  disappear  from 
the  blood  after  the  lapse  of  ten  days,  and  that 
it  has  practically  all  disappeared  after  four  weeks’ 
time.  Individuals  who  have  had  the  disease  do 
not  necessarily  carry  antitoxin  in  their  blood  even 
one  month  after  recovery,  as  shown  by  the  tests 
made  at  the  Willard  Parker  Hospital,  in  which 
eight  cases  had  had  the  disease  about  four 
months  prior  to  the  test ; only  one  gave  a nega- 
tive reaction,  while  the  other  seven  were  posi- 
tive to  the  Schick  test. 

jMoffett  and  Conrad  have  called  attention  to 
another  use  of  the  test  in  that  to  differentiate 
between  doubtful  membranes  of  the  throat.  In 
cases  in  which  there  is  a membrane  and  also  a 
positive  Schick  reaction,  it  can  be  assumed  that 
the  disease  is  diphtheria ; but  if  the  Schick  reac- 
tion is  negative,  the  membrane  will  probably  be 
found  to  be  due  to  some  other  organism. 

The  test  has  its  greatest  usefulness  in  com- 
bating severe  diphtheria  epidemics.  The  meas- 
ures most  commonly  employed  in  the  fight  against 
such  epidemics  are  throat  and  nose  swabs,  quar- 
antining or  isolation,  as  the  case  may  be,  of  those 
from  whose  throats  cultures  of  diphtheria  ba- 
I cilli  are  obtained.  It  is,  therefore,  plain  that 
I such  methods  are  unsatisfactory.  They  do  not  at 
: all  meet  the  exigency  of  the  occasion.  Schick’s 
j test,  however,  answers  all  the  requirements  in 
! that  it  points  out  all  those  individuals  who  are 
1 susceptible,  who  do  not  have  sufficient  natural 
immunity,  and  these  may  be  then  given  a prophy- 
' lactic  dose  of  antitoxin.  In  this  case  it  makes  no 
I difference  if  the  individuals  exposed  cannot  be 


isolated,  and  it  saves  the  expense  of  injecting  all, 
as  a good  number  will  have  natural  immunity 
enough  to  protect  them. 

Technic. 

It  requires  no  special  technic  that  is  not  easily 
acquired  by  any  physician.  The  necessary  arti- 
cles are  a 1 cc.  hypodermic  syringe  graduated 
into  tenths,  a No.  26  or  27  gauge  needle,  ster- 
ile normal  salt  solution,  and  the  diphtheria  toxin. 
The  toxin  is  diluted  in  the  salt  solution  accord- 
ing to  the  strength  as  determined  by  laboratory 
tests.  The  amount  of  the  solution  used  will  de- 
pend on  the  dilution.  The  dilution  should  be  so 
made  that  approximately  O.  2 cc.  will  be  the 
amount,  as  it  makes  a good-sized  bleb. 

The  injection  should  be  made  into  the  skin 
(intradermal),  and  not  subcutaneously.  This  is 
easily  accomplished  if  a small  bit  of  the  skin  is 
held  tightly  between  the  thumb  and  forefinger 
of  one  hand  and  the  barrel  of  the  syringe  in  the 
other  is  held  lower  than  the  needle  point.  The 
reaction,  if  positive,  is  shown  by  an  area  of  in- 
flammation varying  in  extent  from  2 to  5 cm. 
(2-5  to  1 inch)  in  diameter.  It  is  more  intense 
in  the  center,  and  lasts  for  about  ten  to  fourteen 
days,  when  it  gradually  disappears,  leaving  a 
brown  desquamating  surface.  Those  giving  such 
a reaction  are  susceptible  of  diphtheria,  while 
those  who  do  not,  have  a natural  immunity  which 
is  adequate  to  protect  them. 

Pseudoreactions. 

Park  and  others  have  described  a few  cases 
which  give  what  they  call  a “ pseudoreaction,” 
which  is  characterized  by  a less  sharply  circum- 
scribed lesion,  which  comes  on  earlier  and  disap- 
pears in  from  twenty-four  to  forty-eight  hours, 
leaving  a slightly  pigmented  spot,  which  does  not 
scale.  These  reactions  have  been  thought  to  be 
due  to  a local  anaphylaxis  due  to  the  protein  con- 
tent in  the  bouillon  medium. 

The  time  at  which  the  reaction  is  to  be  read 
is  a matter  of  considerable  interest.  When  time 
permits,  it  is  better  to  read  the  reactions  after 
forty-eight  hours  than  after  twenty-four  hours, 
although  in  the  presence  of  exposure  to  diphthe- 
ria it  may  be  advisable  and  necessary  to  inspect 
the  reactions  and  immunize  nonimmune  or  posi- 
tively reacting  persons  at  the  end  of  twenty-four 
hours.  In  these  questionable  cases  it  is  always 
better  to  give  the  patient  the  benefit  of  the  doubt 
if  he  has  been  exposed  to  diphtheria  and  im- 
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munize  him  at  once  if  the  reaction  is  present. 
The  proportion  of  individuals  giving  these  psen- 
doreactions  are  so  small  that  the  giving  of  anti- 
toxin to  these  individuals  would  not  seem  to  pre- 
sent any  obstable  to  the  application  of  the  test. 

Conclusions. 

1.  It  is  evident  that  a simplihed  technic  for  the 
application  of  Schick’s  test  is  needed  for  the  av- 
erage practitioner. 

2.  By  the  employment  of  the  technic  as  out- 
lined it  is  believed  that  it  can  be  acquired  by 
almost  any  physician. 

3.  The  preservation  of  the  toxin  is  an  all-im- 
portant feature  of  the^test,  since  a deteriorated 
toxin  will  give  fallacious  results. 
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4.  Schick’s  test  is  of  inestimable  value  in  the 
following  conditions : 

(a)  By  this  test  we  now  have  a means  of 
quelling  diphtheria  epidemics  which  is  practical, 
efficient,  and  available  to  any  physician. 

(b)  It  will  obviate  the  necessity  of  giving  anti- 
toxin to  about  50  per  cent  of  persons  coming  in 
contact  with  diphtheritic  infection,  thereby  les- 
sening the  great  yearly  expenditure  for  unneces- 
sary antitoxin. 

( r)  It  shows  a striking  similarity  in  reaction  in 
families  and  indicates  that  immunity  is  a family 
condition.  This  saves  a great  number  of  per- 
sons the  injection  of  serum,  with  its  discomfort, 
sensitization,  and  expense. 


IMMUNITY  TO  DIPHTHERIA. 


niC.VItV  BMRLIX,  M.D. 

is.'.i-nni! 
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EDITORIALS 

DR.  HENRY  BERLIN. 

Dr.  Henry  Berlin,  one  of  Chattanooga’s  ablest 
:i  and  most  beloved  physicians,  died  at  his  home  on 
i Harch  31,  1916.  He  is  survived  by  a son  and 
i:  daughter.  Dr.  Berlin  was  born  in  Taterow,  Ger- 

i many,  on  IMay  8,  1851.  He  received  his  scien- 
j tific  education  in  Germany  at  the  College  of  Ros- 
' tock.  He  came  to  the  United  States  in  1878,  be- 
ing at  that  time  married  and  of  a few  years’  ex- 

I perience  in  the  practice  of  medicine.  He  located 
s in  Chattanooga  in  1879,  immediately  after  the 
I yellow-fever  epidemic,  and  was  associated  with 
I Dr.  T.  C.  V.  Barkley,  who  died  in  1895.  He 
[ subsequently  attended  lectures  at  the  University 
jj  of  Tennessee,  Medical  Department,  at  Nashville, 
^ and  received  a diploma  on  February  22,  1885. 

I He  rapidly  took  a leading  place  among  the 
. practitioners  of  Chattanooga,  and  was  an  ex- 
1 tremely  busy  man  during  his  entire  career.  He 

ii  was  a most  accurate  and  painstaking  diagnosti- 
|i  cian  and  of  invaluable  aid  in  consultation.  He 
' was  a great  student  at  all  times,  especially  along 
!j  the  lines  of  chemistry  and  pathology,  and  experi- 
{ mented  a great  deal  on  animals  in  developing 
' operative  procedures. 

j - He  belonged  to  many  medical  and  scientific 
! societies,  both  in  this  country  and  abroad,  and 
i possessed  a wonderful  store  of  knowledge.  He 
j often  attended  the  Tennessee  State  IMedical  As- 
j sociation  ; ivas  one  of  the  founders  of  the  local 
I medical  society  and  its  president  during  1887 ; 
j was  one  of  the  founders  of  Erlanger  Hospital, 
I its  chief  of  staff  for  a number  of  years,  and  one 
I of  its  largest  supporters,  doing  therein  an  im- 
1 mense  amount  of  operative  wmrk  extending  over 
i many  years ; was  one  of  the  founders  of  the 
i Chattanooga  Medical  College,  and  held  the  chair 
I of  abdominal  surgery  until  1907. 
j A memorial  meeting  was  held  on  the  evening 
I of  April  7 by  the  Chattanooga  Academy  of  Med- 


icine and  Hamilton  County  Medical  Society. 
Many  beautiful  tributes  were  paid  to  his  memory 
by  the  Chattanooga  profession,  and  the  following 
resolutions  were  adopted : 

“ Whereas  it  has  pleased  Almighty  God  to 
take  from  us  one  of  our  best-beloved  members 
and  most  earnest  workers ; we  realize  that  his 
children  have  lost  a fond  father,  his  friends  a 
true  friend,  the  community  a valuable  man,  and 
this  society  a loyal  member,  who  will  be  greatly 
missed  from  our  councils;  we  realize  that  we 
must  bow  in  humble  submission  to  the  will  of 
our  Creator  ; therefore  be  it 

“Resolved  by  this  society,  That  we  extend  to 
the  family  and  friends  of  Dr,  Henry  Berlin  our 
heartfelt  sympathy  ; and  be  it  further 

“Resolved,  That  a copy  of  these  resolutions  be 
spread  on  the  minutes  and  a copy  furnished  each 
member  of  the  family. 

“[Signed]  W.  G.  Bogart,  J.  S.  B.  Woolford, 
W.  T.  Hope,  G.  iManning  Ellis,  C.  A.  Cobleigh, 
E.  C.  Anderson,  German  Haymore,  W.  E.  An- 
derson.’’ H.  P.  L. 


DON’T  HIDE  THE  TRUTH. 

One  of  the  most  harmful  procedures  imagina- 
ble is  the  hiding  of  the  truth  concerning  an  out- 
break of  communicable  disease.  It  is  the  surest 
way  to  incite  vague  whisperings  and  finally  to 
give  rise  to  the  grossest  exaggerations,  which  do 
far  more  harm  than  the  truth  could  possibly  do — 
if,  indeed,  the  truth  could  do  any  harm.  .Shame 
to  say,  there  are  still  to  be  found  here  and  there 
physicians  who  will' agree  to  hide  cases  of  com- 
municable disease  in  individual  families,  and  to 
hide  as  well  as  they  can  outbreaks  of  disease  in 
communities.  About  the  only  thing  accomplished 
by  this  practice  is  to  spread  disease. 

The  old  lie,  “ it  hurts  business,’’  is  oiie  of  the 
most  pernicious  of  all  lies  when  used  as  an  excuse 
for  hiding  the  truth  relative  to  communicable  dis- 
ease. Let  the  people  know,  and  let  them  know 
promptly,  when  the  community  in  which  they  live 
is  invaded  by  disease  which  may,  by  any  chance, 
become  epidemic.  Instruct  them  how  they  may 
avoid  contagion,  and  keep  them  fully  advised  as 
to  the  true  status  of  any  outbreak  of  disease. 
The  best  advertisement  for  any  community  is  for 
it  to  let  the  world  know  that  health  is  going  to  be 
protected  in  that  community.  This  cannot  be 
done  unless  the  people  know  the  truth. 
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ENCOURAGING— DISCOURAGING. 

It  is  most  gratifying  that  our  membership  roll 
now  contains  more  names  than  at  any  previous 
time  in  the  history  of  the  association.  It  is  re- 
ally remarkable,  in  view  of  past  experience,  that 
such  full  reports  have  been  made  thus  early  in 
the  year.  The  earnest  work  of  our  county  sec- 
retaries is  reflected  in  the  fact  that  our  member- 
ship is  so  large.  We  are  encouraged  to  believe 
that  the  mark — two  thousand  members — set  by 
the  Journal  may  be  reached  within  a reasonable 
time.  The  increased  membership  may  mean  that 
the  value,  the  necessity,  of  organization  is  be- 
coming apparent  to  the  rank  and  file  of  Tennes- 
see physicians,  and  we  believe  that  this  is  what  it 
does  mean.  The  recent  meeting  at  Knoxville 
was  certainly  indicative  of  an  increased  interest 
upon  the  part  of  our  members  in  the  general  af- 
fairs of  the  association.  The  correspondence 
coming  into  the  office  of  the  secretary  seems  to 
show  that  physicians  over  the  state  feel  that  the 
association  is  theirs,  and  not  the  property  of  two 
or  three  men  who  have  been  put  into  office  by 
them.  For  instance,  we  frequently  receive  let- 
ters now  referring  to  “ our  Journal,”  whereas 
it  formerly  was  “ your  Journal.”  All  this,  and 
a deal  more,  is  encouraging. 

The  increase  in  membership  is  due  to  nezv 
members,  and  has  been  brought  about  in  spite  of 
the  fact  that  a comparatively  large  number  of 
old  members  have  neglected  to  renew  their  mem- 
bership for  the  current  year.  There  is  no  excuse 
for  these;  they  have  just  neglected — that’s  all. 
If  they  were  not  so  careless  and  inditferent,  we 
would  now  be  much  further  along  toward  the 
two-thousand  mark.  There  are  a few  county 
secretaries  who  have  neglected  to  report  names 
and  remit  dues  for  some  old  members  who  have 
paid  1916  dues  into  their  hands.  This,  is  not 
only  inexcusable ; it  is  downright  wrong.  While 
the  Knoxville  meeting  was  fine,  it  was  so  in  spite 
of  the  absence  of  many  men  who  should  have 
been  on  hand.  We  still  receive  a few  letters 
which  make  the  impression  that  the  writers  are 
interested  in  their  membership  in  the  State  As- 
sociation only  because  they  are  thereby  given  an 
opportunity  to  “ roast  ” everybody  and  every- 
thing in  sight.  The.se  fellows  have  never  been 
known  to  do  one  single  thing  for  the  promotion 
of  the  cause  of  organized  medicine  nor  for  the 
upbuilding  of  medical  ideals.  They  are  in  a sad 
minority,  however,  and  we  refer  to  them  simply 


to  record  the  fact  that  they  exist.  There  are 
some  who  hold  membership  in  the  State  Associ- 
ation only  because  they  are  thereby  enabled  to 
secure  membership  in  other  organizations  outside 
the  state.  They  do  not  attend  the  meetings  of 
their  county  societies  and  never  contribute  any- 
thing to  their  success.  There  are  some  other 
things  on  this  side  the  record,  too. 

The  signs  are  hopeful.  The  good  side  of  the 
record  overbalances  the  bad  side.  W’e  are  on 
rising  ground,  and  the  medical  profession  of  Ten- 
nessee is  growing  better  and  better  as  the  vears 
pass.  This  year  1916  is  the  year  for  us.  It  of- 
fers opportunities  for  real  progress  which  have 
never  been  presented  before.  Let  us  not  fail  to 
seize  upon  them. 


AIMING  AT  THE  WHOLE  TREE. 

A member  of  one  of  our  county  societies  was 
recently  given  a subject  for  a paper  to  be  read 
before  his  society.  It  was  a big,  a very  big,  sub- 
ject, and  he  realized  the  fact.  Prefacing  his 
written  remarks,  the  essayist  told  this  story;  An 
old  gentleman  afflicted  with  a palsy  went  with  his 
son,  a young  man  with  steady  hands,  to  hunt 
squirrels.  He  told  the  boy  that  his  shaking  hands 
sadly  affected  his  marksmanship,  but  contributed 
greatly  to  his  efficiency  as  a “ bush  shaker.”  So 
he  instructed  the  boy  to  get  on  one  side  of  the 
tree  and  do  the  shooting,  while  he  took  his  posi- 
tion on  the  other  side  and  shook  the  bushes.  The 
old  man  shook  and  the  boy  shot,  but  no  squirrels 
were  bagged.  Finally  the  old  gentleman  directed 
the  boy  to  give  him  the  gun  and  to  take  his  place 
as  shaker.  This  exchange  of  positions  and  du- 
ties having  been  effected,  the  old  man  held  up 
the  gun  with  his  agitated  hands,  with  the  muz- 
zle pointing  in  the  general  direction  of  the  tree, 
and  began  to  bang  away,  while  the  boy  shook  the 
bushes  to  scare  the  squirrels  to  the  “ gun  side  ” 
of  the  tree.  After  a while,  down  came  a squir- 
rel— a little  young  squirrel — and  the  old  gentle- 
man began  to  boast  of  his  superiority  over  his 
son  as  a marksman.  The  boy  simply  said  : “ O, 
hell!  I could  hit  one,  too,  if  I could  aim  at  the 
whole  damn  tree.” 

Too  frequently  we  are  called  upon  to  read  or 
to  listen  to  papers  aimed  at  “ the  whole  tree.” 
Sometimes  in  the  course  of  their  reading  a little 
young  squirrel  is  brought  to  the  ground,  but  gen-, 
erally  nothing  falls  but  leaves.  i 
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PELLAGRA  IN  NASHVILLE. 

I'  The  Journal  of  the  A.  M.  A.,  in  the  issue  of 

!iMay  27,  makes  editorial  comment  on  the  work 
of  Jobling  and  Petersen  in  making  a survey  of 
jNashville  to  determine  the  facts  relative  to  the 
prevalence  of  pellagra  and  to  gather  data  bearing 
on  the  manifestations  of  the  disease  and  its  rela- 
jtion  to  the  habits  and  occupations  of  its  victims 
and  their  social  and  economic  conditions.  More 
than  five  hundred  cases  of  pellagra  which  have 
'occurred  in  Nashville  since  1911  served  as  the 
jDasis  of  the  report  by  Jobling  and  Petersen,  these 
leases  having  been  recorded  by  them  as  a result 
of  their  most  painstaking  survey.  Some  very  in- 
teresting observations  are  made,  and  facts  which 
seem  to  be  very  significant  are  brought  out,  and 
these  are  published  in  an  article,  “ The  Epide- 
miology of  Pellagra  in  Nashville,  Tenn.,”  in  the 
Journal  of  Infectious  Diseases,  1916,  XVIIL,  501. 

Drs.  Jobling  and  Petersen  are  prosecuting  their 
studies  of  pellagra  in  Nashville,  being  now  en- 
gaged in  making  an  even  more  intensive  survey 
than  that  of  1915.  The  facts  developed  will  be 
carefully  weighed,  all  possible  scientific  investi- 
gation will  be  entered  into,  and  it  may  be  that 
this  work  will  result  in  a very  material  addition 
to  our  present  knowledge  of  pellagra — its  causa- 
tion, treatment,  and  prevention.  If  any  of  our 
readers  are  in  position  to  render  helpful  assist- 
ance to  these  gentlemen,  our  own  scientific  in- 
vestigators, we  hope  they  will  forward  any  in- 
formation of  importance  of  which  they  may  be 
possessed  to  Drs.  Jobling  and  Petersen  at  Van- 
derbilt School  of  Medicine,  Nashville. 


SECTIONAL  SOCIETY  MEETINGS, 
j There  are  four  medical  societies  in  Tennes- 
,see  which  are  independent  of  other  organiza- 
itions  and  which  serve  separate  sections  of  the 
iState  from  which  their  names  are  taken.  All 
of  them  have  been  in  existence  for  a long  num- 
ber of  years,  and  the  facts  that  their  meetings 
are  well  attended  and  their  programs  well  filled 
bear  witness  that  they  fill  a want  of  the  doctors 
jin  their  respective  territories.  During  the  month 
jof  May  the  West  Tennessee  Medical  Association 
Imet  at  Jackson;  the  Middle  Tennessee  Medical 
Society,  at  Lewisburg;  and  the  Upper  Cumber- 
land Medical  Society,  at  Monterey.  There  were 
splendid  crowds  of  doctors  at  all  of  these  meet- 
ings. The  East  Tennessee  Medical  Society  had 
no  regular  meeting  this  spring,  but  most  of  its 


members  were  on  hand  at  the  Knoxville  meet- 
ing of  the  State  Association. 

These  sectional  societies  offer  their  members 
opportunity  for  talking  things  over  among  them- 
selves, and  seem  to  foster  a neighborly,  “ home- 
folks  ” spirit  among  them.  The  charge  has  been 
made  that  the  continuance  of  these  organiza- 
tions is,  or  will  become,  detrimental  to  the  wel- 
fare of  the  State  society.  In  looking  over  their 
membership  records,  however,  one  will  find  that 
nearly  every  man  enrolled  is  also  on  the  roll  of 
the  Tennessee  State  Medical  Association.  An 
examination  of  their  programs  will  show  that 
those  men  who  are  active  in  them  are  the  same 
men  who  keep  their  shoulders  to  the  wheel  in 
county  societies  and  in  the  State  society.  What’s 
the  answer? 


AN  EXPLANATION. 

In  an  effort  to  secure  the  enrollment  of  all 
1915  members  whose  names  were  not  reported 
for  1916,  the  .Secretary  sent  out  letters  to  them 
asking  that  they  immediately  take  steps  to  renew 
their  affiliation.  Several  of  these  letters  were 
sent  to  gentlemen  whose  membership  in  1915  was 
in  a different  county  than  that  from  which  their 
names  were  reported  for  1916.  In  all  such  in- 
stances, however,  we  have  found  these  names 
properly  entered  on  the  1916  roll.  The  letters 
went  to  them  simply  because  their  names  were 
taken  from  the  rolls  of  the  counties  in  which  they 
held  membership  in  1915. 


THE  JOURNAL’S  PRINTERS. 

Eor  several  years  the  Journal  has  been  printed 
by  the  Rich  Printing  Company,  whose  contract 
expired  with  the  issuance  of  the  May  number. 
The  editor  feels  that  he  should  here  express  his 
gratitude  to  the  officers  and  employees  of  the 
establishment  in  which  the  Journal  has  been 
made  for  their  courteous  and  patient  forbearance 
and  for  the  interest  they  have  taken  in  getting 
the  Journal  out  on  time  and  in  good  shape. 

This  number  is  from  the  press  of  the  Mc- 
Quiddy  Printing  Company,  with  whom  a contract 
has  been  made  for  the  current  year.  We  feel 
that  the  Journal  is  fortunate  in  this  new  con- 
nection, since  the  McQuiddy  Company  has  one 
of  the  best-equipped  plants  in  Nashville — a city 
of  printing  establishments.  We  believe  that  our 
readers  will  be  pleased  with  the  service  secured 
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from  our  new  printers,  and  that  our  contributors 
will  find  it  possible  to  secure  reprints  at  reason- 
able figures  and  in  good  form. 


NOTES  AND  COMMENT 


Are  you  a doctor?  Fight  cardui ! 


The  lives  of  “ big  ” men  oft  remind  us  that 
things  are  not  always  what  they  seem. 


Physicians  in  Tennessee  should  be  careful  to 
remember  that  their  registration  under  the  Har- 
rison law  must  be  renewed  before  July  1. 


If  you  want  reprints  of  your  article,  give  your 
order  to  the  iMcQuiddy  Printing  Company,  Nash- 
ville, as  soon  as  you  can.  They  will  cost  much 
more  if  you  delay. 


Dr.  W.  M.  Johnson,  of  \Miite  County,  will 
soon  complete  a year’s  service  in  the  New  York 
Skin  and  Cancer  Hospital,  and  will  come  back 
to  Tennessee  to  reenter  practice. 


You  will  not  get  much  out  of  anything  into 
which  you  do  not  put  something.  W’ake  up  and 
contribute  some  good  work  toward  making  your 
county  society  what  it  ought  to  be. 


The  State  of  Victoria.  Australia,  is  reported  to 
have  stamped  out  tuberculosis  within  its  bounda- 
ries by  enforcing  measures  well  recognized  as 
essential  to  the  control  of  this  disease. 


Our  1916  enrollment  is  barely  short  of  1.500 
names.  This  is  more  than  fifty  ahead  of  any  pre- 
vious year’s  enrollment.  Now  let  everybody  pidl, 
push,  and  shove  for  another  hundred.  \\Y  ought 
to  have  them  in. 


Get  yourself  oft'  into  a corner  and  practice 
writing  original  prescriptions.  When  you  have 
become  perfect  enough  to  write  a few  good  ones 
— and  you  will  need  just  a few — use  them  in- 
stead of  the  “ alreadies.” 


Teach  your  patients  that  the  infected  person 
and  the  discharges  from  his  body  are  far  more 
dangerous  than  contaminated  bedclothes  and  rusfs 


and  rooms.  The  bugs  are  all  gone  from  the 
clothing  and  room  long  before  they  are  gone 
from  the  bodv  of  the  man. 


Teach  them  that  they  eat  and  drink  typhoid 
fever  and  that  they  do  not  “ catch  ” it.  And  tell 
them  what  they  eat  and  drink  with  typhoid  germs 
and  what  they  should  do  to  protect  themselves 
against  such  diet. 


The  i\Iay  Journal  was  greatly  delayed  be- 
cause of  the  serious  illness  of  iMr.  Harrv  Kline, 
foreman  of  the  Rich  Printing  Company.  Hr. 
Kline  has  “ made  up  ” the  Journal  for  several 
years ; and  when  he  became  disabled,  everything 
got  “ out  of  gear.” 


The  great  trouble  that  Funstou  and  Pershing 
are  having  in  IMexico  is  to  protect  their  ” lines 
of  communication.”  It’s  the  same  way  in  our 
Army  of  IMedicine  sometimes.  Ve  scatter  our 
forces  over  too  long  a line,  get  “ busted  ” in  the 
middle,  and  lose  out  at  both  ends. 


Dr.  Cabot  has  broken  out  again.  He’s  a great 
man  and  a great  doctor,  but  seems  to  want  to 
measure  every  other  doctor  by  the  yardstick  of 
his  own  advantages  and  opportunities.  Why,  we 
wonder,  doesn’t  he  stay  in  his  own  ring  and  fight 
whatever  there  is  in  the  ring  that  ought  not  to 
be  there? 


INIrs.  J.  G.  Eblen,  wife  of  Dr.  J.  G.  Eblen, 
died  at  her  home  in  Lenoir  City  lately.  The 
Journal  is  in  receipt  of  a copy  of  the  resolu- 
tions adopted  by  the  Loudon  County  Medical 
Society.  In  behalf  of  Dr.  Eblen’s  many  friends 
in  the  association  the  Journ.\l  would  oft'er  an 
expression  of  heartfelt  sympathy  to  him. 


This  might  have  been  said  to  the  doctors  of 
the  land ; ” You  are  the  guardians  of  our  most 
important  single  commodity,  and.  if  you  wish, 
can  nobly  serve  your  generation  by  a realization 
of  the  value  of  your  trusteeship.  The  dividends 
produced  will  not  only  be  of  a material  nature, 
but.  far  better,  will  also  include  the  sense  'of 
valiant  service  to  your  State  and  nation.”  The 
preservation  of  the  public  health  is  largely  in  the 
hands  of  the  doctors  of  the  land. 
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RUTHERFORD  COUNTY. 

The  Rutherford  County  Medical  Society  met  in 
regular  monthly  session  at  the  clubrooms  of  the 
Masonic  Building  on  Wednesday,  May  3.  The 
subject  for  discussion  was  “Arterio-Sclerosis,” 
and  the  various  phases  of  this  most  important  and 
interesting  subject  were  gone  into  very  thor- 
oughly by  the  members  present. 

The  social  features  of  our  society  meetings  are 
calculated  to  engender  and  promote  a spirit  of 
unanimity  and  common  interest,  and  the  ex- 
change of  ideas  concerning  the  scientific  sub- 
jjects  discussed  always  prove  helpful. 

IM embers  present  at  the  May  meeting  were: 
Dr.  J.  A.  Scott,  President ; Drs.  R.  W.  Read,  A. 
E.  Goodloe,  E.  M.  Holmes,  M.  B.  Murfree,  G.  W. 
Crosthwait,  J.  C.  Kelton,  V.  S.  Campbell,  A.  N. 
Gordon,  J.  T.  Harris,  V.  K.  Earthman,  A.  J. 
Jamison,  J.  C.  Overall,  B.  N.  White,  and  E.  H. 
Jones.  ' 

The  next  meeting  will  be  held  on  the  first 
Wednesday  of  June.  E.  H.  Jones,  M.D., 

Secretary. 


SULLIVAN,  CARTER,  AND  JOHNSON 
COUNTIES. 

The  Sullivan,  Carter,  and  Johnson  County 
IMedical  Society  convened  in  regular  monthly 
session  at  Elizabethton  at  10  A.M.  on  May  3. 
The  place  for  the  meeting,  as  well  as  the  day, 
was  ideal,  and  a goodly  number  of  the  physi- 
cians of  the  three  counties  represented  were  in 
attendance. 

Dr.  G.  P.  Bingham,  of  Elizabethton,  was 
elected  to  full  membership,  while  Dr.  L.  F. 
Cosby,  of  Abingdon,  Va.,  was  elected  to  associ- 
ate membership.  Five  new  applications  for  mem- 
bership were  received. 

Dr.  C.  W.  Fleenor,  Holston  Valley,  Tenn.,  was 
essayist  and  read  a most  interesting  and  instruc- 
tive paper  on  “ Entero-Colitis.”  A timely  subject 
and  one  of  special  interest  to  the  general  practi- 
tioner, it  naturally  elicited  a full  and  free  dis- 
cussion. 

After  the  meeting,  an  excellent  dinner,  by  the 
courtesy  of  the  local  profession,  was  destroyed 
at  the  Lynnwood  Hotel. 

Vdiile  one  of  the  youngest  societies  in  the 
State,  the  Sullivan,  Carter,  and  Johnson  County 


Medical  Society  is  fast  attaining  adult  size.  We 
now  have  on  the  membership  roll,  exclusive  of 
the  five  new  applicants  at  its  last  meeting,  fifty- 
four  members.  Seven,  however,  are  affiliated 
members,  being  residents  of  Virginia.  In  mv 
judgment,  Johnson  County  deserves  the  title  of 
the  “ banner  county  ” of  the  State,  for  the  rea- 
son that  she  never  had  any  medical  organiza- 
tion, so  far  as  I can  learn,  until  two  years  ago  : 
and,  with  one  or  two  exceptions,  every  eligible 
physician  in  this  county  is  now  an  enthusiastic 
member  of  his  county  and  State  society.  Let  us 
hope  that  her  good  influence  will  extend  to  every 
county  in  the  State,  and  especially  to  her  two 
sisters  in  this  tri-county  society. 

W.  K.  Vance, 

■ Secretary. 

HENDERSON  COUNTY. 

The  Henderson  County  Medical  Society  held 
its  regular  monthly  meeting  on  Tuesday,  April 
11,  in  Lexington,  with  the  President,  Dr.  R.  H. 
Milam,  in  the  chair. 

The  minutes  of  the  previous  meeting  were  read 
and  approved  without  objection. 

Dr.  W.  T.  Watson  read  a very  interesting  pa- 
per on  “ Race  Suicide.”  The  discussion  was 
opened  by  Dr.  C.  E.  Bolen,  of  Wildersville,  fol- 
lowed by  a number  of  other  members. 

Dr.  G.  A.  Brandon  reported  an  interesting  case 
of  cystic  tumor. 

Dr.  C.  H.  Johnston  made  a motion,  seconded 
by  Dr.  Bolen,  that  we  have  our  annual  outing 
on  the  first  day  of  June  this  year.  Drs.  Parker, 
Brandon,  and  Watson  were  appointed  a Com- 
mittee of  Arrangements. 

There  being  no  further  business,  the  society 
adjourned. 

Doctors  present  were : Milam,  Boyd,  Bolen, 
England,  Johnston,  Arnold,  Watson,  Davidson, 
Brandon,  and  Parker.  Samuel  T.  Parker, 

Secretary. 

MEMPHIS  SOCIETY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

The  society  met  on  April  11,  with  Dr.  Howard 
in  the  chair. 

Ranula. 

Dr.  R.  W.  Hooker  presented  M.  K.,  age  three 
months,  whom  he  had  had  under  observation  for 
three  weeks.  The  child  had  a papillomatous 
growth,  mucoid  consistency,  on  the  left  side  of 
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the  median  raphe,  underneath  the  tongue,  pro- 
ceeding evidently  from  the  sublingual  glands. 
The  growth  was  about  the  size  of  a hazelnut, 
more  pointed  than  pedunculated.  He.  having 
never  seen  a case  like  this,  desired  the  opinion  of 
the  society  as  to  its  nature  and  methods  of  pro- 
cedure in  its  removal — whether  or  not  it  should 
be  entirely  removed  or  simply  incised,  also 
whether  or  not  a general  ansesthetic  should  be 
used. 

Dr.  Shea  said  he  saw  the  case  four  weeks 
ago  in  the  clinic,  and  at  that  time  told  the  par- 
ents the  nature  and  the  outcome  of  the  growth, 
suggesting  that  the  ranula  be  dissected  out  un- 
der ether.  It  has  not  changed  in  size  during  the 
past  four  weeks.  Dr.  Farrington  and  Dr.  Shea 
have  had  three  such  cases  during  the  past  year, 
two  of  which  were  removed  under  general  anaes- 
thesia and  the  third  removed  by  a general  sur- 
geon. There  has  not  been  a return  of  any  of  the 
three  cases. 

Dr.  Howard  thinks  this  a case  of  ranula,  and 
advises  to  leave  them  alone,  unless  they  cause  a 
great  deal  of  obstruction. 

Dr.  Farrington,  in  his  cases,  dissected  the 
sac  out.  He  was  not  able  to  remove  the  same  in 
one  piece ; however,  got  as  much  of  the  sac  out 
as  possible.  These  cases  are  best  operated  on 
under  general  anaesthesia.  In  Dr.  Hooker’s  case, 
might  first  try  making  a simple  incision,  and  then, 
if  sac  fills  up  again,  remove. 

Dr.  Ellett  thought  this  an  occlusion  at  the 
end  of  the  duct,  and  asked  why  probing  would 
not  help  same ; and,  if  not,  advised  the  punctur- 
ing of  the  tumor,  as  he  thinks  it  is  a dilatation 
of  the  duct  and  not  a simple  tumor. 

Dr.  Levy  has  had  several  cases  in  his  clinical 
work,  but  they  were  all  in  grown  people.  These 
were  simply  slit  open  ; and,  as  far  as  he  knows, 
there  has  been  no  recurrence. 

Infection  Following  Cataract  Extraction. 

Dr.  Ellett  presented  the  patient  with  infec- 
tion following  cataract  extraction,  whose  case  he 
reported  at  the  previous  meeting.  The  inflam- 
mation had  subsided  more,  but  the  eye  was  still 
quite  red.  Good  projection  was  present  and  the 
tension  normal. 

Dr.  Savage  said  that  this  is  the  only  case  he 
has  seen  that  anything  like  an  eye  was  left,  and 
congratulated  Dr.  Ellett  upon  saving  the  eye. 


Case  of  Intraocular  Tuberculosis. 

Dr.  Lewis  reported  the  following  case ; Mrs. 
E.,  age  forty-seven,  first  seen  by  me  on  October 
26,  1915.  History:  Vision  got  bad  suddenly 
about  ten  days  ago.  Prior  to  that  time  could  see 
well,  both  far  and  near.  General  health  poor 
for  long  time.  Has  little  appetite.  Vision: 
O.  D.,  counts  fingers  at  10  feet ; O.  S.,  moving 
objects,  2 feet.  Eyes  perfectly  normal  in  ap- 
pearance externally.  Ophthalmoscope  shows  all 
media  clear,  optic  nerves  and  retinae  slightly  pale. 
Urinalysis  negative,  also  nasal  accessorv  sinuses. 
Free  purgation  and  increasing  doses  of  KI  pre- 
scribed. 

November  8. — Vision:  Right,  20-70;  left,  20- 
100.  Iritis  beginning  in  O.  S.  1 per  cent  atro- 
pine t.  i.  d.  prescribed. 

November  10. — Iritis  increasing  in  O.  S.  5 
per  cent  dionin  added  to  eye  treatment  and  gen- 
eral tonic  of  iron,  quinine,  and  strychnine  given. 
Iritis  subsided  in  a few  days,  but  returned  when 
atropine  was  stopped.  This  occurred  several 
times,  pain  and  inflammation  promptly  return- 
ing with  the  withdrawal  of  clycloplegic. 

February  15. — Msion : O.  D.,  20-70:  O.  S., 
20-200.  Diagnostic  dose  of  0.5  milligram  old 
tuberculine  given.  Severe  focal  reaction  ob- 
tained, with  pain,  marked  congestion,  and  in- 
creased dimness  of  vision. 

February  21. — 1-5000  milligram  O.  T.  given 
and  continued  semiweekly  in  gradually  increas- 
ing doses.  To-day  she  received  1-100  mg.  \'is- 
ion  is  now  20-40  O.  D.,  20-80  O.  S.  Her  gen- 
eral health  has  improved  wonderfully,  and  she 
looks  100  per  cent  better. 

The  vitreous  of  the  left  eye  is  quite  cloudy, 
but  the  fundus  can  be  seen  fairly  well.  This  case 
seems  to  have  started  as  a tubercular  optic  neu- 
ritis. 

Dr.  Simpson  says  that  Tennessee  should  be  a 
good  field  for  finding  these  cases,  as  we  have 
more  T.  B.  here  than  in  the  majority  of  the 
States.  However,  it  does  not  seem  that  the  case‘ 
suspected  react  to  T.  B.  test,  like  iMcCool.  Jack- 
son,  and  others  report.  This  case  shows  u] 
nicely,  both  as  to  reaction  and  treatment,  anc 
points  definitely  to  T.  B.  The  case  now  show; 
a neuritis,  as  vessels  are  very  small ; and.  if  so 
vision  would  tend  to  decrease  instead  of  increas( 
in  the  future.  \’ision  at  present  rather  good 
considering  the  condition  of  eye. 
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tDR.  Blue  reports  that  this  patient  has  im- 
■oved  a great  deal  in  general  health  as  well, 
^hile  in  New  York,  at  Knapp’s  Clinic,  saw  sev- 
eral cases  of  different  eye  conditions  which  gave 
positive  reaction  to  T.  B.  test.  Knapp,  too,  re- 
ports an  improvement  in  the  general  health  of 
cases,  even  though  T.  B.  of  the  eye  is  the  only 
)oint  of  focus  found. 

Dr.  Ellett  had  concluded,  after  reading  some 
Df  the  recent  articles  on  ocular  tuberculosis,  es- 
pecially those  of  McCool  and  Jackson,  that  he 
jvvas  overlooking  this  as  a cause  in  some  of  his 
bases.  He  had,  therefore,  recently  tested  a con- 
siderable number  of  patients,  especially  cases  of 
Uveitis,  with  tuberculin,  without  obtaining  but 
Diie  positive  result.  The  case  presented  would 
jserve  to  keep  up  his  interest.  The  test  he  fol- 
lows is  with  O.  T.  by  injection,  giving  two  doses 
[of  10  m.  of  serial  dilution  No.  3,  then  two  of 
25  m.  of  the  same  dilution  at  intervals  of  three 
or  four  days,  provided  no  reaction  is  obtained. 

Heath  Operation  for  Chronic  Suppu- 
rative Otitis  Media. 

I Dr.  W.  L.  Simpson  presented  Miss  A.  S.,  with 
history  of  suppuration  in  left  middle  ear  for 
'short  time,  eleven  years  ago.  After  beach  bath- 
ing eighteen  months  ago,  left  ear  began  to  dis- 
charge, and  had  almost  continuous  discharge, 

I even  with  treatment,  up  to  the  time  of  the  oper- 
ation— August  7,  1915.  The  hearing  for  ordi- 
nary voice  was  18  feet,  and  whisper  10  feet,  be- 
fore the  operation.  Rinne  was  regular  and 
1 Schwabach  long  C plus  and  C plus.  The  labrynth 
I was  normal.  There  was  quite  a good-sized 
perforation  in  drum  posteriorly. 

! The  Heath  operation  was  made  on  August  7, 
1915.  The  antrum  and  mastoid  cells  were  all 
[ full  of  pus  and  granulation.  A skin  graft  was 
; made  on  the  eleventh  day.  The  wound  healed 
in  about  eight  weeks.  The  hearing  to-day  is : 
i Whisper,  40  feet. 

This  case  again  demonstrates  that  the  Heath 
or  a similar  operation  has  a place  in  mastoid 
i surgery.  Cases  with  small  perforations,  which 
: refuse  to  heal  and  which  have  good  hearing,  can 
i often  be  entirely  healed  without  a radical  oper- 
I ation,  and  it  seems  that  a Heath  operation  gives 
I better  continuous  drainage  than  the  ordinary 
; simple  mastoid  operation. 

, Dr.  Farrington  said  that  this  is  one  of  the 
, cases  which  show  conclusively  that  we  overlook 


the  opportunity  to  heal  these  chronic  cases  by  the 
Heath  method.  To  allow  these  chronic  condi- 
tions to  go  on  carries  with  it  the  danger  of  se- 
rious results ; and  even  if  this  does  not  occur,  the 
patient  continues  to  have  a discharge,  and  usu- 
ally a very  disagreeable  odor.  Heath  operation 
is  a more  complicated  one,  but  is  much  better 
than  a complete  simple  mastoid  operation  in  these 
cases. 

Toxic  Amblyopia. 

Dr.  Levy  reported  the  following  case ; Mr.  C. 
C.  S.,  age  forty-eight  years,  was  referred  to  me 
for  an  examination  of  his  eyes.  He  gave  the 
following  history : About  eight  months  ago  first 
noticed  that  vision  in  right  eye  was  failing;  left 
eye  seemed  O.  K.  The  vision,  however,  seemed 
to  be  worse  when  trying  to  do  close  work ; for, 
being  a railroad  man,  he  had  to  get  out  monthly 
reports.  Did  not  pay  much  attention  to  same 
until  about  two  months  ago,  when  he  noticed 
that  he  could  not  see  clearly  in  front  of  him 
with  O.  D.,  although  when  looking  to  the  sides 
everything  was  clear.  His  vision  seemed  clearer 
at  night  also.  His  left  eye  seemed  O.  K.  His 
family  history  was  negative,  as  was  also  Wasser- 
mann  and  urine ; but,  as  to  his  habits,  he  said  he 
smoked  from  fifteen  to  twenty  cigars  a day,  and 
also  drank  about  a quart  of  whisky  per  day ; 
this  he  has  done  for  years. 

Upon  examination,  I found  O.  D.  V.  20-200 
unimproved  with  glasses ; reading  J.20  with  dif- 
ficulty ; O.  S.  V.  20-40+  with  +75  + 25  ax.  180 
V.  20-20;  reading  J.14  with  -1.50  J.  I.  with  ease. 

Fundii  showed  absolutely  nothing;  but  uiDon 
taking  fields  of  right  eye,  found  fields  for  red 
and  green  contracted,  as  well  as  a central  scotoma 
for  each.  The  fields  of  left  eye  were  normal,  so 
did  not  bring  drawing  of  same,  but  have  one  of 
right  eye  to  show.  I shall  report  at  some  future 
meeting  the  results  the  treatment  produced  in 
this  case. 

Dr.  Ellett  thought  the  presence  of  tobacco- 
alcohol  amblyopia  in  one  eye  only  was  quite  rare; 
in  fact,  Fuchs  says  that  the  reduction  of  vision 
is  almost  always  equal  in  the  two  eyes.  Before 
accepting  this  diagnosis,  therefore,  he  thought 
that  all  local  disease,  especially  disease  of  the 
nasal  sinuses,  should  be  carefully  excluded. 

Dr.  Levy,  in  answer  to  Dr.  Ellett’s  question 
regarding  sinuses,  said  that  an  examination  of 
nose  and  sinuses  showed  nothing.  Weeks,  in  his 
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book  on  diseases  of  the  eye,  reports  a case  on 
record  in  which  scotoma  developed  in  one  eye 
many  months  before  the  fellow  eye  showed  any 
sign  of  involvement. 

Changes  in  Refraction  Associated  with 
Diabetes. 

Dr.  Ellett  reported  a case  of  changes  in  re- 
fraction associated  with  diabetes.  The  patient 
was  a lady,  aged  about  fifty-five.  Her  refrac- 
tion had  undergone  the  following  changes  in  a 
few  months;  October  12,  1915:  O.  D.  20-20 
— 50  ax.  90=20-20+  O.  S.  20-25  unimproved. 
Add  -^2.50=J.  I.  January  21,  1916;  The  addi- 
tion of  -3.00  w'as  required  to  give  J.II.  iMarch 
31,  1916:  O.  D.  20-60  +50=-1.00  ax.  15=20-25+ 
O.  S.  20-60-  +1.00=20-30.  Add  +3.00=J.III. 
The  urine  contained  4 per  cent  of  sugar. 

The  occurrence  of  this  condition  in  diabetes  is 
not  uncommon.  As  regards  other  conditions,  a 
case  of  quinine  amblyopia  in  a child  of  seventeen 
months  was  mentioned,  which  was  under  obser- 
vation during  the  whole  progress  of  the  trouble, 
and  in  whom  the  refraction,  as  measured  with 
the  ophthalmoscope,  changed  from  Em.  to  — 8 
and  then  back  to  Em.  in  about  two  months. 
This  was  thought  to  be  due  to  the  presence  of 
quinine  in  the  media  of  the  eye,  increasing  the 
index  of  refraction. 

Scintillating  Scotoma. 

Dr.  Savage  reports  the  following  case  of  iMrs. 
C.  L.  F.,  age  thirty-three : Complains  of  occa- 
sional attacks  of  complete  blindness  of  first  one 
and  then  the  other  eye,  and  once  or  twice  of  both 
eyes  at  the  same  time.  This  condition  has  been 
going  on  for  the  past  several  years.  The  family 
history  is  good,  and  her  own  personal  history  is 
negative.  There  is  no  redness  ^nor  any  external 
signs  of  any  trouble  when  the  blindness  comes 
on.  About  one  week  before  consulting  me  she 
was  out  riding  in  an  automobile  at  night,  and  felt 
an  attack  coming  on  in  one  eye ; and  immediately 
she  covered  the  other  eye  to  determine  whether 
or  not  she  could  see  an  arc  light  at  a street  cross- 
ing, and  says  that  she  could  not  see  one  ray  of 
light  from  it  for  about  three  or  four  minutes, 
when  the  vision  as  suddenly  was  restored. 

The  blind  spells  lasted,  as  a rule,  only  from 
two  to  five  minutes.  No  discomfort  felt  at  these 
times.  Vision  of  ().  D.  = 20-13;  O.  S.  = 20-13. 
Neither  one  iinjiroved  by  any  lens.  The  same 


was  true  with  the  use  of  a mydriatic.  The 
ophthalmoscope  showed  the  fundii  perfectly  nor- 
mal. 

Dr.  Savage  rejiorted  a case  which  showed  the 
gain  in  vision  by  the  forcible  use  of  the  squinting 
eye. 

April  27,  1915:  IMrs.  R.  Y.,  age  thirty-seven. 
Has  had  external  strabismus  of  left  eve  since  i 
birth.  History,  negative,  so  far  as  the  cause  of  | 
squint.  Vision  of  A.  D.  = 20-20,  not  improved 
by  lenses ; vision  of  O.  S.  20-200,  not  improved 
by  lenses. 

The  same  results  on  findings  were  obtained  by 
the  use  of  a mydriatic.  By  means  of  the  oph- 
thalmoscope the  fundus  of  each  eye  was  found 
to  be  normal.  There  being  no  pathological  con- 
dition to  account  for  poor  vision  of  O.  S.,  I con- 
cluded it  was  due  to  nonuse ; and  as  the  patient 
would  not  consent  to  operation  for  relief  of 
squint,  I advised  her  to  cover  up  O.  D.  for  1-2 
hour  each  day  and  use  the  left  one.  This  was 
carried  out  practically,  with  the  result  that  her 
vision  has  come  from  20-200  to  20-65  on  the 
date  of  her  last  visit  to  me — April  11,  1916.  The 
right  eye  is  the  same  as  on  April  27,  1915. 

Dr.  St.\nford  said,  with  regard  to  the  first 
case,  that  Jackson  claims  this  is  brought  about 
by  spasm  of  the  central  artery  of  the  retina. 

Dr.  Stanford  was  siuqirised  at  the  improve- 
ment in  the  amblyopic  eye  ; for,  as  a rule,  this 
does  not  occur.  Louis  Levy, 

Secretary. 

WEST  TENNESSEE  MEDICAL  AND 
SURGICAL  ASSOCIATION. 

With  an  attendance  of  more  than  one  hun- 
dred, with  a splendid  program,  and  with  most 
delightful  entertainment  of  the  members,  the 
West  Tennessee  iMedical  Association’s  meeting 
at  Jackson  on  May  18  and  19  was  a brilliant  suc- 
cess. 

. Dr.  IMarvin  Blanton,  Union  City,  presided 
over  the  deliberations  of  the  body,  and  Dr.  I. 
IMcSwain,  Secretary  from  the  time  when  the 
mind  of  man  can  remember  no  other,  rendered 
his  usual  efficient  service. 

'I'he  entertainment  feature  of  the  meeting  was 
a hanquet,  at  which  all  present  had  an  old-fash- 
ioned good  time.  | 

Officers  for  1917  were  chosen  as  follows:  I 
President,  Dr.  J.  C.  Paris,  Rutherford;  \’ice 
Presidents,  Dr.  T.  E.  Sawyers,  Martin,  and  Dr. 
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Robert  Mann,  Memphis ; Secretary,  Dr.  J.  A. 
McSwain,  Paris. 

The  next  meeting  will  be  at  Martin  in  May, 
1917. 


MIDDLE  TENNESSEE  MEDICAL 
SOCIETY. 

The  semiannual  meeting  of  the  Middle  Ten- 
nessee Medical  Society  was  held  at  Lewisburg  on 
May  18,  19. 

Dr.  R.  W.  Billington  was  in  the  chair,  and  Dr. 
Jack  Witherspoon  discharged  the  duties  of  Sec- 
retary. 

As  is  always  the  case  at  Lewisburg,  a fine 
crowd  was  on  hand,  and  the  papers  presented 
were  well  received  and  thoroughly  discussed. 

The  usual  public  meeting  was  held  on  the  even- 
ing of  the  first  day,  at  which  the  presidential  ad- 
dress of  Dr.  Billington  on  “ Progress  in  the 
Treatment  of  the  Crippled  and  Deformed  ” was 
read. 

Other  features  of  this  program  were  addresses 
by  Dr.  H.  H.  Shoulders,  of  the  State  Board  of 
Health,  and  Prof.  R.  H.  White,  of  the  Middle 
Tennessee  Normal  School,  at  Murfreesboro. 

The  next  meeting  of  the  society  will  be  held 
at  Eranklin  in  November  under  the  presidency  of 
Dr.  W.  Scott  Parmer. 

Dr.  Jack  Witherspoon  was  reelected  Secretary, 
and  Dr.  Olin  West  was  made  Vice  President. 


ROANE  COUNTY. 

The  Roane  County  Medical  Society  met  in  reg- 
ular session  in  Library  Hall,  Harriman,  -on  May 
15,  at  2 P.M.,  Dr.  W.  S.  Clack  presiding. 

Those  present  were : Drs.  Sewell,  J.  M.  Clack, 
W.  S.  Clack,  T.  H.  Phillips,  Rockwood ; Drs. 
Roberts  and  Zirkle,  Kingston ; Drs.  Givan,  Dodr 
son,  Carr,  and  Hill,  Harriman. 

Several  interesting  clinics  were  reported. 

Papers  were  read  by  Drs.  Roberts  and  Walter 
Clack,  which  brought  out  a lively  discussion. 
The  former  was  on  the  subject,  “ Hemorrhoids 
as  a Complication  of  Labor;”  the  latter,  on 
“ Cow’s  Milk  in  Infant  Feeding.” 

Dr.  J.  Blair  Cross,  of  Wheat,  was  unanimously 
elected  to  membership. 

It  was  decided  to  give  a banquet  some  time  in 
the  near  future,  at  which  we  will  endeavor  to 
have  every  regular  physician  in  Roane  County  as 
our  guest.  Drs.  Givan,  Roberts,  and  Phillips 
were  appointed  a committee  to  arrange  for  the 


same.  We  hope  in  this  way  to  get  the  doctors 
better  acquainted  with  one  another  and  increase 
the  membership  of  our  county  society. 

W.  W.  Hill,  Secretary. 


BOOK  REVIEWS 


DISEASES  OF  THE  SKIN.  By  Henry  H.  Hazen, 

A.B.,  M.D. ; Professor  of  Dermatology,  Medical  De- 
partment, Georgetown  University;  Professor  of  Der- 
matology, Medical  Department,  Howard  University, 
C.  V.  Mosby  Company,  St.  Louis. 

In  this  volume  the  author  has  certainly  accomplished 
his  purpose — viz.,  brought  together  just  what  the  stu- 
dent needs,  and  no  more.  He  has  done  it  in  such  a way 
as  to  place  this  most  difficult  branch  within  the  grasp 
of  the  average  medical  student’s  mind — something 
which  has  heretofore  been  a task  for  all  who  have  at- 
tempted it. 

The  nomenclature  of  skin  diseases,  together  with  the 
fact  that  to  the  average  observer  so  many  of  them 
show  gross  points  of  similarity,  has  always  made  it 
most  difficult  for  the  student  to  grasp  any  hold  on  this 
branch.  Using  the  ordinary  nomenclature  accepted  by 
all  present-day  writers.  Dr.  Hazen  has  set  about  to 
clarify  this  subject  by  adopting  a system, of  study  noted 
for  simplicity  and  conciseness. 

He  first  adopts  a scheme  or  key  for  routine  examina- 
tion and  study  of  the  patient,  which,  if  followed  by  the 
student,  will  enable  him  to  soon  get  an  insight  into  the 
real  finer  points  of  symptomatology  and  diagnosis. 
This  once  done,  the  worst  of  the  problem  is  over. 

He.  could  not  possibly  give  more  pathology  in  so  few 
well-chosen  words.  This,  after  all,  must  go  along  with 
your  symptomatology  to  get  the  real  grasp  of  the  pic- 
ture of  any  disease.  The  way  it  is  given  is  so  descrip- 
tive and  to  the  point  as  to  not  burden  even  the  begin- 
ner, and  yet  the  busy  dermatologist  might  here  find 
something  of  value  and  enlightenment  even  for  himself. 

He  has  wisely  chosen  to  discard  those  exceedingly 
rare  dermatoses,  and  yet  has  found  time  to  briefly  and 
clearly,  in  his  own  way,  define  the  rarer  ones  which  the 
American  physician  might  perchance  encounter  in  a 
lifetime. 

As  to  his  illustrated  photographs,  nearly  all  are  par 
excellence.  Some  of  them  are  the  very  best  to  be 
found.  They  all  seem  to  have  been  taken  with  the  light 
and  shadows  to  the  very  best  advantage. 

I have  seen  no  book  to  equal  this  for  the  student. 

Howard  King.  , 

THE  MEDICAL  CLINICS  OF  CHICAGO.  Vol.  L, 
No.  5.  March,  1916.  W.  B.  Saunders  Company,  Phil- 
adelphia. 

The  feature  of  this  number  of  the  Chicago  Clinics  is 
the  clinic  of  Dr.  J.  T.  Case  on  “ Roentgenolic  Aspects 
of  Intestinal  Stasis.”  The  illustrations  are  good,  and 
this  is  a very  instructive  contribution. 

A great  variety  of  subjects  are  taken  up  in  the  clinics 
of  the  usual  contributors  to  the  Chicago  Clinics,  and 
this  number  is  one  of  the  best  that  has  yet  appeared. 
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THE  ART  OF  AX.E:STHESIA.  By  Paluel  T.  Flagg, 
M.D.  New  York  Cit}-.  333  pages.  Price,  $3.50.  J. 

B.  Lippincott  Company. 

The  introduction  to  this  work  is  a brief  historj-  of 
anaesthesia  and  of  anaesthetics  and  their  discoverers. 
The  work  proper  is  divided  into  two  parts. 

Part  I.  deals  with  the  classification  of  anaesthesia — its 
characteristic  signs  and  its  administration  by  different 
methods  and  agents. 

Part  II.  deals  with  the  preliminary  preparation  of  the 
patient  for  anaesthesia,  the  duties  of  the  doctor  and 
nurse  following  anaesthesia,  and  closes  with  an  admira- 
ble chapter  on  the  patient’s  viewpoint  of  an  anaesthetic. 

The  chapter  on  general  anaesthesia  deals  comprehen- 
sively with  the  evidences,  causes,  and  management  of 
the  stages  of  induction,  maintenance,  and  recovery. 
The  consideration  of  the  muscular,  respiratory,  color, 
eye,  and  pulse  signs  is  clear  and  practical.  The  tech- 
nic of  the  administration  of  general  anaesthesia  by  ether, 
ethyl  chloride,  chloroform,  and  nitrous  oxide  is  given 
in  detail,  with  apparatus  fully  described  and  illustrated. 
The  indications  for  and  the  technics  of  administration 
of  local  and  spinal  anaesthesia  are  fully  covered. 

The  work  is  an  admirable  guide  to  those  wishing  to 
specialize  in  anaesthesia.  E.  M.  F. 


CANDY  AIEDICATION.  By  Bernard  Fantus,  iM.D., 
Professor  of  Pharmacology  and  Therapeutics,  Uni- 
versity of  Illinois.  St.  Louis.  C.  V.  Mosby  Com- 
pany. 1915.  $1.00. 

There  is  no  other  book  on  this  subject,  and  its  au- 
thor has  made  a real  contribution  for  the  benefit  of  the 
medical  practitioner.  His  prime  purpose  seems  to  be 
that  he  shall  be  able  to  help  destroy  the  terrors  of  child- 
hood for  “ nasty  medicine ; ” but,  as  all  doctors  know, 
men  and  women  are  simply  children  grown  up  when  it 
comes  to  taking  medicine,  and  Dr.  Fantus’  work  will 
be  instrumental  in  making  the  treatment  of  disease  more 
easy  in  all  classes  of  patients. 


THE  MORTALITY  FROM  CANCER  THROUGH- 
OUT THE  WORLD.  By  Frederick  L.  Hoffman, 
LL.D.,  Statistician,  the  Prudential  Life  Insurance 
Company  of  America;  Chairman,  Committee  on  Sta- 
tistics, American  Society  for  the  Control  of  Cancer ; 
etc.,  etc. 

The  Prudential  Life  Insurance  Company  has  done  a 
great  work  in  the  effort  it  has  put  forth  to  reduce  the 
loss  of  life  from  curable  and  preventable  diseases.  Dr. 
Hoffman,  serving  his  company,  has  served  humanity  as 
few  other  men  have  done  outside  the  laboratories  and 
hospitals.  This  book  from  his  pen  is  a work  that  will 
establish  him  as  one  in  whose  debt  all  who  want  the 
ravages  of  cancer  checked  will  acknowledge  themselves 
to  be.  Dr.  Hoffman  has  done  a great  deal  more  than 
simply  to  present  the  best  and  most  comprehensive  sta- 
tistics yet  published  on  cancer,  though  to  have  done  this 
was  a monumental  work.  He  has  shown  as  none  other 
has  done  the  great  need  for  the  betterment  of  our  vital 
statistics,  and  has  demonstrated  their  tremendous  value 
when  properly  recorded  and  studied  and  interpreted. 


DIAGNOSTIC  METHODS.  A Guide  for  History 
Taking,  Making  of  Routine  Physical  Examinations, 
and  the  Usual  Laboratory  Tests  Necessarj-  for  Stu- 
dents in  Clinical  Pathology,  Hospital  Internes,  and 
Practicing  Physicians.  By  H.  T.  Brooks,  M.D.,  Pro- 
fessor of  Pathology^  University  of  Tennessee.  Third 
Edition.  C.  V.  Mosby  Company,  St.  Louis.  1915.  $1. 
This  is  a very  valuable  little  work  for  the  experienced 
laboratory  worker,  for  whom  it  will  serve  as  a quick 
index  to  clinical  and  laboratory  methods.  It  is  valuable 
for  the  student  and  for  the  practitioner,  who  must  ap- 
ply laboratory  tests  which  they  can  find  properly  out- 
lined for  them  in  concise  form.  Dr.  Brooks  has  evi- 
dently made  great  effort  to  put  into  his  work  only  such 
statements  as  can  be  relied  upon,  and  has  been  highly 
commended  by  eminent  laboratory  workers  for  the  ac- 
curacy of  the  subject-matter  of  his  book. 


THE  CLINICS  OF  JOHN  B.  MURPHY.  Vol.  V., 
No.  1.  February,  1916.  W.  B.  Saunders  Company, 
Philadelphia. 

Twenty-four  subjects  are  treated  of  in  this  number 
of  Murphy’s  Clinics,  and  thirteen  of  the  clinics  deal 
with  tuberculosis  of  the  hip.  The  chief  value  of  this 
number  will  be  found  to  lie  in  the  fact  that  the  differ- 
ential diagnoses  of  certain  conditions  are  thoroughly 
set  out. 

Vol.  V.,  No.  H.  April,  1916.  A “ talk  ” on  surgery 
of  tendons  and  tendon  sheaths  is  one  of  the  valuable 
features  of  this  number.  Joint,  bone,  muscle,  and  nerve 
surgery  are  demonstrated  in  other  divisions  of  the  April 
Clinics. 


DOCTOR: 


This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 


THE  SECRETARY 


THE  JOURNAL 

OF  THE 

Tennessee  Sta  te  Medical  Associ a tion 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  OF  TENNESSEE 

ISSUED  MONTHLY^  under  Direction  of  the  Trustees 
OLIN  WEST,  M.  D.,  Editor  and  Secretary  J.  F.  GALLAGHER,  M.D.,  Associate  Editor 

OFFICE  OF  PUBLICATION:  306  First  National  Bldg,  NASHVILLE,  TENNESSEE 


Volume  IX.  NASHVILLE,  TENN.,  JULY,  1916  Number  3 


IE  PRINCIPLES  OF  TREATMENT  IN 
! NEPHRITIS.* 


By  Martin  H.  Fischer,  M.D., 

Eichberg  Professor  of  Physiology  in  the  University  of 
Cincinnati, 

Cincinnati,  O. 


I I.  Introduction. 

When  we  discuss  so  important  and  practical  a 
estion  as  the  treatment  of  nephritis,  we  can 
jpe  to  make  progress  only  as  we  come  to  be 
one  mind  regarding  the  principles  which 
i,)uld  guide  us,  because  for  the  treatment  of 
iDhritis,  if  you  are  familiar  with  its  histor3g 
^rything  has  been  suggested.  There  -were 
ties  when  we  used  hot  irons  upon  the  back, 
|1,  in  more  recent  days,  prayer  has  been  pro- 
kd  to  overcome  the  serious  signs  and  symp- 
ns  that  frequently  arise  in  the  course  of  this 
lical  entity.  If  we  are  going  to  choose  be- 
|ien  such  extremes  or  find  a middle  course,  it 
looves  us,  first  of  all,  to  ask  ourselves  what  is 
rlly  the  nature  of  the  changes  that  occur  in  the 
Iney  and  elsewhere  in  the  body ; and  only  as  we 
rive  at  a logical  conclusion  regarding  the  na 
lie  of  these  changes  can  we  hope  to  make  any 
l/ance  and  to  agree  upon  the  question  of  treat- 
p.nt. 

■ Dur  discussion  will,  I think,  demonstrate  that 
fl:  problem  of  nephritis  is  in  good  part  only  a 
ST)heading  of  a larger  problem  in  medicine — 
nnely,  that  of  oedema;  and  this  problem  of 
aema,  so  much  discussed  in  medical  circles,  is 
ir  its  turn  but  a subheading  of  a still  greater 

'This  is  an  abstract  of  the  stenographic  report  of  my  re* 
»i;ks  at  the  Tennessee  State  Medical  Association  meeting  in 
K})xville,  April  5,  1916.  For  a fuller  discussion  of  many  of 
tl;  points  touched  upon  in  this  talk  than  is  possible  in  the 
pfes  of  this  Journal,  the  reader  who  may  be  interested  in 
tb  subject  must  be  referred  to  my  book,  “CEdema  and  Ne- 
pUtis.V  second  edition,  1916,  published  by  John  Wiley  & 
Sds,  New  York  City. 

I 

I 
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problem  with  which  the  medical  man  has  con- 
cerned himself  but  little.  This  is  the  physiolog- 
ical question  so  much  argued  by  plant  and  ani- 
mal physiologists,  which  asks  why  a cell  or  a 
group  of  cells  in  a plant  or  animal  holds  any  wa- 
ter at  all,  and  why  the  amount  thus  held  under 
normal  circumstances  (as  is  the  case  for  months 
and  even  years  in  our  bodies)  is  so  constant  an 
amount. 

II.  Criticism  of  the  Osmotic  Theory  of 
Water  Absorption. 

I shall  not  burden  you  with  a recitation  of  the 
many  hypotheses  which  have  been  proposed  to 
explain  this  fundamental  problem.  They  are,  all 
of  them,  so  inadequate  that  their  inadequacies 
are  admitted  even  by  the  proponents  of  these 
hypotheses.  Let  me  merely  illustrate  the  matter 
by  touching  upon  the  most  important  and  most 
heralded  of  them — namely,  the  osmotic  theory. 
According  to  this,  our  cells  are  surrounded  by  a 
so-called  “ semipermeable  membrane,”  which  by 
definition  is  one  that  is  permeable  to  a solvent 
(water,  in  the  case  of  the  human  body),  but  im- 
permeable to  all  dissolved  substances. 

Suppose  we  grant  this  assumption  in  the  case  , 
of  any  cell  or  any  group  of  cells  composing  an 
organ  or  the  whole  body.  Then,  depending  upon 
the  changes  in  the  concentration  of  dissolved  ma- 
terials within  and  without  a cell,  an  organ,  or  for 
the  whole  body,  water  will  move  into  or  out  of 
these,  depending  upon  the  amount  of  the  dif- 
ferences in  concentration,  and  always  form  a re- 
gion of  low  concentration  toward  that  of  the 
higher  concentration  of  the  dissolved  substances. 
Such  differences  in  concentration,  therefore, 
serve  to  make  possible  a movement  of  water  into 
and  out  of  cells.  But  this  is  true  only  as  long  as 
the  cells  are  surrounded  by  semipermeable  mem- 
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branes  which  hold  the  dissolved  substances  in 
their  places. 

Biologically,  however,  this  conception  of  the 
cell  is  impossible ; for  were  our  cells  surrounded 
by  such  semipermeable  membranes,  our  food  sub- 
stances and  oxygen  could  never  get  into  them, 
and  the  products  of  cell  metabolism,  like  urea, 
carbon  dioxide,  etc.,  could  never  get  x)Ut.  Ob- 
viously, if  our  cells  are  to  live,  both  those  things 
must  be  continuously  possible. 

To  get  around  these  difficulties,  the  proponents 
of  the  osmotic  theory  have  made  the  membranes, 
supposed  to  exist  about  the  cells,  partially  per- 
meable. But  as  soon  as  this  is  done,  concentra- 
tion differences  within  and  without  the  cell  can 
no  longer  come  to  pass,  for  the  diffusion  of  the 
dissolved  substances  from  regions  of  higher  con- 
centration to  regions  of  lower  will  immediately 
wipe  out  such  inequalities.  The  concentration 
differences  necessary  to  move  the  water  will, 
therefore,  no  longer  come  to  pass.  And  yet, 
physiologically,  water  must  at  all  times  be  able  to 
pass  into  and  out  of  cells. 

As  readily  apparent,  therefore,  the  adherents 
of  the  osmotic  hypothesis  can  take  their  choice. 
They  can  have  semipermeable  membranes  around 
their  cells,  and  so  make  concentration  differences 
move  the  water  into  and  out  of  them,  but  no  food, 
no  oxygen,  and  no  metabolic  products , or  they 
can  dispense  with  these  membranes,  and  so  get 
dissolved  substances  into  and  out  of  the  cells,  but 
no  water.  Physiologically,  however,  it  must  be 
possible  for  both  these  things  to  happen,  and 
without  interruption.  No  theory  which  en- 
counters difficulties  in  any  of  these  directions  can 
ultimately  survive. 

III.  The  Colloid  Theory  of  Water 
Absorption. 

In  casting  about  for  elements  which  might  be 
used  for  a better  understanding  of  the  laws  of 
the  absorption  and  secretion  of  water  (and  of 
dissolved  substances)  as  observed  in  the  human 
body  under  physiological  and  pathological  cir- 
cumstances, we  investigated  the  properties  of  the 
colloids— the  very  substances  which  on  the  os- 
motic hypothesis  are  cast  aside  as  of  little  or  no 
importance.  A study  of  the  colloids  has  shown 
that  these  not  only  play  a role  m the  general 
problem  of  absorption  and  secretion,  but  that 
they  play  the  dominant  one,  determining  not  only 
how  much  water  and  dissolved  substances  a cell, 


tissue  or  the  whole  body  may  hold  under  nor- 
mal circumstances,  but  also  how  much  it  will 
hold  in  various  pathological  states. 

We  shall  devote  chief  attention  to-day  to  thf 
problem  of  the  absorption  and  secretion  of  water 
In  order  to  illustrate  the  laws  governing  this  anc 
their  biological  significance,  allow  me  to  call  youil 
attention  to  the  behavior  of  the  protein  colloid 
when  subjected  to  different  external  conditions 
so  far  as  their  properties  of  water  absorption  ari(| 
secretion  are  concerned. 

I show  you  here  a set  of  test  tubes  of  uniforr 
diameter,  into  each  of  which  has  been  introduce) 
the  same  weight  of  a dry  protein — namely,  fibril 
Let  us  see  how  the  protein  behaves  when  difiei 
ent  kinds  of  solutions  are  poured  upon  it.  If  tf 
unit  weight  of  fibrin  is  thrown  into  water, 
swells  somewhat;  but  if  the  same  amount 
placed  in  a test  tube  containing  a very  dilute  aciii 
it  swells  very  much  more.  Instead  of  absorbm| 
for  example,  some  five  or  six  times  its  weight  {| 
water,  it  may  in  the  acid  be  made  to  absorb  son  i 
twenty,  thirty,  or  even  forty  times  its  weight.  : 
the  acid  is  neutralized  through  the  addition  i 
an  alkali,  the  absorbed  water  is  again  given  o 
while  the  fibrin  shrinks.  Water  absorption  is  f( 
lowed  by  water  secretion — in  other  words,  f 
process  is  reversible.  Let  me  add  that  all  acij 
behave  in  this  way.  Generally  speaking,  t 
swelling  is  the  greater  the  higher  the  concenti 
tion  of  the  acid,  though  with  the  so-call 
“ strong  ” acids  a concentration  is  finally  reach 
beyond  which  further  addition  of  acid  does  i 
increase,  but  decreases,  the  amount  of  water  <' 
sorbed. 

Let  me  show  you  next  another  set  of  tub 
All  these  tubes  contain  the  same  concentrati 
of  an  acid.  The  first  contains  pure  acid  only; 
all  the  rest  have  been  added  progressively  grea 
amounts  of  a salt  (sodium  chloride).  You  ' 
serve  that  the  addition  of  the  salt  has  reduced 
amount  of  swelling  in  all  the  tubes,  and  that 
greater  the  concentration  of  the  added  salt, 
greater  the  amount  of  this  reduction.  Obser 
too,  that  we  have  added  to  the  acid  a rieui 
salt.  The  effect  you  see  is,  therefore,  not  mer 
due  to  a neutralization  of  the  acid.  In  ot 
words,  even  though  we  have  practically  the  sa 
acid  concentration  in  all  the  tubes,  we  have  p 
duced  more  and  more  dehydration  of  the  prot 
as  we  have  increased  the  concentration  of  the  s 
This  extremely  interesting  antagonism  betw  ^ 
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acids  and  neutral  salts  is  of  the  greatest  physio- 
logical and  pathological  importance. 

Let  me  now  call  your  attention  to  a third  set  of 
tubes.  In  this  set  a constant  weight  of  fibrin  has 
again  been  introduced  into'  a definite  concentra- 
tion of  an  acid,  but  to  the  acid  there  has  been 
added  this  time  the  same  concentration  of  dif- 
ferent salts.  When  the  effects  of  a series  of  so- 
dium salts  are  thus  compared,  it  is  found  that 
they  all  again  reduce  the  swelling,  but  in  very 
different  degrees.  The  chloride  of  sodium,  for 
instance,  produces  the  least  dehydration ; the 
bromide  and  nitrate  are  somewhat  more  power- 
ful ; the  acetate  occupies  a middle  position ; most 
powerful  are  the  sulphate,  tartrate,  and  citrate. 
If  we  compare  the  dehydrating  effects  oj  a set  of 
salts  which  have  a comn'ion  acid  (a  set  of  chlo- 
rides, for  example),  we  find  that  ammonium,  po- 
tassium, and  sodium  salts  are  less  active  in  pro- 
ducing dehydration  than  magnesium  or  calcium, 
and  these  last  are  less  effective  than  copper,  iron, 
or  mercury. 

You  may  be  inclined  to  say  at  this  point  that 
these  academic  tables  are  of  no  interest  to  you 
in  your  problems  of  practical  medicine.  Let  me 
emphasize,  therefore,  that  they  are.  As  a mat- 
ter of  fact,  every  good  doctor  has  worked  em- 
pirically with  these  facts  for  decades.  What  we 
call  the  “ saline  cathartics  ” are  nothing  more 
than  those  salts  which,  without  being  particularly 
poisonous,  are  peculiarly  powerful  in  bringing 
about  a dehydration  of  protein  colloids.  The  ca- 
thartic salts  diffuse  into  the  intestinal  wall,  dehy- 
drate it,  and  the  squeezed-off  water  then  keeps  the 
intestinal  contents  liquid.  Franz  Hofmeister 
(in  somewhat  different  terms)  pointed  this  out 
many  years  ago ; and  while  many  have  grown  fa- 
mous opposing  his  fundamental  suggestions,  we 
are  destined  shortly  to  return  to  his  views. 

With  the  facts  just  discussed  in  mind,  you  see 
at  once  why  sodium  chloride,  sodium  bromide, 
sodium  idodide,  etc.,  are  not  ordinarily  used  as 
saline  cathartics.  They  are  salts  which,  when  in- 
troduced into  the  gastrointestinal  tract,  diffuse 
into  the  mucous  membrane  of  the  intestines ; but 
since  they  do  not  produce  much  dehydration  ex- 
cept in  high  concentration,  they  are  not  likely  to 
produce  the  fluid  stools  characteristic  of  an  ef- 
fective catharsis.  On  the  other  hand,  sodium 
phosphate  and  sodium  citrate,  which,  even  in  low 
concentrations,  are  powerful  dehydraters  of  pro- 
tein colloids,  are  our  standard  saline  cathartics. 


Since  magnesium  is  a better  dehydrater  than  so- 
dium or  potassium,  magnesium  sulphate  and  mag- 
nesium citrate  are  more  powerful  cathartics  than 
the  corresponding  sodium  or  potassium  salts,  and 
the  older  doctors  knew  and  worked  with  this  fact 
long  before  the  reason  for  it  was  understood. 
The  tremendous  dehydrating  effects  of  mercury 
are  taken  advantage  of  in  everyday  practice  when 
we  use  calomel  for  cathartic  purposes.  Even 
though  this  salt  is  practically  insoluble,  still  those 
trifling  amounts  which  do  dissolve  produce  the 
tremendous  dehydration  which  we  observe  after 
an  effective  dose  of  this  drug. 

IV.  The  Analogy  Between  the  Absorption 
OF  Water  by  Protein  Colloids 
AND  BY  Tissues. 

I have  detailed  now  a series  of  test-tube  ex- 
periments which  we  may  apply  with  entire  safety 
to  the  problems  of  water  absorption  and  secre- 
tion as  observed  in  the  body.  Not  only  qualita- 
tively, but  quantitatively  as  well,  every  cell,  tis- 
sue, and  organ  in  such  a complicated  body  as  our 
ozvn — in  fact,  the  body  as  a whole — behaves  in 
the  same  fashion  as  do  the  fragments  of  protein 
colloid  in  these  test  tubes.  Thus  muscle,  eyes, 
brain,  liver,  kidney,  etc.,  swell  more  in  any  acid 
than  they  do  in  water.  The  addition  of  any  salt 
to  the  acid  reduces  the  amount  of  this  swelling, 
and  this  the  more  the  higher  the  concentration  of 
the  added  gait.  At  the  same  concentration,  dif- 
ferent salts  are  unequally  effective  in  this  regard ; 
and  here  the  same  order  is  noted  as  in  the  case  of 
the  pure  proteins,  such  as  fibrin. 

The  amount  of  swelling  which  any  protein  col- 
loid such  as  fibrin  shows  in  a neutral  medium 
corresponds  with  the  normal  swelling  (normal 
water  content)  of  any  cell  or  tissue.  The  in- 
creased amount  of  swelling  when  acid  is  added 
corresponds  to  the  increased  swelling  of  a cell  or 
tissue  when  this  is  oedematous.  Technically  put, 
we  say  that  the  colloids  of  protoplasm  have  nor- 
mally a certain  hydration  capacity,  and  that  when 
the  tissues  have  become  oedematous  their  colloids 
have  assumed  a state  of  increased  hydration. 
Just  as  acids  bring  about  an  increased  hydration 
capacity  of  fibrin,  so ‘also  does  their  abnormal 
production  or  accumulation  in  the  body  increase 
here  the  hydration  capacity  of  the  body  colloids. 
Not  only  can  it  be  shown  that  every  such  abnor- 
mal production  or  accumulation  of  acid  in  the 
body  is  followed  by  an  oedema,  but,  conversely,  it 
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can  be  shown  that  every  case  of  oedema  gives 
evidence  of  snch  an  abnormal  production  or  ac- 
cumulation of  acid.  What  are  listed  as  “ causes  ” 
of  oedema  (heart  disease,  arteriosclerosis,  respir- 
atory disease,' anaemia,  intoxications  and  infec- 
tions of  various  kinds,  etc.),  all  have  in  common 
this  point : that  they  are  means  by  which  an  ab- 
normal production  or  accumulation  of  acid  in  a 
part  or  all  of  the  body  may  be  brought  about. 

But  acids  are  not  the  only  substances  which  can 
increase  the  hydration  capacity  of  a protein  col- 
loid or  of  a tissue,  though  it  seems  at  present  that 
they  are  the  most  important.  The  alkalies  do  this 
also.  But  more  interesting  is  the  fact  that  urea,  pyr- 
idine, and  certain  amines  are  also  able  to  do  this. 
Urea  and  urealike  substances  tend  to  accumulate 
in  the  body  in  certain  types  of  kidney  diseases, 
and  many  of  the  toxins  of  the  infectious  diseases 
are  amines.  The  cedemas  encountered  in  these 
clinical  conditions  may,  therefore,  be  in  part  ac- 
counted for  through  the  presence  of  this  second 
class  of'  substance  in  some  or  all  of  the  tissues  of 
the  body  in  addition  to  the  presence  of  acids. 

V.  The  State  of  the  Water  in  xhe  Body. 

But  not  only  do  all  the  tissues  of  the  body  hold 
their  normal  or  abnormal  amounts  of  water  as 
hydration  water  in  combination  with  the  body 
colloids,  but  the  liquids  of  the  body,  such  as  the 
blood  and  lymph,  do  this  also.  In  other  words, 
there  is  in  our  bodies  no  “free”  zuater  analogous 
to  the  zvater  zue  drink — it  exists  in  all  the  tissues 
and  body  fluids  only  in  combination  (as  water  of 
hydration).  When  any  free  water  appears  in  the 
body,  it  is  quickly  removed  by  one  of  the  secre- 
tory organs  (such  as  the  kidney).  Conversely,  it 
is  impossible  to  get  any  secretion  except  as  we 
furnish  the  secreting  organ  free  water.  To  ap- 
ply this  to  the  kidney,  we  may  say  that  we  will 
get  a secretion  of  “ urine  ” only  in  proportion  to 
the  amount  of  water  given  the  patient  to  drink. 

\T.  Diuresis  and  Diuretics. 

Water  is,  in  other  words,  the  only  true  diuretic. 
What,  then,  do  we  mean  when  we  speak  of  a 
diuretic  substance  or  drug?  A diuretic  is  any 
substance  which  aids  in  furnishing  a working 
kidney  free  water  or  which  helps  to  maintain  in 
a kidney  the  necessary  conditions — such  as 
oxygen  supply,  etc. — which  are  needed  to  permit 
the  kidney  to  do  its  work.  Urinary  secretion 


may  fail  either  because  we  furnish  no  free  wa- 
ter or  because  a kidney  is  not  given  the  proper 
conditions  under  which  it  may  do  its  work. 

The  intravenous  injection  of  any  amount  of 
blood,  blood  serum,  or  a hydrophilic  colloid  in 
which  all  the  water  is  bound  to  the  colloid,  is  fol- 
lowed by  no  increase  in  urinary  secretion.  This 
is  because  no  free  water  is  given.  The  same 
amount  of  water  when  given  free,  as  in  the  form 
of  a saline  solution,  is  followed  by  a prompt  in- 
crease in  urinary  flow. 

When  equal  amounts  of  sodium  chloride  solu- 
tion are  injected,  we  get  increasingly  greater 
amounts  of  urine,  with  progressive  increase  in 
concentration  of  the  salt.  This  is  because  the 
salt  dehydrates  the  body  tissues,  and  the  free  wa- 
ter thus  obtained  is  added  to  that  which  is  being 
injected.  The  salt  owes  its  diuretic  action,  there-  i 
fore,  primarily  not  to  any  effect  upon  the  kidney, 
but  to  its  action  in  dehydrating  the  colloids  of 
the  whole  body. 

When  equal  amounts  of  equally  concentrated 
solutions  of  different  salts  are  injected,  it  is 
found  that  the  order  in  which  they  produce 
diuresis  is  the  same  as  the  order  in  which  they 
dehydrate  (protein)  colloids.  Thus,  in  a series 
of  chlorides,  the  metals  arrange  themselves  in  the  i 
following  order,  the  one  most  powerful  in  pro- 
ducing diuresis  being  named  last : potassium,  so-  ( 
dium,  magnesium,  strontium,  calcium.  In  a se- 
ries of  sodium  salts  the  acid  radicals  arrange  | 
themselves  as  follows:  chloride,  nitrate,  bromide,  •: 
iodide,  acetate,  phosphate,  sulphate.  The  great- 
est diuresis  of  all  is  produced  by  a salt  which  is  I 
made  up  of  a powerfully  dehydrating  base  with  i 
a powerfully  dehydrating  acid — for  example, 
magnesium  sulphate. 

The  diuretic  action  of  these  diff’erent  salts  par- 
allels completely  their  dehydrating  effect  upon 
(protein)  colloids — a fact  which  again  indicates 
that  they  owe  their  action  primarily  to  their  ef- 
fect upon  the  body  as  a whole,  acting  as  diuret- 
ics only  as  they  furnish  a working  kidney  free  . 
water. 

To  diuretics  of  a second  order  belong  drugs 
like  digitalis  or  caffeine,  which  by  their  action  on 
the  heart  and  respiration  assure  a better  oxygen 
supply  to  the  kidney  and  the  body  tissues  gener- 
ally. Through  improvement  in  oxygen  supply  to 
the  kidney  and  the  body  tissues  generally,  the 
kidney  is  not  only  permitted  to  secrete  the  free 
water  available  for  secretion,  but  improved  oxy- 
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gen  supply  permits  oxidation  of  the  various  acids 
accumulated  in  the  tissues  of  the  body ; and  so 
^ the  tissues  yield  free  water,  which  becomes  avail- 
j able  for  secretion.  Whether  we  deal  with  nor- 
; mally  hydrated  or  abnormally  hydrated  tissues, 
the  effect  is  the  same.  Under  the  influence  of 
I “ diuretics  ” an  oedema  is  decreased,  but  not  be- 

i cause  the  secretory  organs  of  the  body  have  been 
“ stimulated  ” to  pull  water  out  of  the  tissues, 
but  because  the  “ diuretics  ” act  upon  all  the  tis- 

I sues  of  the  body,  decrease  directly  or  indirectly 
their  hydration  capacity  (lead  to  their  shrinking, 
in  other  words),  and  the  squeezed-off  water  is 
then  thrown  off  by  the  kidneys,  bowels,  skin,  or 
' lungs. 

VII.  The  Nature  of  Nephritis. 

li  After  this  general  introduction  regarding  the 

ii  nature  of  water  absorption  and  secretion  by  pro- 
" toplasm  under  physiological  conditions  and  in 
! states  of  oedema,  let  us  pass  to  the  consideration 

of  a specific  organ — namely,  the  kidney — which 
under  certain  pathological  conditions  suffers 
I changes  of  which  oedema  constitutes  an  important 
1 part.  In  order  to  make  my  argument  clear,  let 
me  begin  by  stating  a general  conclusion  and  then 
I adduce  the  evidence  which  justifies  it. 

I use  the  term  “ nephritis  ” in  its  generally  ac- 
cepted clinical  meaning  as  covering  that  symp- 
! tom  complex  which  is  characterized  by  the  ap- 
pearance. of  albumin  in  the  urine,  certain  mor- 
phological changes  in  the  kidneys,  the  associated 
production  of  casts,  quantitative  variations  in  the 
amount  of  urine  secreted,  quantitative  variations 
in  the  amounts  of  dissolved  substances  secreted, 
etc. 

In  order  not  to  confuse  things,  let  us  consider 
first  such  nephritides  as  follow,  for  example,  a 
general  intoxication  of  the  kidney — in  other 
words,  the  so-called  “ generalized  parenchyma- 
tous nephritis.”  Where  belong  the  other  types  of 
nephritis  (as,  for  example,  the  chronic  intersti- 
tial type  associated  with  a cardiac  hypertrophy 
and  high  blood  pressure),  we  shall  see  later. 

All  the  changes  that  characterize  nephritis  are 
' colloid-chemical  in  nature  and  are  produced 
1 through  changes  in  the  colloids  making  up  the 
kidney.  As  of  first  importance  in  bringing  about 
these  colloid-chemical  changes,  I count  an  abnor- 
mal production  or  accumulation  in  the  kidney  of 
acids  and  of  certain  other  substances  which  in 
their  action  tipon  colloids  behave  like  acids. 


If  this  conclusion  is  correct,  it  must  be  de- 
monstrable in  three  directions.  First,  we  must  be 
able  to  show  that  there  is  evidence  in  every  case 
of  nephritis  of  an  abnormal  production  and -accu- 
mulation of  acids  and  similarly  acting  substances 
in  the  cells  of  the  kidney.  Second,  we  must  be- 
able  to  prove  the  converse — namely,  that  any 
method  by  which  such  an  abnormal  production 
and  accumulation  may  be  brought  about  results 
in  the  signs  and  symptoms  characteristic  of  ne- 
phritis. Third,  if  we  succeed  in  analyzing  cor- 
rectly, in  the  terms  of  colloid  chemistry,  the 
changes  which  are  characteristic  of  what  clinically 
we  call  “ nephritis,”  we  should  be  able  to  do 
something  to  relieve  these  clinical  signs  and 
symptoms,  or,  better,  prevent  their  development. 
This  last  statement  takes  us  into  the  heart  of  the 
problem  of  treatment,  which  we  shall  in  conse- 
quence consider  last. 

VIII.  Evidence  for  the  Abnormal  Produc- 
tion AND  Accumulation  of  Acids  and 
Like  Substances  in  the  Kidney. 

What  evidence  have  we,  first  of  all,  to  show 
that  in  every  case  of  nephritis  there  is  evidence 
of  an  abnormal  production  or  accumulation  of 
acid  and  similarly  acting  substances  in  the  tis- 
sues composing  the  kidney?  Proofs  for  this 
may  be  brought  from  three  directions.  First, 
when  the  urine  is  analyzed,  it  is  found  that  its 
acidity  (whether  measured  by  the  old  method  of 
titration  or  in  the  more  modern  terms  of  the 
hydrogen  ion  acidity  ) is  always  high.  Second,  as 
even  the  older  clinical  students  of  the  problem 
knew,  the  so-called  “ alkalinity  ” of  the  blood  is 
reduced.  These  things  already  justify  the  con- 
clusion that  that  which  lies  between  the  blood 
and  the  urine — namely,  the  kidney — must  show 
an  abnormally  high  acid  content.  But  proofs  for 
this  may  be  brought  directly.  Certain  dyes,  for 
instance,  may  be  introduced  into  the  kidney 
which  will  show  color  only  when  a certain  degree 
of  acidity  is  reached.  Such  dyes  do  not  stain  a 
normal  kidney ; but  when  a kidney  has  been  ren- 
dered nephritic,  it  takes  up  the  stain  readily. 

IX.  Evidence  that  Such  Accumulation 
IS  Followed  by  Nephritis. 

The  converse  of  the  above  statement — namely, 
that  any  scheme  which  results  in  an  abnormal 
production  and  accumulation  of  acid  in  the  cells 
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of  the  kidney  is  followed  by  the  signs  and  symp- 
toms of  nephritis — is  of  great  importance  in  our 
everyday  clinical  work,  because  what  we  call  the 
“ causes  ” of  nephritis  are,  as  we  shall  see,  only 
such  things  as  lead  to  an  abnormal  production 
and  accumvilation  of  acid  and  like  substances  in 
the  kidney.  Since  we  shall,  in  discussing  treat- 
ment, find  ourselves  under  the  necessity  of  recog- 
nizing and  removing  as  many  of  such  features  as 
we  can,  it  behooves  us  to  get  them  clearly  in 
mind. 

The  quickest  way  in  which  to  increase  the  acid 
content  of  the  kidney  is  to  inject  acid  intrave- 
nously. When  we  do  this,  we  find  that  the  animal 
thus  experimented  upon  begins  to  show  a de- 
crease in  urinary  output,  which  may  go  to  the 
point  of  complete  suppression,  while  such  urine 
as  is  secreted  is  not  only  highly  acid,  but  charged 
with  albumin,  blood,  and  casts.  At  the  same 
time,  the  animal  begins  to  retain  the  water  that 
we  are  injecting  along  with  the  acid,  and  so  de- 
velops a generalized  oedema.  In  other  words,  the 
animal  shows  all  the  signs  and  symptoms  of  a so- 
called  “ parenchymatous  nephritis.” 

Some  of  you  will  feel  like  interposing  at  this 
point  that  this  is  all  very  good  from  an  experi- 
mental point  of  view,  but  that  it  has  nothing  to 
do  with  the  practical  problems  of  everyday  med- 
icine. Let  me  assure  you,  therefore,  that  it  has. 
As  you  know,  we  produce,  even  normally,  enor- 
mous quantities  of  acids  in  our  bodies  in  the 
course  of  our  ordinary  metabolism.  The  amount 
and  rate  of  production  of  this  acid  can,  however, 
be  greatly  increased  at  will.  \\’henever  our  mus- 
cles contract,  they  do  so  by  reason  of  a produc- 
tion of  acids  (chiefly  lactic  acid)  in  them.  When 
we  exercise  quietly,  the  oxidation  of  these  acids 
follows  rapidly ; so  they  never  accumulate  to  any 
extent  in  the  muscles.  But  suppose,  as  in  ath- 
letic endeavors  of  various  sorts  (rowing,  run- 
ning, basket-ball  matches,  etc.),  we  increase  the 
rate  at  which  the  acid  is  produced.  Our  respira- 
tion and  circulation  then  become  accelerated  in 
the  effort  to  supply  us  with  sufficient  oxygen  to 
oxidize  the  increased  amount  of  acid  thus  pro- 
duced. But  when  we  work  our  muscles  to  the 
point  of  dysi)noea,  it  means  that,  in  spite  of  the 
increased  cardiac  and  respiratory  activity,  we 
are  no  longer  succeeding  in  this  attempt.  The 
lactic  acid,  therefore,  begins  to  spill  over  from 
the  muscles  into  the  general  circulation,  and  by 
this  is  carried  to  the  kidney.  Under  these  cir- 


cumstances we  might  expect  to  find  albumin  and 
casts  in  the  urine.  Perhaps  you  think  that  such 
hard  athletic  games  occasionally  yield  a little  al- 
bumin. It  will  interest  you  to  know  that  they 
do — not  a little,  but  a great  deal.  After  hard 
athletic  endeavors,  athletes  may  show  several 
grams  of  albumin  to  the  liter  and' such  quanti- 
ties of  casts  as  we  see  ordinarily  only  in  examin- 
ing the  urines  from  acute  nephritics. 

Now  the  real  reason  why  the  athlete  shows  al- 
bumin and  casts  is  because  his  respiratory  and 
cardiac  activity  are  inadequate,  during  the  times 
of  great  acid  production  in  the  body,  to  furnish 
sufficient  oxygen  to  oxidize  the  acid  as  formed. 
But,  as  I stated  before,  we  need  a good  circula- 
tion and  respiration  even  to  oxidize  those  quan-. 
tities  of  acids  which  are  produced  when  the  or- 
ganism is  in  a state  of  comparative  rest.  This 
explains  why,  when  the  circulation  becomes  em- 
barrassed (as  in  heart  disease),  or  when  the  res- 
piration becomes  interfered  with  (as  from  a 
pleurisy  with  effusion),  the  acid  accumulation 
in  the  body  mounts ; and  as  this  acid  accumula- 
tion makes  itself  felt  in  the  kidney,  albumin  and 
casts  appear  in  the  urine. 

But  even  if  we  do  not  interfere  with  the  heart’s 
activity  or  the  respiratory  activity,  but  interfere 
with  the  oxygen-carrying  power  of  the  blood,  as 
through  antemia  or  carbon  monixide  poisoning, 
we  shall  then  also  get  this  disproportion  between 
the  rate  of  acid  production  in  the  body  and  its 
proper  oxidation,  which  again  results  in  an  ab- 
normal accumulation  of  acid  in  the  kidney,  and, 
therefore,  in  the  albuminuria  and  casts  so  com- 
mon in  these  conditions.  A lowering  of  body 
temperature,  as  incident  to  exposure  to  great 
cold,  also  brings  this  result  about. 

You  will  observe  that  I have  thus  far  spoken 
of  conditions  leading  to  nephritis  which,  in  the 
main,  lie  entirely  outside  of  the  kidney.  I em- 
phasize this  because  all  such  extra-renal  factors 
must  be  discovered  and  removed  as  far  as  possi- 
ble whenever  we  try  to  discover  the  cause  for, 
or  to  relieve  the  signs  and  symptoms  of,  this  clin- 
ical entity.  But  any  cause  which  will  interfere 
directly  or  indirectly  with  the  normal  oxidation 
chemistry  of  the  body  cells  and  whicb  affects  the 
kidney  itself  will  lead  to  the  appearance  of  albu- 
min and  casts  in  the  urine  and  of  morphological 
changes  characteristic  of  nephritis  in  the  kidney 
itself.  It  is  for  this  reason  that  tumors  pressing 
upon  the  afferent  or  efferent  blood  vessels  of  the 


July,  1916. 


PRINCIPLES  OF  TREATMENT  IN  NEPHRITIS. 


117 


kidney,  or  an  arteriosclerosis  involving  the  whole 
or  pieces  of  the  kidney,  a thrombosis,  an  embol- 
ism, or  similar  disturbances,  all  result  in  the  ap- 
pearance of  albumin  and  casts  in  the  urine.  Or, 
without  interfering  with  the  circulation  of  blood 
into  or  through  the  kidney  directly,  we  may  make 
it  impossible  for  this  organ  to  use  the  oxygen 
which  is  brought  to  it.  We  shall,  then,  again  have 
an  abnormal  production  and  accumulation  of  acid 
in  the  kidney.  Thus  it  comes  about  that  we 
poison  the  kidney  and  produce  a nephritis  with 
the  toxins  of  an  infectious  disease ; with  chloro- 
form, ether,  or  alcohol ; with  arsenic,  uranium, 
chromium,  or  lead ; or  with  such  substances  as 
phosphorus  or  the  nitrites. 

X.  The  Colloid-Chemical  Changes  in  the 
Kidney  Characteristic  of  Nephritis. 

The  acids  (and  similarly  acting  substances) 
which  in  their  action  upon  the  kidney  lead  to  the 
various  signs  characteristic  of  this  pathological 
condition,  do  so  on  the  basis  of  the  colloid  con- 
stitution of  the  kidney  about  as  follows : 

The  kidney  is  composed  of  a series  of  colloids. 
Those  which  interest  us  most  and  make  up  the 
bulk  of  the  kidney  are  the  protein  colloids,  and 
the  general  way  in  which  they  behave  toward 
acids  of  various  kinds  has  already  been  touched 
upon. 

When  such  a protein  colloid  as  fibrin  is  placed 
in  a neutral  solution  (water),  it  swells  somewhat. 
This  is  analogous  to  the  normal  state  of  the  kid- 
ney. If  a little  acid  is  added  to  the  water  con- 
taining the  fibrin,  it  swells  much  more.  This  is 
analogous  to  the  enlargement  of  the  kidney  in 
nephritis  (oedema  of  the  kidney).  But,  at  the 
same  time  that  the  fibrin  swells  in  this  way,  it 
also  tends  to  go  into  solution.  This  is  analogous 
to  the  going  into  solution  of  the  kidney  substance 
in  nephritis — in  other  words,  to  the  albuminuria. 

The  grayness  of  the  kidney  cells  in  nephritis 
is  due  to  the  precipitation  of  a second  protein 
colloid  contained  in  the  kidney  cells.  This  sec- 
ond protein  behaves  like  casein.  Normally  this 
is  “ dissolved  ” in  the  kidney  protoplasm  through 
the  presence  of  alkali.  Under  the  influence  of  an 
abnormal  production  of  acid  in  the  kidney,  it  is 
precipitated.  The  precipitation  of  this  colloid 
with  the  swelling  of  the  other  gives  the  combina- 
tion long  familiar  to  the  pathologists  as  “ cloudy 
swelling.” 

Under  the  influence  of  a little  acid,  the  kidney 
falls  apart  into  its  morphological  constituents. 


The  epithelial  cells  stick  together  and  loosen  in 
mass  as  the  cement  substances  that  bind  the  kid- 
ney structures  together  “ dissolve.”  This  marks 
the  origin  of  the  epithelial  cast.  By  more  pro- 
longed action  of  the  acid  or  with  a rise  in  its 
concentration,  the  epithelial  casts  are  converted 
into  granular  casts,  and,  later  still,  into  hyaline 
casts.  The  hyaline  casts  can  be  reconverted  into 
granular  casts  by  neutralizing  the  acid  or  by  add- 
ing various  salts  to  a given  concentration  of  acid. 

The  process  of  the  secretion  of  water  by  the 
kidney  is  made  up  of  two  parts — first,  an  absorp- 
tion of  water  from  the  blood  by  the  kidney ; sec- 
ond, a giving  off  of  this  same  water  into  the  uri- 
niferous  tubules.  The  available  experimental  facts 
can  be  most  readily  interpreted  by  regarding  the 
former  as  a process  of  water  absorption  by  the 
kidney  colloids,  and  the  second  as  a loss  of  water 
by  these  same  colloids.  The  absorption  half  of 
this  reversible  reaction  seems  to  be  controlled  by 
the  production  of  carbon  dioxide  in  the  kidney 
cells,  while  the  loss  of  this  same  carbon  dioxide 
to  the  blood  permits  the  subseciuent  loss  of  the 
absorbed  water  out  into  the  uriniferous  tubules. 
The  presence  of  acid  in  the  kidneys  interferes 
with  this  play,  and  so  with  water  secretion.  A 
second  reason  for  a failure  of  the  nephritic  kid- 
ney to  secrete  its  usual  amount  of  water  lies  in 
changes  present  in  the  body  as  a whole,  whereby 
the  body  comes  to  hold  on  to  water  in  such  a way 
that  none  is  left  over  as  “ free  ” water  to  be 
secreted,  as  already  discussed. 

The  absolute  decrease  in  the  amount  of  dis- 
solved substances  secreted  by  the  nephritic  kid- 
ney is  secondary  to  the  absolute  decrease  in  the 
amount  of  water  secreted,  for  the  secretion  of 
any  dissolved  substance  is  secondary  to  the  secre- 
tion of  water.  The  water  washes  the  dissolved 
substance^  out  of  the  kidney  cells  as  it  flows  down 
the  uriniferous  tubules.  The  reason  why  the  pro- 
portion of  the  various  constituents  to  each  other 
is  changed  in  nephritis  is  due  to  the  fact  that  the 
adsorption  properties  of  the  kidney  colloids  are 
changed  through  the  presence  of  an  acid ; and  so 
the  kidney  cells  not  only  absorb  the  various  uri- 
nary constituents  in  a different  proportion  from 
the  blood,  but  these  are  also  washed  out  of  the 
cells  after  adsorption  in  proportions  different 
from  the  normal.* 


•The  “ fatty  changes  ” observed  in  nephritis  are  not 
touched  upon  here.  “ Fatty  degeneration  ’’  is  also  a colloid- 
chemical  problem,  as  Marian  O.  Hooker  and  I have  recently 
shown.  See  Science,  43,  468  (1916),  as  well  as  the  current 
numbers  of  the  Kolloid-Zeitschrift. 
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XL  Classification  of  the  Nephritides. 

What  has  been  said  covers  the  essential  ele- 
ments of  that  which  constitutes  the  picture  of 
what  we  commonly  call  “ acute  ” or  “ general- 
ized ” parenchymatous  nephritis.  But  we  know 
that  there  exist  also  chronic  types  of  nephritis, 
and  that  in  some  of  these  we  observe  high  blood 
pressure,  cardiac  hypertrophy,  etc.  This  brings 
us  to  the  matter  of  the  classification  of  the  ne- 
phritides. 

There  is  really  only  one  type'  of  nephritis — 
parenchymatous  nephritis.  There  is,  however, 
a difiference  in  the  amount  of  kidney  substance 
that  may  be  involved.  It  is  well  to  distinguish 
between  generalised  and  focal  nephritis.  It  is  in 
the  generalized  type  that  we  observe  the  greatest 
decrease  in  urinary  output,  the  most  highly  con- 
centrated and  most  highly  acid  urine,  the  greatest 
amount  of  albumin,  and  the  largest  number  of 
casts.  When  only  smaller  parts  of  the  kidney  are 
involved,  all  these  signs  are  proportionately  less. 
The  first  type  of  nephritis  is  found  in  cases  of 
general  intoxication,  as  in  scarlet  fever  or  in  car- 
bon monoxide  poisoning,  after  an  anaesthetic,  or 
in  the  more  chronic  types  of  poisoning,  as  with 
phosphorus,  chromium,  or  lead.  If  larger  or 
smaller  pieces  of  a kidney  thus  affected  die  and 
the  defect  is  replaced  by  connective  tissue,  the 
kidney  substance  is  reduced  in  amount  and  we 
find  on  autopsy  the  so-called  “secondarily  con- 
tracted kidney” — one  type,  in  other  words,  of  the 
so-called  “ chronic  interstitial  nephritis.”  As 
long  as  one-fourth  of  the  total  kidney  substance 
which  a normal  animal  has  is  left  intact,  the  ani- 
mal (or  patient)  may  be  unaware  of  the  fact  that 
he  has  kidney  disease,  for  even  less  than  this 
amount  is  adequate  for  all  ordinary  demands. 
Neither  does  such  an  animal  (or  patient)  show 
any  increased  blood  pressure,  cardiac  hypertro- 
phy, ursemia,  or  any  other  of  the  alleged  conse- 
quences of  kidney  disease.  He  may  live  and  die 
without  being  aware  of  his  kidney  condition,  and 
we  have  at  the  present  no  way  of  diagnosing 
such  a state  before  death. 

In  the  commoner  types  of  chronic  interstitial 
nephritis  which  we  find  in  association  with  blood- 
vessel disease,  heart  hypertrophy,  and  high  blood 
pressure  (the  so-called  “primarily  contracted 
kidney”),  we  also  deal  with  a gradually  pro- 
gressing focal  destruction  of  kidney  substance. 
The  primary  change  in  this  condition  is  not  kid- 


ney disease,  however,  but  blood-vessel  disease;  ■ 
and  the  general  signs  observable  in  such  a patient 
are  primarily  not  due  to  defective  elimination  of 
poison  through  the  partially  destroyed  kidneys, 
but  to  the  effect  of  the  vascular  disease  itself  in 
the  different  organs  of  the  body.  The  heart  hy- 
pertrophy and  the  high  blood  pressure  are  na- 
ture’s method  of  meeting  the  consequences  of  the 
vascular  disease.  In  consequence  of  the  changes 
in  the  blood  vessels,  one  fragment  after  another 
of  the  kidney  may  be  destroyed  and  replaced  by 
connective  tissue ; but  between  these  spots  the 
kidney  is  largely  normal,  and  so  the  decreased 
urinary  output,  the  albuminuria,  the  casts,  etc., 
may  be  largely  or  entirely  absent  in  these  pa- 
tients— at  leafet  in  the  earlier  stages  of  their  dis- 
ease. 

While  infections  of  the  kidney  are  not  ordi- 
narily classed  with  the  true  nephritides,  they 
might  as  well  be.  The  kidneys  here  show  the 
same  changes  and  die  in  the  same  way  as  when 
a poison  affects  a whole  or  any  part  of  the  kid- 
ney. An  infection  involving  the  whole  kidney 
(general  intoxication)  shows  much  albumin, 
many  casts,  and  a small  water  output.  \Mien  the 
infected  spots  are  small,  as  in  the  early  stages 
of  renal  tuberculosis,  these  findings  are  also  less  ’ 
intense.  And  since  blood-vessel  disease  does  not 
usually  go  with  the  ordinary  infections,  high 
blood  pressure  and  cardiac  hypertrophy  are  usu- 
ally absent  in  these  cases  of  kidney  infection. 

XII.  On  the  Treatment  of  Nephritis. 

These  remarks  will  suffice  to  indicate  why  I 
have  formulated  the  general  rule  for  the  prophy- 
laxis and  treatment  of  nephritis  in  the  following 
terms:  As  far  as  possible,  avoid,  remove,  and 
combat  every  condition  that  favors  the  abnormal 
production  or  accumulation  of  acid  and  like-act-  i 
ing  substances  in  the  kidney.  Evidently  the  path- 
ological condition  of  the  patient  must  be  taken 
into  consideration  in  the  application  of  this  rule. 
An  amesthesia  nephritis,  for  example,  with  sup- 
pression of  urine,  will  call  for  a more  aggressive 
therapy  than  a nephritis  secondary  to  a slowly 
progressing  arteriosclerosis.  If  we  succeed  in 
getting  the  first  nephritic  over  his  immediate  kid- 
ney symptoms,  we  may  make  a hopeful  prog- 
nosis ; for  when  he  has  exhaled  his  anaesthetic,  he  i 
has  rid  himself  of  the  condition  that  was  respon- 
sible for  the  abnormal  acid  content  of  his  kid- 
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neys.  But  in  the  case  of  the  second  nephritic,  so 
hopeful  a prognosis  cannot  be  made ; for  while 
we  may  also  benefit  him,  he  continues  to  carry 
the  original  condition  that  brought  him  to  us — 
his  arteriosclerosis — even  after  we  have  treated 
him. 

My  rule  for  the  treatment  of  the  threatened  or 
established  case  of  nephritis  may  be  summarized 
in  these  words : Give  alkali,  salts,  and  zvater. 
The  reasons  in  brief  are  as  follows : The  alkali 
is  given  in  order  to  neutralize  the  acid  present  in 
abnormal  amount  in  the  kidney  and  in  the  other 
oedematous  organs  of  the  body ; the  salts  are  in- 
dicated (and  sodium  chloride  is  no  exception) 
because  the  various  changes  induced  in  the  kid- 
ney colloids  by  acids  are  counteracted  by  adding 
to  such  acid  any  salt,  even  a neutral  salt ; we 
need  to  give  water  in  order  to  have  more  of  it 
present  in  the  body  than  is  necessary  to  saturate 
all  the  body  colloids,  otherwise  we  shall  have  no 
“ free  ” water  left  for  the  secretion  of  urine. 

For  exact  details  as  to  how  such  a scheme  of 
treatment  is  to  be  used,  for  only  its  proper  use 
will  give  satisfactory  results,  the  reader  must  be 
referred  to  a longer  discussion  than  is  here  pos- 
sible.* 

It  is  advantageous  to  add  to  the  alkali,  salt,  and 
water  therapy,  already  discussed,  an  active  ad- 
ministration of  sugar,  dextrose  (chemically  pure, 
anhydrous  glucose),  either  by  rectum  or  intra- 
venously. Or  dextrose  or  some  disaccharide  or 
starch  may  be  given  by  mouth,  if  the  patient  is 
able  to  take  food  or  is  not  vomiting.  The  rea- 
sons for  giving  sugar  are  two — first,  the  older, 
well-recognized  one  that  carbohydrate  starvation 
is  very  common  and  a potent  cause  of  “ acid- 
osis ; ” and,  second,  because  sugar,  which  is  com- 
paratively ineffective  in  reducing  an  excessive 
hydration  of  protein  when  induced  through  an 
accumulation  of  acid,  is  very  effective  in  reducing 
the  hydration  prodvtced  by  other  means,  while  the 
salts  which  are  very  effective  in  reducing  an  acid 
hydration  largely  fail  when  the  hydration  is  pro- 
duced by  other  means.  As  we  wish  to  combat  all 
the  possible  causes  of  the  hydration  at  once,  we 
give  besides  the  alkali  both  salt  and  sugar. f 


*See  my  book,  “ CEdema  and  Nephritis,”  second  edition, 
pages  537  -to  644,  published  by  John  Wiley  & Sons,  New  York, 
1916. 

fUnder  no  circumstances  are  alkali  and  sugar  ever  to  be 
boiled  together  or  mixed  and  kept  in  stock.  They  are  best 
given  at  separate  times,  or  are  not  mixed  until  the  very  mo- 
ment that  they  are  to  be  administered. 


XIII.  On  the  Alleged  Consequences  of 
Kidney  Disease. 

A final  word  is  necessary  regarding  the  alleged 
consequences  of  kidney  disease.  I am  sorry  that 
time  does  not  permit  me  to  go  into  the  details  of 
Dr.  Calhoun’s  paper.  It  is  one  of  the  most 
brilliant  and  logical  presentations  of  the  changes 
observable  in  the  fundus  and  the  association  of 
these  changes  with  kidney  disease  that  I have 
ever  heard.  Now,  why  do  I say  this?  I say  it 
because  Dr.  Calhoun  brings  out  in  clear  fashion 
that  most  of  the  fundus  changes  are  not  sec- 
ondary to  kidney  changes.  That  is  the  important 
point ; for,  as  we  shall  see  in  a moment,  nearly 
everything  that  we  have  been  calling  the  conse- 
quence of  kidney  disease  is  not  that  at  all,  but 
something  totally  different,  which  needs  to  be 
looked  at  differently  and  treated  from  a point  of 
view  totally  different  from  the  ordinary. 

It  is  generally  urged  that  the  generalized 
oedema,  the  “ uraemia,”  etc.,  of  a patient  is  sec- 
ondary to  the  kidney  disease.  This  is  in  the 
main  incorrect,  for  nephrectomized  animals  either 
develop  no  oedema  at  all  or  only  a very  slight 
one  as  compared  with  the  oedema  developed,  for 
instance,  after  the  injection  of  uranium  nitrate. 
Neither  do  they  die  with  signs  or  symptoms  which 
clinically  we  call  “ uraemia,”  even  though  they  live 
many  days.  But  when  we  give  an  animal  a “ kid- 
ney poison  ” of  some  sort,  such  as  uranium,  it  de- 
velops an  oedema  in  the  course  of  a few  hours 
which  at  the  end  of  about  two  days  may  have  in- 
creased to  represent  fifty  per  cent  of  the  original 
body  weight  of  the  animal.  This  means  only  one 
thing — that  zvhat  zve  call  the  “consequences”  of 
kidney  disease  are  not  consequences,  but  are  the 
same  thing  as  the  kidney  disease  manifested  in 
the  different  organs  of  the  body,  and  all  due  to 
the  same  poison  which  originally  produced  the 
kidney  change.  The  headache,  stupor,  coma,  and 
convulsions  of  “ urccmia  ” are  due,  in  the  main,  to 
an  oedema  of  the  brain ; the  changes  in  sight,  to 
an  oedema  of  the  optic  nerve  or  retina ; the  vom- 
itings to  an  oedema  of  the  medulla ; and  the  gen- 
eralized oedema,  to  a swelling  of  the  body  tis- 
sues generally — all  induced  through  the  same 
poison  circulating  through  the  body  and  respon- 
sible for  the  oedema  of  the  kidney  (nephritis). 

What  relation  does  the  “ uraemia  ” of  chronic 
kidney  disease,  associated  with  cardiac  hypertro- 
phy, |high  blood  pressure,  etc.,  bear  to  the  uraemia 
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just  discussed?  Is  it  due  to  retained  poisons 
which  the  kidney  has  failed  to  excrete?  Not  in 
the  main.  This  “ uraemia  ” is  also  an  oedema  of 
the  brain,  but  is  induced  this  time  through  the 
defective  blood  supply  to  the  brain,  brought  about 
through  vascular  disease.  These  “ uraemic  ” at- 
tacks are  periodic  oedemas,  and  are  analogous  to 
the  periodic  glaucomatous  attacks  (oedemas  of 
the  eyeball)  to  which  these  same  patients  are  lia- 
ble. 

XIV.  Remarks  on  Vascular  Disease. 

These  facts  will  serve  to  emphasize  why,  in 
treating  our  patients  with  chronic  interstitial  ne- 
phritis, we  need  from  now  on  to  pay  more  atten- 
tion to  the  primary  vascular  disease  and  to  its  re- 
lief than  has  thus  far  been  our  custom.  We 
must  stop  treating  the  kidneys  as  something  pri- 
mary, and  the  high  blood  pressure,  cardiac  hyper- 
trophy, etc.,  as  things  bad  in  themselves,  which 
they  are  not.  We  must  do  everything  in  our 
power  to  stop  the  progress  of  the  blood-vessel 
disease  itself.  And  this  raises  the  question  of 
the  cause  for  the  pathological  changes  in  the 
blood  vessels.  Everything  has  been  named  as  a 
cause  of  blood-vessel  disease,  though  that  any  of 
the  things  are  really  concerned  can  hardly  be  said 
to  have  been  proved.  However  bad  alcohol,  gas- 
trointestinal poisons,  etc.,  may  be  for  an  estab- 
lished vascular  disease,  this  is  not  synonymous 
with  saying  that  they  cause  it.  Whenever  a gen- 
eral intoxication  strikes  an  organ,  that  organ  is 
usually  affected  fairly  uniformly ; and  so  we 
should  expect  that  if  any  general  poison  were 
responsible  for  vascular  disease,  all  parts  of  a 
blood  vessel — say,  all  the  media  or  all  the  in- 
tima— would  be  uniformly  involved.  But  it  is 
characteristic  of  vascular  disease  that  it  appears 
in  spots.  There  must,  therefore,  exist  for  it  a 
spotty  cause,  and  not  such  a general  cause  as  a 
generalized  intoxication. 

It  is  characteristic  of  microdrganisms  produc- 
ing thrombotic  changes  in  the  smaller  blood  ves- 
sels to  give  rise  to  such  spotty  destructive  lesions. 
In  any  case  of  vascular  disease  careful  search 
should,  therefore,  be  made  for  possible  infec- 
tions. Of  first  imjiortance,  no  doubt,  stands 
syphilis.  In  cases  where  such  a cause  could  be 
shut  out  with  a fair  degree  of  certainty  I have 
looked  for  infected  tonsils,  infected  teeth,  in- 
fected ears,  infected  antra,  infected  pelvic  or- 
gans, and  old  gcnito-urinary  infections  as  possi- 


ble sources  of  microbic  infection  of  the  blood 
stream,  with  thrombotic  changes  in  the  smaller 
capillaries  of  the  parenchymatous  organs  and  in 
the  vasa-vasorum  of  the  larger  blood  vessels  ; and 
it  has  seemed  to  me  that  through  removal  of  such 
chronic  foci  of  infection  from  accessible  regions, 
together  with  a scheme  of  living  directed  toward 
building  up  the  natural  resistance  of  the  body  to 
infection,  greater  relief  was  assured  patients  with 
cardio-vasctilar-renal  diseases  than  by  our  older 
methods. 


ONE  HUNDRED  CASES  OF  SACRAL 
ANUHSTHESIA,  WITH  CO^OIENT. 


By  D.  R.  Pickens,  i\I.D., 

Lecturer  on  Rectal  Surgery  in  Vanderbilt  University  and  Chief 
of  Rectal  Clinic  at  the  Vanderbilt  Hospital. 

Nashville,  Tenn. 


Having  used  sacral  anaesthesia  with  some  suc- 
cess, a desire  to  give  others  the  benefit  of  my  ex- 
perience has  induced  me  to  report  these  cases. 
On  account  of  the  scarcity  of  novocain.  I have 
only  used  the  method  a few  times  since  February, 
1916,  retaining  the  novocain  on  hand  for  cases 
unable  to  take  a general  anaesthetic.  However,  at 
the  Vanderbilt  Clinic  I have  been  trying  other 
drugs,  and  recently  have  been  using  a mixture  of 
sodium  bicarbonate  (C.  P.)  gr.  1-5,  sodium  chlo- 
rate gr.  1-7,  cocaine  hydrochloride  gr.  1.  dissolved 
in  30  c.  c.  of  distilled  water.  This  solution  is 
made  exactly  like  the  novocain  mixture  and  10 
minims  of  adrenalin  sol.  1-1000  added  after  cool- 
ing. I have  had  fair  success  with  this  solution, 
but  it  takes  a few  minutes  longer  for  anaesthesia 
and  is  not  so  successful  as  the  novocain.  How- 
ever, after  trying  all  the  known  local  anaesthetic 
drugs  on  the  market,  this  solution  has  given  the 
best  results  in  my  bands : but  I have  not  used  it 
in  enough  cases  to  give  a final  opinion  as  to  its 
exact  value  and  percentage  of  success.  I do 
think  it  is  safe,  and  am  giving  it  a fair  trial.  If 
any  one  can  suggest  anything  better,  I shall  be 
glad  to  try  it. 

The  cases  reported  in  this  paper  include  only 
the  ca.ses  in  which  the  solution  of  novocain  was 
used,  as  I have  purpo.sely  omitted  the  recent  cases 
with  other  drugs  and  some  of  my  late  novocain 
cases. 

Sacral  anaesthesia  has  passed  the  experimental 
stage  and  is  now  a well-recognized  anaesthesia. 
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'Many  genito-urinary  surgeons  are  using  it  ex- 
itensively,  especially  in  the  bad  prostatectomy 
cases,  and  there  is  no  doubt  that  it  is  a life-saving 
procedure  in  such  extreme  conditions.  It  is  also 
a great  step  forward  in  cancer  of  the  rectum,  ei- 
ther in  the  combined  or  one-stage  operation,  and 
can  be  well  used  in  all  rectal  operations  of  any 
severity.  After  using  it  in  more  than  one  hun- 


thing  that  will  decrease  the  amount  of  a general 
antesthetic  is  of  some  value. 

In  my  first  one  hundred  cases  I have  had  to 
give  ether  six  times  ( two  of  these  were  old  pa- 
tients, in  which  the  canal  was  found  ossified), 
making  ninety-four  cases  operated  on  without  a 
general  anesthetic.  Of  these,  eighty-one  .were 
perfect,  feeling  no  pain,  and  thirteen  had  to  have 


■dred  cases  of  rectal  surgery,  including  almost  all 
‘known  pathological  processes  of  this  part,  I am 
! .more  enthusiastic  than  in  the  beginning  and  un- 
I Ihesitatingly  recommend  it  as  a safe  method  of 
! jnerve  blocking.  The  only  ob j ection  that  any  one 
: has  offered  to  date  is  that  it  occasionally  fails  to 
' jproduce  antesthesia ; and  this  is  no  serious  objec- 
tion, as  I can  prove  by  several  anaesthetists  that 
. lit  takes  about  one-half  the  amount  of  ether  in 
leases  that  have  had  the  solution  and  failed  to  pro- 
duce anaesthesia  as  it  does  without  it.  So  any- 


more or  less  infiltration  of  the  surrounding  tis- 
sues. This  report  includes  my  first  cases,  and 
were  not  selected  cases.  Some  were  aged,  some 
young,  some  fat,  and  some  thin.  Extremely  fat 
patients  are  not  good  subjects  for  this  method — 
why,  I am  unprepared  to  say,  unless  there  is  more 
fatty  tissue  about  the  nerve  sheaths.  I have  dis- 
sected several  sacral  canals,  but  not  enough  to  say 
why  this  is  true. 

The  longest  operations  performed  were  resec- 
tions of  the  rectum  for  cancer,  the  longest  of 
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which  was  of  two  hours’  duration.  In  this  case 
the  skin  was  noticed  to  be  slightly  sensitive  to  the 
last  sutures.  The  formula  used  was  Laewen’s, 
and  I think  it  is  the  best.  This  solution  must  al- 
ways be  made  and  used  immediately.  If  not 
made  correctly,  one  has  failed  in  the  beginning. 
It  must  be  placed  in  the  canal  and  given  time  to 
infiltrate  the  nerve  sheaths,  which  are  very  dense 


In  using  the  method,  I have  tried  to  view  it 
with  fair  mind  as  to  advantages  and  disadvan- 
tages. I could  have  had  a greater  percentage  of 
perfect  anaesthesias  if  I had  selected  my  cases; 
but  I took  them  as  they  came,  and  the  only  mis- 
hap— or,  I might  say,  mistake — was,  in  one  case 
I broke  a needle  which  was  too  small  and  frail. 

The  needle  for  this  injection  should  be  about 


in  this  region.  Large  amounts  of  weak  solutions 
are  followed  with  better  results  than  a small 
amount  of  stronger  solutions.  The  average  time 
in  this  series  of  cases  was  13.1  minutes,  the  short- 
est being  6 minutes,  the  longest  20  minutes.  1 
would  like  to  say  again  that  this  is  not  a spinal 
anaesthesia,  but  is  extradural  and  is  not  followed 
by  the  many  unpleasant  results  of  that  method ; 
and  if  it  fails,  ether  can  be  given  safely,  recpiir- 
ing  much  less  than  if  the  solution  had  not  been 
injected. 


the  size  of  the  ordinary  lumbar  puncture  needle, 
with  a stilette,  which  should  be  in  place  when  the 
needle  is  inserted  and  when  withdrawn.  If  the 
needle  should  by  accident  be  pushed  into  the  spi- 
nal canal,  the  si)inal  fluid  would  flow  much  easier 
when  the  stilette  is  withdrawn  ; again,  if  it  should 
enter  a vein,  it  would  be  more  readily  detached.i 
These  two  accidents  must  always  be  borne  in' 
mind  and  avoided.  The  stilette  adds  additional 
.strength  on  withdrawal  and  i)revents  escape  of 
.solution. 
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In  a few  of  these  patients  there  was  noticed  a 
, transient  pallor  and  vertigo,  which  was  noticed 
I either  before  or  so  soon  after  the  solution  was 
I injected  and  subsided  so  rapidly  that  it  could  not 
'■  be  attributed  to  the  injection.  Since  I stopped 
|i  giving  morphine  one-half  hour  before  the  oper- 
1 ation,  such  symptoms  have  rarely  occurred  ; so  I 
! attribute  these  symptoms  either  to  the  morphine 
i or  a nervous  manifestation.  Bull  mentioned  the 
i same  symptoms,  and  says  that  they  could  not  be 
i attributed  to  the  injection.  He  reports  sixty- 
1 four  cases,  with  84.4  per  cent  with  perfect  result 
|!  and  15.6  per  cent  with  no  result. 

I One  of  my  cases — a woman  seventy-five  years 
of  age — developed  pneumonia,  following  a hem- 
1 orrhoid  operation.  She  had  a severe  cold  at  the 
I time  and  possibly  would  have  had  pneumonia 
I without  the  operation.  Lewis  and  Bartels,  in 
j'  the  Lancet-Clinic,  say : “ There  have  been  no 
: bad  results  or  fatalities  reported  following  the 
! use  of  epidural  injections  (sacral  anaesthesia). 

The  chief  advantages  of  sacral  anaesthesia  are : 
i Extreme  safety  and  absence  of  unpleasant  or 
{;  dangerous  after  effects,  as  nausea,  vomiting, 

! pneumonia,  etc.  It  has  enabled  us  to  operate  on 
I a class  of  patients  in  whom  the  risk  of  using  gen- 
1 eral  anaesthesia  would  have  been  too  great.  We 
' have  been  so  well  impressed  with  the  success  of 
the  method  during  six  months’  use  of  it  that  we 
believe  it  is  destined  to  change  largely  the  sur- 
; gery  of  the  pelvis,  especially  for  the  aged,  feeble, 

I and  decrepit.  Prpstatectomy  is  at  once  relieved 
of  one  of  its  greatest  objections.” 

Cathlin,  Laewen,  and  others  have  reported  se- 
ries of  cases  with  no  fatalities ; and,  so  far  as  I 
can  determine  from  the  literature,  no  bad  results 
have  followed  its  use,  and  the  men  who  have  used 
it  are  very  enthusiastic  over  the  method.  Arthur 
E.  Hertzler,  of  Kansas  City,  in  a recent  article, 
says;  “ Prostatisen  presents  one  of  the  most  fre- 
quent dilemmas  in  the  choice  of  an  anaesthetic. 
The  operation  of  election,  viewed  from  my  expe- 
rience, is  performed  by  a combination  of  sacral 
blocking  and  direct  prostatic  infiltration  through 
a suprapubic  wound  made  at  the  time  of  opera- 
tion or  as  a preliminary  operation  some  days  be- 
fore.” 

I don’t  believe  the  method  is  used  as  often  as  it 
should  be,  but  1 think  it  is  destined  to  be  the 
choice  of  anaesthesia  in  all  major  operations  on 
the  vagina,  perineum,  penis,  and  rectum.  Some 
have  claimed  that  such  large  doses  of  novocain 


produces  nephritis.  After  reading  the  article  in 
the  American  Journal  of  Surgery,  I have  had 
careful  examination  of  the  urine  before  and  after 
operations,  and  in  twenty-five  cases  observed 
there  was  never  any  evidence  of  nephritis  found, 
except  in  four  cases  that  had  nephritis  before, 
and  those  were  not  made  worse.  While  this  is 
too  small  a number  of  cases  to  deny  that  it  never 
occurs,  it  does  prove  that  it  is  certainly  not  very 
frequent. 

The  one  hundred  cases  include  the  following 
pathological  conditions : 


Fistulae  30 

Fistulse  and  hemorrhoids 14 

Hemorrhoids  (uncomplicated) 20 

Recto-vaginal  fistulie 4 

Hemorrhoids  and  fissure 10 

Hemorrhoids  and  stricture 1 

Hemorrhoids  and  polypi 1. 

Hemorrhoids  and  urethral  caruncle 1 

Hemorrhoids  fistulse  and  recto-vaginal  fistulae 1 

Nonmalignant  stricture  5 

Nonmalignant  stricture  and  fistulae 3 

Ischiorectal  abscesses  2 

Lynch  operation  for  pruritus  and  hemorrhoids 1 

Complete  rectal  prolapse 1 

Papillitis  and  cryptitis  • 1 

Amputation  cervix  and  urethral  caruncle 1 

Cervical  fibroid  given  for  Dr.  L.  E.  Burch 1 

Extirpation  of  rectum  for  carcinoma 2 

Extirpation  of  rectum  for  multiple  adenomatous 
growths  and  general  fibrous  conditions  of  rLCtuni  1 

Total  number ICO 


The  average  time  taking  solution  to  produce 
anaesthesia  was  13.1  minutes;  shortest,  6 min- 
utes ; and  I never  waited  longer  than  20  minutes : 
if  no  anaesthesia  at  the  end  of  20  minutes,  ether 
was  given.  Out  of  this  number  of  cases  there 
were  six  failures,  in  two  of  which  I was  unable  to 
enter  the  canal,  thirteen  cases  had  fair  anaesthesia 
and  operation  was  completed  by  local  infiltration, 
and  81  per  cent  were  perfect  in  every  way.  Out 
of  the  one  hundred  cases  reported,^  ninety-four 
were  operated  without  a general  anaesthetic. 
There  were  no  deaths  in  the  series,  but  several 
would  have  been  refused  relief  had  it  not  been 
for  sacral  anaesthesia. 


He  who  builds  up  health  lays  up  treasure  in 
the  Bank  of  Nature. 


Scarlet  fever  kills  over  10,000  Americans  each 
year. 
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PREVENTION  OF  BLINDNESS  IN 
TENNESSEE.* 


By  Robert  Fagin,  j\I.D., 

Associate  Professor  of  Ophthalmology,  University  of  Tennessee, 

^Memphis,  Tenn. 


Let  us  study  together  now  for  a short  time  and 
ascertain  if  Tennessee  is  doing  her  part  in  this 
national  campaign  for  the  conservation  of  vision 
and  the  prevention  of  blindness.  If  our  state  is 
not  doing  her  part  toward  protecting  her  citizens’ 
greatest  asset — their  eyesight — then  whose  fault 
is  it?  Is  it  the  fault  of  our  state  laws  or  their 
nonenforcement,  or  is  most  of  our  blindness  in 
Tennessee  still  due  to  ignorance  on  the  part  of 
her  citizens?  I take  it  that  the  latter  is  true,  and 
that  ignorance  on  the  part  of  the  laity,  coupled 
with  indifference  on  the  part  of  our  profession,  is 
the  cause  of  more  than  three  thousand  people 
being  totally  blind  in  the  state  of  Tennessee.  If 
we,  as  representatives  of  our  state’s  medical  pro- 
fession, share  in  this  calamity,  then  is  it  not  up 
to  you  and  up  to  me  to  do  all  in  our  power  to 
stop  this  needless  waste  of  human  eyes? 

Our  national  committee  on  prevention  of  blind- 
ness gives  out  the  startling  fact  that  fifty  per  cent 
of  all  blindness  is  due  to  ignorance  or  to  criminal 
neglect — in  other  words,  is  wholly  preventable. 
Tennessee  has  six  thousand  blind  citizens,  half  of 
whom  are  blind  from  ignorance  or  neglect. 
Think  of  a town  of  three  thousand  inhabitants, 
each  individual  entirely  blind,  whose  vision,  with 
the  proper  treatment,  could  have  been  saved ! Is 
this  picture  not  enough  to  stir  you  and  me  into 
greater  activity  lest  our  town  of  blind  inhabitants 
continue  to  grow  and  our  state — the  great  re- 
public of  Tennessee,  that  we  all  love  so  well — be 
placed  first  among  the  six  states  having  the  most 
blindness?  New  INIexico  now  occupies  this  un- 
enviable position,  and  Tennessee — a most  deplor- 
able fact  to  admit — now  has  the  fifth  place.  New 
IMexico  has  169  blind  persons  to  every  100,000 
inhabitants,  Nevada  has  118,  Arizona  has  95, 
Kentucky  has  94,  Tennessee  has  89,  and  Vir- 
ginia has  80. 

It  is  estimated  that  six  thousand  people  are  be- 
ing added  t(j  the  blind  list  in  the  Lnited  States 
each  year.  Half  of  this  blindness  is  preventable. 
How  shall  we  go  about  stopping  this?  \\4iy 

♦Head  at  the  meeting:  of  the  West  Tennessee  Medical  and 
Surgical  Association  at  Jackson.  May.  liilG. 


waste  these  good  eyes?  There  is  work  for  each  ' 
of  us.  We  must  educate.  Ignorance  must  be  j 
slain.  ^Mothers  must  be  taught  to  take  the  proper  • 
care  of  their  babies’  eyes.  The  child  itself  then 
must  be  taught  to  continue  to  take  care  of  its 
eyes.  The  nurse,  the  midwife,  the  doctor  must 
fully  understand  the  care  of  the  new  baby’s  eyes, 
and  must  see  that  each  and  every  new  baby’s 
eyes,  whose  care  he  or  she  has,  are  properly 
looked  after  at  birth.  If  this  were  done,  we  would 
eliminate  at  least  one-fourth  of  the  blindness 
right  here  in  our  own  state. 

Think  of  the  cost  alone,  to  say  nothing  of  the 
inconvenience  the  individual  experiences ! It 
costs  the  state  ten  times  as  much  to  educate  the 
blind  child  as  to  educate  the  normal  child.  Some- 
times the  blind  citizen  is  dependent  upon  the 
state  throughout  a lifetime.  If  so,  the  care  of 
this  one  citizen  may  cost  the  state,  not  only  the 
loss  of  the  life  work  of  a normal  citizen,  but  at 
least  ten  thousand  dollars  spent  out  of  the  state 
treasury  in  maintaining  this  blind  individual.  . 
Only  about  twenty  per  cent  of  the  blind  in  Ten- 
nessee receive  aid  from  the  state.  Yet  Tennes- 
see spends  more  than  fifty  thousand  dojlars  each 
year  on  these.  Eighty  per  cent  of  the  state’s 
blind  are  either  above  or  under  school  age.  or  they 
are  self-supporting.  If  at  least  half  the  blindness 
in  Tennessee  is  preventable,  then  why  should  we 
not  get  together  in  the  future  and  prevent  it? 
In  order  for  our  work  to  count  for  most,  we 
must  have  a definite  plan  and  each  of  us  work 
to  that  end.  Let  me  suggest  this  plan : 

If  each  doctor  in  Tennesse  would  look  on  his 
life  work  as  that  of  a teacher  responsible  for  the 
health  conditions  in  Tennessee,  rather  than  look- 
ing on  it  as  that  of  a healer  of  diseased  condi- 
tions which  already  exist,  a great  step  in  ad- 
vance would  be  made.  In  a fuller  sense,  this 
would  mean  that  the  eye.  ear.  nose,  and  throat 
men  would  be  reading  papers  not  only  to  the 
general  practitioners,  but  would  deliver  lectures 
on  prevention  of  blindness  and  similar  subjects 
to  schools,  parent-teacher  associations,  mothers’ 
clubs,  ct  cetera,  thus  educating  the  people  and 
stressing  upoi:  them  the  imjiortance  of  eyesight. 
The  laity  is  simply  hungry  for  this  information, 
and  is  certainly  ready  to  do  its  part  in  this  cam- 
l)aign  which  is  now  on  in  Tennessee  for  conser- 
vation of  vision.  But  the  specialists  can  only  do 
their  part  of  this  great  work.  The  general  prac- 
titioner. the  family  physician,  who  comes  in  such 
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;!  close  contact  with  the  family,  can  do  most.  In 
fact,  much  of  our  blindness  must  be  placed  at  his 
door.  Whether  he  wishes  to  or  not,  he  must 
treat  eyes ; and  he  should  know  enough  about 
; them  to  help  in  this  nation-wide  movement  for 
preventing  blindness.  He  should  know  that  one- 
j fourth  of  our  blindness  here  in  Tennessee  is  still 
; due  to  his  neglect  in  not  treating  the  baby’s  eyes 
with  a one-per-cent  solution  of  silver  nitrate  at 
birth.  The  medicine  costs  less  than  a cent,  and 
it  only  requires  one  minute  of  his  time  to  use  it ; 
and  this  may  give  a lifetime  of  sight,  or  the  neg- 
lect of  it  may  mean  a lifetime  of  blindness.  It  is 
a responsibility  that  must  not  be  shirked.  It 
must  be  met,  and  Tennessee’s  new  law,  signed  by 
Governor  Rye  on  April  3,  1915,  makes  it  a mis- 
demeanor, punishable  by  fine  or  imprisonment,  if 
infection  develops  where  the  prophylactic  has  not 
been  used.  This  law  was  fostered  by  Mrs.  John 
P.  Frank,  of  Nashville,  a blind  woman,  who,  to  a 
remarkable  extent,  has  interested  herself  and  oth- 
ers so  that  this  bill  became  a law  at  the  meeting 
of  our  last  session  of  the  Legislature.  She  has 
prepared  a four-page  leaflet  which  explains 
ophthalmia  neonatorum,  its  causes  and  its  ter- 
rific result.  She  also  explains  its  prevention.  In 
this  leaflet,  too,  is  a copy  of  our  Tennessee  law. 
Every  doctor  should  read  it,  and  every  one  of  us 
should  see  to  it  that  this  law  is  enforced.  Gov- 
ernor Rye  has  recently  appointed  a state  com- 
mittee of  forty  members,  whose  duty  it  is  to  aid 
in  the  prevention  of  blindness  in  Tennessee,  and 
not  only  to  see  to  the  enforcement  of  this  law  in 
all  parts  of  our  state,  but  to  suggest  additional 
laws  which  may  be  needed  to  keep  so  many  of 
our  citizens  in  the  future  from  leading  lives  of 
blindness.  This  committee  has  a grand  work 
before  it,  and  we  shall  all  watch  with  interest  the 
splendid  way  in  which  it  shall  perform  its  great 
task. 

I think  we  will  be  encouraged  and  made 
stronger  for  our  work  here  at  home  if  we  will 
but  look  to  our  neighbor  states,  and  even  beyond 
them,  and  see  just  what  is  being  done  for  conser- 
vation of  vision  and  prevention  of  blindness. 

In  Kentucky,  to  our  north,  there  is  a well-or- 
ganized society  for  the  prevention  of  blindness, 
and  from  Aliss  Linda  Nevill,  its  secretary,  we 
learn  that  at  the  meeting  of  the  Legislature  this 
winter  new  bills  will  be  asked  to  be  added  to 
their  state  laws  so  that  vision  will  be  saved.  One 


of  these  is  an  annual  examination  of  the  vision 
of  each  child  in  the  public  schools. 

North  Carolina,  to  our  east,  has  just  recently 
passed  a bill  for  the  prevention  of  blindness. 
This  bill  was  fostered  by  the  state  committee. 
One  of  its  members,  Air.  John  E.  Ray,  who  has 
been  superintendent  of  the  State  School  for  the 
Blind  for  the  past  thirty  years,  has  done  much  in 
spreading  the  gospel  of  prevention  of  blindness 
in  his  state. 

Thus,  one  by  one,  we  could  take  up  each  of  the 
forty-eight  states,  and  we  would  see  that,  under 
the  guidance  of  our  National  Committee  for  the 
Prevention  of  Blindness,  each  state  is  making  an 
effort  to  reduce  its  blindness.  Especially  is  this 
true  of  those  thirty-six  states  which  have  com- 
pulsory education. 

If  the  child  is  forced  to  go  to  school,  then  its 
eyes  should  be  looked  after,  lest  the  school  work 
do  actual  harm  to  the  child’s  future  vision.  Ev- 
ery schoolboy  and  girl  in  Tennessee  is  entitled  to 
this  eye  test. 

Dr.  Allport,  of  Chicago,  who  is  a member  of 
the  Committee  of  the  American  Aledical  Associ- 
ation for  Conservation  of  Vision,  has  devised  test 
cards  for  the  teacher,  so  that  the  vision  of  each 
eye  of  every  pupil  in  the  room  may  be  tested. 
These  cards  are  printed  by  F.  A.  Hardy  & Co., 
of  Chicago,  who  have  them  for  sale.  If  the 
teacher  finds  that  the  vision  is  very  poor  in  one 
eye  and  normal  in  the  other  eye,  then  the  parents 
should  be  notified,  so  that  with  the  proper  glasses 
the  poor  eye  may  be  improved  to  such  an  extent 
that  it  will  do  its  part  of  the  work  along  with  the 
other  eye,  thus  conserving  its  vision,  and  perhaps 
preventing  future  blindness  to  this  eye.  We  are 
told  by  Dr.  Allport  that  ninety  per  cent  of  the 
dulness  in  school  children  is  due  to  physical  de- 
fects, and  that  the  defects  of  the  eyes,  ears,  nose, 
and  throat  are  by  far  the  most  common.  These 
can  be  remedied,  and  should  be  looked  after  as 
early  as  possible.  I am  glad  to  report  that  our 
cities  and  many  of  our  smaller  towns  are  having 
an  annual  routine  examination  of  eyes,  ears,  nose, 
throat,  teeth,  and  physical  appearance  of  each 
child  in  school.  This  is  a great  step  in  advance, 
and  we  should  not  stop  until  every  school  in  our 
state  has  adopted  this  method. 

In  closing,  let  me  say  that,  as  I see  it,  the  fu- 
ture doctor  in  Tennessee  will  be  a man  who  is 
constantly  teaching  better  sanitary  conditions  in 
his  community.  His  advice  on  health  problems 
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of  all  kinds  will  be  much  sought  after.  He  will 
advocate  annual  examinations  for  each  school 
child  in  his  community.  He  will  understand  the 
different  causes  of  blindness,  and  will  always  do 
his  best  to  conserve  vision.  He  will  fully  real- 
ize that  the  greatest  service  he  can  give  is  to  pre- 
vent disease,  and  next  to  this  is  to  aid  nature  in 
curing  the  disease  that  already  exists.  In  doing 
this,  he  will  not  lessen  his  own  income,  because 
if  he  has  something  that  the  world  wants,  he  will 
be  paid  for  it.  The  community  that  he  lives  in 
will  want  health  ; it  will  need  good  vision  for  each 
of  its  citizens.  He  will  be  most  worth  while  if  he 
endeavors  to  give  both. 


SUBPERIOSTEAL  ABSCESS  OE  THE  AN- 
TRUAI  OE  HIGHHORE— REPORT 
OE  CASE.=*= 

By  Alexander  B.  Dancy,  IM.D., 
Jackson,  Tenn. 

It  is  my  desire  to  call  your  attention  briefly  to 
a surgical  condition  of  the  superior  maxilla, 
known  as  “ subperiosteal  abscess.”  This  surgical 
disease  of  the  superior  maxilla  is  not  given  that 
attention  by  the  rhinologist  that  its  diagnosis  de- 
mands, for  this  condition  has  long  been  appor- 
tioned to  the  field  of  the  general  surgeon  and  the 
surgeon  dentist. 

A general  awakening  has  taken  place  in  the 
profession  in  reference  to  these  alveolar  condi- 
tions, yet  I find  little  in  rhinological  literature 
bearing  upon  this  important  surgical  disease. 
Alveolar  caries  are  found  in  every  mouth  and 
come  more  often  under  the  observation  of  the 
dentist,  since  these  alveolar  caries  are  almost  in- 
variably caused  by  disease  of  the  tooth  pulp. 
This  carious  disintegration  of  the  alveolar  process 
is  much  more  common  than  was  once  supposed, 
for  in  many  teeth  in  which  the  nerve  canals  have 
been  partially  filled  that  portion  of  the  nerves  left 
within  the  canal  disintegrates  and  produces  a fo- 
cus for  a pyogenic  process.  Erom  the  apical  end 
of  such  a tooth  septic  material  passes  out  through 
a minute  opening,  producing  an  apical  abscess, 
which,  in  turn,  produces  extensive  necrosis  and 
abscess  cavity,  with  roughened  necrotic  wall. 

The  profession  is  fully  aware  of  the  ravages  of 

•Read  before  Rye.  Ear,  No.se.  and  Throai  Section  of  Ten- 
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this  often  painless  disease.  IMany  patients  are 
now  being  saved  by  the  intelligent  cooperation  of 
the  rhinologist  and  dental  surgeon  by  a positive 
diagnosis  of  this  important  condition  of  subperi- 
osteal abscess.  The  rhinologist  should  be  able  to 
interpret  radiographs  early  in  these  cases  of  sub- 
periosteal abscess  before  they  rupture  into  the 
antrum  from  pressure  necrosis.  It  is  important 
that  the  rhinologist  recognize  these  necrotic  con- 
ditions of  the  maxilla  and  be  certain  of  conditions 
that  exist  before  making  exploratory  punctures  or 
deciding  definitely  upon  the  operation  indicated. 
The  surgeon  dentists  are  very  energetically  pur- 
suing the  endomoeba  with  emetin,  with  slight  suc- 
cess. The  apical  abscesses  in  a large  percentage 
of  cases  give  pure  culture  of  streptococcus  viri- 
dens,  and  in  all  probability  the  endomoeba  is  a 
scavenger  bacillus  feeding  upon  the  waste  from 
tissue  necrosis. 

Infections  of  the  superior  maxilla  that  concern 
us  as  rhinologists  are  those  afifecting  the  antrum 
or  those  infections  that  will,  through  neglect, 
eventually  rupture  into  the  antrum.  As  I have 
already  stated,  subperiosteal  abscesses  are  exten- 
sions of  apical  abscesses  in  the  large  majority  of 
cases,  and  these,  unless  evacuated  per  alveoluin, 
sometimes  rupture  into  the  antrum.  In  the  re- 
port of  my  case,  the  difficulty  attendant  upon  a 
dififerential  diagnosis  between  chronic  antral  sup- 
puration and  extra-antral  or  subperiosteal  ab- 
scess is  apparent. 

In  the  past  few  years  the  surgeon  dentist  has 
furnished  us  with  a more  complete  history  of 
these  alveolar  conditions ; and  since  we  know  that 
many  alveolar  pus  cases  carry  systemic  diseases, 
it  is  quite  imperative  that  the  rhinologist  study 
these  conditions  more  carefully.  Osteomyelitis 
and  periostitis  result  from  disturbance  or  exten- 
sion of  these-  localized  abscesses  of  the  maxilla. 
jMaxillary  sinus  affections  that  we  have  to  deal 
with  in  the  superior  maxilla  are,  in  a great  ma- 
jority of  instances,  due  to  these  extensions  from 
apical  abscesses,  though  in  many  cases  we  have 
infections  from  other  sinuses  and  from  the  nares. 
Subperiosteal  abscesses  are  difficult  to  diagno.se 
by  the  ordinary  means — i.  e.,  by  a puncture 
through  the  antro-nasal  wall  with  the  trochar,  as 
is  usually  advised.  In  these  cases  we  may  fail 
to  find  a cpuintity  of  pus  in  the  antrum,  and  yet  Ite 
dealing  with  an  extensive  necrosis  just  outside  \ 
the  thin  lining  of  the  antrum  ; and.  again,  we  may  I 
be  dealing  with  an  antrum  filled  with  granulation  ■ 
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and  polypoid  degeneration.  In  these  cases,  where 
we  have  symptoms  of  pressure,  distension,  and 
neuralgia,  and  there  is  doubt  as  to  the  condition 
existing,  I would  urge  a very  active  effort  at  diag- 
nosis ; and  if  the  aptral  condition  seems  persist- 
ent and  the  nasal  opening  gives  no  relief,  I think 
we  are  justified  in  opening  through  the  canine 
fossae  that  we  may  make  an  inspection  of  the  an- 
tral cavity. 

In  reference  to  symptoms  that  may  be  of  value 
as  a guide  in  diagnosing  necrosis  and  a cavity 
extra-antral,  they  are  vague  indeed,  as  it  is  a well- 
known  fact  that  these  conditions  cause  little  dis- 
turbance, especially  if  they  rupture  early  into  the 
antrum.  These  ruptured  cases  simulate  chronic 
antral  suppuration,  and  we  have  patients  with 
neuralgia  and  vacuum  antral  pain  when  the  nor- 
mal ostium  is  closed  by  rhinitis. 

I By  reporting  a single  case  I can  stress  more 
clearly  the  points  in  subperiosteal  abscess  of  the 
I antrum. 

jNIr.  W.,  aged  forty-nine,  came  to  me  on  Jan- 
uary 3,  1916,  complaining  of  neuralgia  and  pres- 
j sure  pains  over  the  right  antrum.  The  pa- 
tient complained  of  interference  with  breathing 
through  the  right  nostril.  He  stated  at  this  visit 
that  he  had  been  to  see  his  dentist,  as  his  teeth 
were  sensitive,  although  he  had  had  the  cavities 
filled  a year  before.  Upon  examination  of  the 
right  nostril,  I found  a large  polyp  springing 
from  the  middle  meatus;  and,  thinking  that  a 
polyp  of  this  size  springing  from  this  region 
meant  suppuration  and  probable  necrosis  some- 
where in  the  sinus  circle  that  had  the  opening  of 
! their  normal  ostii  here,  I snared  and  twisted  the 

^ polyp  on  its  pedicle,  securing  as  much  of  its  ped- 

I icle  as  possible.  Upon  the  subsequent  visit,  I 

! found  pus  in  the  middle  meatus.  Pus  showed 

streptococcus  pyogenes  associated  with  squamous 
epithelium  and  excess  of  lymphocytes.  Transil- 
lumination gave  only  slightly  darkened  antrum. 
Radiographic  plate  showed  antrum  only  slightly 
changed  from  the  normal.  The  patient  continued 
to  complain  of  neuralgia  and  pressure  pains  over 
! the  antrum,  and  continued  the  slight  purulent 

i discharge  in  the  middle  meatus.  I felt  justified 

' in  making  an  exploratory  punctur'e  through  the 

antro-nasal  wall  with  antral  trochar.  Much  to  my 
surprise,  there  was  no  pus  in  the  return  flow  upon 
irrigation.  Feeling  that  I had  best  procure  a 
more  definite  dental  history,  I had  the  patient 
consult  the  dentist,  who,  with  my  consent,  ex- 


tracted the  tooth  he  thought  entered  the  antrum, 
and  with  a drill  enlarged  the  tooth  socket.  Upon 
making  an  attempt  to  irrigate  the  antrum,  the  pa- 
tient complained  of  pain,  and  suddenly  the  fluid 
passed  in,  with  an  attendant  passage  of  the  fluid 
out  of  the  normal  nasal  ostium.  Upon  probing 
through  the  tooth  socket,  the  probe  passed  into  a 
large  cavity,  with  roughened  necrotic  wall,  which 
I thought  was  the  floor  of  the  antrum. 

Feeling  that  special  radiography  of  the  teeth 
in  situ  was  necessary,  this  was  done,  giving  us  the 
plates  as  seen.  [Exhibits  plates.]  The  alveolar 
abscess  and  absorption  of  alveolar  process  is  fair- 
ly well  interpreted. 

With  the  diagnosis  of  a subperiosteal  abscess, 
which  had  now  ruptured  into  the  antrum,  I de- 
termined to  do  a Caldwell-Luc  operation.  After 
removing  the  anterior  wall  and  with  wide  ex- 
posure of  the  antral  cavity,  I found  the  antrum 
free  from  granulations;  but  upon  examination  of 
the  floor  of  the  antrum,  I found  a large  necrotic 
area,  which  extended  downward  and  absorbed 
the  alveolar  process.  There  was  a fistulous  open- 
ing in  the  direction  of  the  naso-antral  angle  so 
minute  that  I had  not  detected  it  in  examining 
the  right  nostril.  In  removing  the  necrotic  area, 
I found  so  much  of  the  process  gone  that  we  were 
compelled  to  remove  eight  teeth.  Removing  the 
anterior  portion  of  the  antro-nasal  wall,  we  com- 
pleted the  operation,  but  were  unable  to  close  the 
canine  fossae  opening,  as  there  was  so  much  of  the 
alveolar  process  destroyed.  The  patient  has  been 
making  a slow  recovery,  but,  other  than  a slight 
neuritis  of  the  infraorbital  nerve,  he  suffers  no 
pain.  ' 

In  summarizing,  I want  to  emphasize  these  im- 
portant facts : 

1.  That  we  should  secure  more  complete  dental 
records  in  these  cases. 

2.  We,  as  rhinologists,  should  study  more 
closely  the  surgical  diseases  of  the  superior  max- 
illa. 

3.  We  should  favor  the  Caldwell-Luc  opera- 
tion in  cases  in  which  the  radiograph  shows  ne- 
crosis and  subperiosteal  abscess. 


The  United  States  Public  Health  Service  has 
reduced  malaria  sixty  per  cent  in  some  localities. 


The  death  rate  from  typhoid  fever  in  the 
United  States  has  been  cut  in  half  since  1900. 
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By  C.  E.  Reeves,  IM.D., 

Gainesboro,  Tenn. 

The  term  professional  ethics  is  rather  hard  to 
exactly  define.  Every  one  has  at  least  a smatter- 
ing idea  of  what  it  means.  Many  of  us  are  like 
the  negro  witness  who  stated  that  he  kne\v  the 
general  character  of  another  negro — that  his  gen- 
eral character  was  had,  and  that  he  was  not  enti- 
tled to  faith  and  credit.  He  was  then  asked  by 
the  lawyer  for  the  opposition  the  cjuestion : 
“What  is  general  character?”  And  he  replied: 
“ Well,  siih,  I don’t  know  as  I knows  ezackly,  but 
I am  been  told  it  is  cussin’  and  gittin’  drunk  and 
raisin’  hell.” 

The  term  is  so  comprehensive  that  I have  not 
been  able  to  get  a satisfactory  definition  even 
from  the  dictionaries.  About  the  best  definition 
I have  been  able  to  obtain  is  that  it  is  “ the  sci- 
ence  that  treats  of  the  principles  of  human  moral- 
ity and  duty.”  It  is  a kind  of  moral  philosophy. 
The  ethical  doctrine  is  based  mainly  upon  the 
knowledge  that  there  are  other  people  in  the 
world  besides  ourselves,  and  that  they  have  sensi- 
bilities and  rights  and  privileges  as  well  as  we, 
and  that  we  owe  it  to  them  as  well  as  to  ourselves 
to  he  affable  and  considerate  and  courteous  every- 
where  and  at  all  times. 

From  a professional  standpoint  it  is  quite  as 
difficult  to  fully  define  ethics  as  ever  ; but,  broadly 
speaking,  professional  ethics  embraces  that  set  of 
rules  or  laws  which  should  obtain  among  gentle- 
men who  are  members  of  any  of  the  learned  pro- 
fessions. 

It  is  the  set  forms,  ceremonies,  rules,  and 
laws  which  have  gradually,  in  the  process  of 
years,  been  adopted  for  the  government  of  the 
conduct  and  actions  of  gentlemen  belonging  to  a 
given  profession. 

All  of  the  learned  professions,  and  physicians 
especially,  have  by  common  consent  adopted  a 
code  of  laws,  called  their  “ professional  ” or 
“ ethical  ” code ; and  while  many  of  the  rules  or 
laws  which  used  to  obtain  are  anticjuated  and 
unsuited  to  physicians  of  to-day,  and  w'hile  the 
.system  is  yet  far  from  jierfect,  yet  enough  is 
known  and  generally  acceirted  by  the  better  class 
of  medical  practitioners  to  constitute  medical  eth- 

•Head  at  the  meeting  of  the  Upper  Cumherlantl  Medical 
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ics  a distinct  modern  moral  code.  It  is  based 
upon  the  highest  ideals  of  morals,  politeness,  gen- 
tility, truthfulness,  honesty,  and  brotherly  kind- 


ness. Ethics  teaches  the  duties  and  rights  of 


medical  practitioners.  It  is  the  science  of  hu- 
man duty  with  respect  to  physicians  and  their 
relationship  to  each  other. 

In  a general  way  Christ  set  the  standard  of 
professional  as  well  as  social  ethics  when  he  or- 
dained that  men  should  no  longer  be  governed 
by  the  “ iron  rule,”  or  the  rule  of  Cain,  which 
declares  that  might  makes  right,  and  that  “ I am 
entitled  to  whatever  I can  obtain  from  another,” 
by  fraud  or  force. 

Likewise,  that  men  should  no  longer  be  gov- 
erned by  the  “ silver  rule,”  or  the  rule  of  Confu- 
cius, which  teaches  that  “ I am  in  no  wise  respon- 
sible for  the  acts  and  conduct  of  my  fellow-man  ; 
that  it  is  my  business  to  attend  to  my  own  busi- 
ness and  let  the  other  fellow  ‘ p’addle  his  own 
canoe.’  Let  him  swim  if  he  can  ; but  if  he  sinks, 
it  is  no  concern  of  mine.” 

But  He  ordained  that  men  should  be  governed 
by  the  Golden  Rule,  which  teaches  that  “ what- 
soever ye  would  that  men  should  do  to  you,  do 
ye  even  so  to  them.” 

And  the  good  Samaritan,  who  bound  up  the 
wounds  of  the  man  who  had  been  robbed  and 
carried  him  to  the  inn  and  paid  his  bill,  has  been 
the  ethical  model  for  these  two  thousand  years. 
His  method  of  treatment  would  be  considered  out 
of  date  and  antiquated  at  this  time.  We  are  in- 
formed that  he  bound  up  the  wounds  and 
“ poured  in  oil  and  wine.”  The  modern  surgeon 
would  likely  have  administered  the  oil  to  the  pa- 
tient, but  in  “ State-wide  ” times  like  the.se  he 
likely  would  have  taken  the  wine  himself  “ for 
his  stomach’s  sake.”  This  Samaritan  doctor  was 
evidently  not  a crank  on  the  subject  of  sanitarv 
treatment  of  wounds  or  of  sterilized  instruments 
or  antiseptic  surgery,  and  it  must  be  said  to  his 
credit  that  he  did  not  even  remove  the  man’s  aj)- 
l)endix.  Necessarily,  he  is  much  to  be  blamed 
for  bis  failure  to  perform  this  indispensable  op- 
eration ; but  in  view  of  the  fact  that  he  paid  the 
wounded  man’s  hotel  bill,  we  feel  disposed  to 
overlook  many  of  his  minor  faults. 

The  record  does  not  disclose  whether  the  man 
recovered  or  whether  the  doctor  was  compelled' 


to  file  his  account  with  the  administrator.  These, 


however,  are  minor  details,  about  which  wc  are 


not  so  much  concerned. 


W'e  are  discussing  this 
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Oriental  surgeon  from  a purely  ethical  stand- 
point, and  our  Lord  was  right  when  he  told  the 
young  man,  and  through  him  tells  us,  to  “ go  and 
do  likewise.” 

Ethics  is  in  many  instances  overdone.  It  is 
drawn  out  in  many  instances  into  finespun  dis- 
tinctions and  silly  forms  and  ctuestions. 

A doctor  is  supposed  to  be  neither  a snob,  a 
“ jellybean,”  a fop,  nor  a fool.  It  may  be  barely 
permissible  for  a young  doctor  to  part  his  hair 
in  the  middle  and  wear  peg-top  ]jants  and  tooth- 
pick shoes,  but  he  will  likely  learn  better  by  the 
time  he  has  been  caught  out  in  a few  storms  and 
swum  a few  rivers  and  gone  a few  trips  through 
the  snow  and  cold  to  see  a sick  man  whom  he 
supposes  owns  a good  estate,  but  who,  when  the 
bill  is  presented,  quietly  informs  him  that  the 
title  to  all  his  property  is  in  the  name  of  his  dear- 
ly beloved  wife.  Of  course  it  would  be  bad  form 
and  unethical  for  a doctor  to  ” cuss  ” under  any 
circumstances ; the  most  that  modern  rules  allow 
under  any  kind  of  provocation  is  to  use  “ Chat- 
tanooga talk  ” — that  is,  when  you  think  “ damn 
it,”  say  “ durn  it ; ” and  medical  ethics  don’t  al- 
low one  to  go  that  far  if  he  parts  his  hair  in  the 
middle  or  smokes  a cigarette. 

Shakespeare,  the  best  judge  of  human  nature 
and  the  finest  delineator  of  human  character  that 
the  world  has  ever  seen,  after  setting  forth  a 
number  of  fundamental  rules,  says : 

“This  above  all:  to  tliine  own  self  be  true. 

And  it  must  follow,  as  the  night  the  day. 

Thou  canst  not  then  be  false  to  any  man.” 

To  be  ethical,  then,  is  to  be  true  to  self.  A 
man  cannot  be  true  to  himself  unless  when  he 
meets  a brother  doctor  he  can  take  him  by  the 
hand  and  look  him  square  in  the  face  and  have  a 
heart  void  of  offense  toward  him.  He  cannot  be 
true  to  himself  if  he  is  envious  of  the  successes 
of  his  brother  physician.  He  cannot  be  true  to 
himself  if  he  neglects  to  learn  every  possible  thing 
of  value  to  himself  and  his  patients,  even  from 
the  very  humblest  member  of  the  profession. 
Much  less  can  he  be  true  to  himself  if  he  is  a slan- 
derer and  goes  about  traducing  the  fair  fame 
and  good  name  of  perhaps  some  young  man  who 
is  striving  with  all  his  might  to  keep  his  head 
above  the  waves  of  opposition  and  adversity. 

Once  a young  doctor  was  called  in  to  see  a sick 
man.  He  examined  the  man,  made  his  diagno- 
sis, prescribed,  and  went  away.  A day  or  two 


afterwards  an  older  physician  came,  as  he  said,  to 
pay  a social  visit  to  the  sick  man.  He  sat  around 
for  a while  and  discussed  general  topics ; then 
he  inquired  particularly  about  the  man’s  illness, 
and  examined  him  closely,  after  which  he  affected 
a reflective  mood  for  some  time  ; then,  turning  to 
the  patient,  he  said : “ Let  me  see  your  medicine.” 
He  held  it  up  to  the  light,  shook  the  bottle, 
tasted  it,  poured  some  of  it  out  in  a spoon,  and 
then,  with  a face  very  grave,  said  to  the  man : 
“ Let  me  pour  this  stuff'  out.”  The  man,  by  now 
frightened  out  of  his  wits,  readily  consented,  and 
he  poured  it  into  the  fire.  Then,  with  apologies 
for  being  unethical  in  interfering  between  a phy- 
sician and  his  patient,  he  said;  “ You  and  I have 
been  good  friends  for  so  long  I will  give  you 
some  medicine  that  will  get  you  up  in  a few 
days.”  And  he  filled  the  bottle  with  deodorized 
tincture  of  opium.  The  medicine  that  he  poured 
into  the  fire  was  deodorized  tincture  of  opium. 
When  he  saw  the  man  in  town  a few  days  after- 
wards, he  ran  up  to  him  and  put  his  arm  about 
him,  and  was  just  awfully  glad  that  he  just  hap- 
pened in  “ in  the  very  nick  of  time  ” and  saved 
his  life.  I believe,  gentlemen,  that  the  recording 
angel  takes  note  of  just  such  damnable  conduct 
as  this. 

Physicians  of  to-day  are  pa3dng  more  heed  and 
are  living  nearer  up  to  the  ideal  than  the}’’  have 
ever  done  before.  Just  such  meetings  as  this  are, 
and  have  been,  the  medium  through  which  doc- 
tors are  learning  to  learn  from  each  other;  to  re- 
spect each  other  more  highly ; to  rreat  each  other 
more  humanely,  more  justly — in  other  words, 
they  are  learning  to  be  true  to  themselves. 

It  has  not  been  long  since  doctors  were  a hiss 
and  a byword  because  of  the  fact  that  they  hated 
each  other,  and  were  constantly  going  about  try- 
ing to  prove  and  convince  the  people  that  every 
other  doctor  was  a quack.  have  all  seen  in- 

stances of  two  boys  going  through  college  side  by 
side,  knit  together  by  the  very  strongest  ties  of 
friendship.  They  graduated  and  came  home  and 
located  in  adjoining  neighborhoods,  or  perhaps  in 
the  same  town,  but  it  was  not  six  months  until 
those  two  boys  hated  each  other  with  a vindm- 
tiveness  that  was  startling. 

Thank  God  that  the  old  order  of  things  is 
passing  away;  and  why  is  this?  One  reason  is 
that  the  doctor  of  to-day  really  and  truly  knows 
something.  Another  reason  is  that  he  is  a stu- 
dent of  medical  and  social  ethics.  Another  rea- 
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son  is  that  public  sentiment  is  becoming  enlight- 
ened and  is  demanding  that  the  physician  shall 
demean  himself  as  a gentleman  should. 

But  the  institution  that  has  done  more  than  all 
others  besides  to  bring  about  this  happy  condi- 
tion is  the  medical  association.  Under  the  re- 
fining influences  of  the  association,  Ae  doctor  is 
becoming  a social  animal.  To-day  he  is  person- 
ally acquainted,  or  will  soon  get  acquainted,  with 
every  physician  who  is  worth  knowing  within  a 
radius  of  fifty  miles  from  his  home.  He  has 
learned,  to  his  very  great  astonishment,  that  the 
laity  will  find  out  for  themselves  who  the  quacks 
and  back  numbers  are  without  being  told  by  a 
doctor.  They  are  learning  that  the  doctor  who 
doesn’t  keep  abreast  of  the  times  and  keep  in 
touch  with  modern  medicine  is  going  to  be  “ lost 
in  the  shuffle,”  and  that  in  short  order.  They 
have  learned  the  inexorable  law  of  the  survival 
of  the  fittest.  They  have  learned  what  was  meant 
by  the  philosophy  which  says  ; “ To  him  that  hath 
shall  be  given,  and  from  him  that  hath  not  shall 
be  taken  away  even  that  which  he  hath.” 

If  you  hold  your  arm  in  one  position  for  a year, . 
you  will  never  bend  it  again  ; and  just  so  if  the 
doctor  neglects  to  resort  to  constant  study  for  a 
year,  he  will  never  catch  up  with  the  procession, 
but  must  continue  to  be  a back  number. 

It  is  hard  to  conceive  of  the  moral  deformity 
of  the  man  who  could  attend  one  of  these  meet- 
ings and  then  gb  away  without  being  influenced 
for  good  and  without  feeling  in  his  innermost 
consciousness  that  he  is  a bigger,  broader,  better 
man,  and  that  his  capabilities  for  usefulness  have 
been  thereby  increased. 

“ No  man  liveth  unto  himself  alone.”  It  took 
the  world  eighteen  centuries  to  learn  the  mean- 
ing of  this  declaration,  and  many  people  and  not 
a few  doctors  don’t  yet  know  its  meaning ; but  we 
are  coming  to  the  light.  The  study  of  profes- 
sional ethics  teaches  us  that  selfishness  is  sinful 
and  wrong;  it  teaches  men  to  forget  themselves 
and  their  own  selfish  interests  and  desires  and  to 
think  and  consider  that  others  have  rights  as  well 
as  they,  and  we  owe  it  to  ourselves  to  live  up  to 
the  best  that  is  in  us. 

It  has  been  said,  and  truthfully,  that  politeness 
yields  the  largest  return,  according  to  the  amount 
invested,  of  any  other  investment  one  can  make. 
I believe  that  a good  action  is  never  thrown  away, 
and  I am  convinced  that  among  doctors  it  counts 
for  more  to  he  honest  and  pays  better  to  be  moi  - 


ally  clean  and  genteel,  and  that  it  means  more  to 
possess  good  morals  and  have  gentle  manners, 
than  with  any  other  class  of  men.  The  man  who 
calls  himself  a “ doctor,”  who  does  not  make  a 
diligent,  constant  study  of  ethics  and  the  many 
matters  in  which  these  ethical  problems  arise  in 
his  professional  life,  lives  in  the  kitchen  of  his 
brain,  destroys  his  own  usefulness,  wrecks  his 
own  happiness,  and  will  go  to  his  death  unwept, 
unhonored,  and  unsung.  I 

Ethics  involves  not  only  a moral  assent  to  its 
rule,  but  the  imj^ression  must  go  deeper,  because 
ethics  is  moral  conduct.  It  is  the  force  that 
smooths  the  rough  places  of  life.  It  is  the  oil  of 
gladness,  the  perfume  of  social  intercourse.  Eth- 
ics brings  a man  into  barmonious  contact  with  , 
all  that  is  best  and  all  that  is  worth  while.  Eth- 
ics carries  with  it  power  and  honor.  It  stands  for 
goodness  and  truth.  It  is  the  mailed  hand  that 
rights  every  wrong.  It  cries  out  when  men  do 
wrong  and  points  the  accusing  finger  at  the 
guilty  criminal  and  drags  him  before  tbe  bar  of 
public  opinion.  It  distinguishes  a man  from  a 
brute.  It  is,  in  fact,  the  voice  of  the  Lord  God 
Omnipotent  demanding  an  answer  to  the  great 
question  : “ How  are  you  responding  to  the  claims 
that  your  brother  has  upon  you?  ” 

A day  scarcely  passes  that  some  (luestion  in- 
volving correct  action  does  not  arise.  As  often 
as  any  other  way,  these  ejuestions  arise  between 
the  doctor  and  the  patient.  The  doctor  who  as- 
sumes that  the  great  aim  to  be  attained  in  the 
practice  of  medicine  is  to  make  money  blunders 
greatly.  There  are  many  things  in  life  worth 
more  than  money,  and  among  these  is  one’s  own 
self-respect  and  the  approval  of  one’s  conscience.  ■ 

It  does  not  speak  'well  for  a physician  to  be  al- 
ways embroiled  in  law  with  his  patients.  It  is 
possible  that  a lawsuit  may  occur  without  any 
one  being  in  the  wrong,  but  this  is  a very  uncom- 
mon occurrence.  Nearly  every  time  one  side  is 
in  fault,  and  often  both  sides.  By  proiier  man- 
agement aiid  the  use  of  a certain  amount  of  di- 
plomacy, the  doctor  can  settle  with  most  of  his 
patients  without  the  least  friction;  hut  sometimes 
a ])eaceable  settlement  is  impossible.  In  many 
instances  tbe  patient  is  to  blame.  Some  men  are  i 
naturally  dishonest,  and,  unfortunately,  the  dis-  3 
honest  man  sometimes  turns  out  to  be  a so-called  I 
“ doctor.” 

1 have  often  complimented  the  wisdom  of  the 
fellow  who  wrote: 
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“ The  Lord  and  the  doctor  all  men  adore, 

When  sickness  comes  if  not  hefo- 

But  when  the  sickness  is  cured  and  the  illness  righted. 

The  Lord  is  forgotten  and  the  doctor  slighted.” 

We  have  all  seen  the  truth  of  this  epigram- 
matic effusion  verified  many  times  over.  When 
the  poor  man  concludes  that  he  is  about  to  croak, 
he  will  give  everything  he  has  and  will  pro.mise 
: more ; but  when  he  becomes  convalescent,  avarice 
, seizes  his  soul  and  he  “don’t  think  the  doctor  dun 
I him  no  good,  nohoiv.”  There  are  a few  such 
I people,  and  we  are  all  glad  that  there  are  but  few. 
They  are  like  the  fellow  who  wrote  that 

“ When  the  devil  got  sick,  the  devil  a saint  would  be ; 

But  when  the  devil  got  well,  a devil  of  a saint  was  he.” 

We  are  not,  however,  looking  for  perfection  in 
human  nature ; and  one  of  the  very  best  rules  in 
ethics  teaches  us  to,  if  possible,  overlook  and  for- 
give the  errors  and  shortcomings,  frailties  and 
weaknesses  of  the  people,  remembering  at  all 
times  that  we  are  not  justified  in  being  mean 
simply  because  the  other  fellow  is  mean. 

The  physician  carries  many  secrets  that  the 
world  knows  not  of,  many  of  which,  if  he  should 
divulge,  would  almost  turn  the  world  upside 
down.  The  doctor  cannot  in  law  be  compelled  to 
reveal  these  secrets,  and  certainly  he  would  be 
culpable  and  would  deserve  the  disapproval  and 
the  contempt  of  every  right-thinkipg  person  if  he 
should  so  far  forget  the  ethical  rule  which  re- 
quires him  to  carry  these  secrets  locked  in  his 
own  bosom.  If  a man  can’t  keep  a secret,  he 
has  no  business  becoming  a doctor.  The  physi- 
cian should  be  the  best  man  in  the  community,  the 
preacher  not  excepted.  I don’t  mean  by  that  that 
he  should  be  a preacher,  but  in  his  daily  practice 
he  comes  into  the  homes  of  the  people  in  such  a 
way  that  necessarily  he  must  be  trusted  with  the 
most  delicate  and  most  sacred  matters.  Such  a 
place  a scoundrel  should  not  occupy. 

Naturally  the  people  will  trust  some  one ; they 
must  do  so ; and  we  must  not  by  our  conduct 
help  to  convince  them  that  all  men  are  hypocrites 
and  liars.  The  world  must  not  lose  faith  in  us. 
We  all  know  that  the  man  who  takes  a pill  in 
faith  will  receive  more  benefit  from  it  than  the 
one  who  is  satisfied  that  there  is  no  good  either 
in  the  doctor  or  his  nostrum.  The  man  does  not 
live  who  does  not  trust  in  some  one,  who  does  not 
believe  in  some  one.  It  is  a serious  thing  for  one 
to  have  his  confidence  shaken  and  become  con- 


vinced that  he  has  been  deceived.  Such  things 
render  men  cynical  and  develop  them  into  “ free 
thinkers,”  infidels,  and  skeptics. 

Doctors,  of  all  other  professional  men,  should 
be  the  most  fraternal.  You  ought  not  to  be  too 
busy  to  walk  across  the  street  to  meet  and  shake 
hands  with  a brother  doctor,  and  you  should  not 
hesitate  to  tell  him  all  about  your  latest  and 
strangest  case.  It  may  be  that  he  will  give  you 
a suggestion  that  will  enable  you  to  be  instru- 
mental in  saving  some  person’s  life.  And,  then, 
you  ought  to  go,  and  he  ought  to  meet  you  half 
way,  just  simply  because  you  are  glad — real 
glad — to  see  him  and  because  you  know  that  he  is 
real  glad  to  see  you.  Let’s  be  more  fraternal. 

The  word  “ clannish  ” doesn’t  sound  very  well, 
but  I would  not  object  to  it.  In  fact,  we  ought 
to  stand  by  each  other  whenever  one  of  our  num- 
ber. is  being  unjustly  criticized  or  persecuted.  I 
don’t  care  if  the  world  knows  that  I am  in  sym- 
pathy with,  and  that  I am  ready  to  stand  up  and 
fight  for,  the  rights  of  any  reputable  physician 
until  it  is  shown  that  he  is  really  in  the  wrong  or 
that  he  has  been  guilty  of  unprofessional  con- 
duct ; and  I don’t  hesitate  to  say  that  I have  no 
sort  of  respect  for  any  man  calling  himself  a 
“ doctor  ” who  will  give  aid  or  comfort  to  some 
fellow  who  through  prejudice  or  cupidity  under- 
takes to  traduce  or  destroy  a brother  physician. 

Times  change,  and  men  change  with  them.  It 
used  to  be  thought  that  the  doctor  was  not  at  his 
best  except  when  he  was  under  the  influence  of 
liquor.  The  fact  that  he  would  get  beastly  drunk 
did  not  in  the  least  detract  from  his  popularity 
as  a physician.  It  appears  strange  to  us  that  such 
was,  or  ever  could' be,  the  case;  but  it  is  true, 
nevertheless.  To-day  such  a doctor  would  not  be 
tolerated,  and  he  should  not  be.  Of  all  the  con- 
temptible people  in  the  world,  it  is  the  drunken 
doctor.  The  lawmakers  have  enacted  that  such 
a doctor  should  be  debarred  from  practice  in 
Tennessee,  and  I am  glad  of  it.  The  people  are 
demanding  a higher  standard  of  morals  and  of 
qualifications  of  the  doctors,  and  it  is  our  duty  to 
assist  them  in  this  work  ; and  wherever  it  is  ascer- 
tained that  a doctor  has  been  guilty  of  unprofes- 
sional conduct,  we  should  have  committees  whose 
duties  it  should  be  to  “ go  after  ” him  and  assist 
the  law  and  the  courts  to  get  rid  of  him. 

Ethics  among  some  of  the  professions  has  been 
carried  too  far.  Many  of  its  rules  are  absurd. 
They  sometimes  go  so  far  as  to  provide  that  if 
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two  people  meet,  a certain  one  shall  speak  or  sa- 
lute first : that  if  two  people  are  walking  the 
street,  certain  ones  shall  fall  back  to  the  rear 
and  allow'  the  great  one  to  go  in  front ; they  pro- 
vide that  certain  ones  shall  occupy  certain  seats  at 
the  table,  and  such  like  ridiculous  things.  I be- 
lieve that  one  honest  man  is  as  good  as  another, 
and  I wdll  never  subscribe  to  any  set  of  rules 
which  requires  me  or  any  one  else  to  bend  the 
knee  to  any  mere  man. 

\\’e  doctors  should  meet  each  other  upon  a 
plane  of  exact  equality  in  these  meetings  as  well 
as  elsewdiere.  But  I do  not  mean  to  say  that  w'e 
should  not  honor  each  other  w'here  honor  is  due. 
W’e  can  do  that  wdthout  compromising  and  low'er- 
ing  our  dignity  as  men  and  wdthout  any  show  of 
hero  worship. 

I believe  that  every  doctor  should  be  encour- 
aged 'to  do  his  best  under  any  and  all  circum- 
stances. If  he,  by  reason  of  work  and  superior 
faculties  of  mind  or  heart,  outstrips  the  rest  of  us 
in  achievement  or  discovery,  let  us  accord  to  him 
the  very  fullest  meed  of  honor  and  praise ; but  in 
this  land  of  constitutional  government,  where  one 
of  the  fundamentals  of  the  law^  is  that  all  men  are 
created  equal,  I don’t  believe  in  “ doffing  the  hat 
and  bending  the  pliant  knee  ” to  anybody. 

There  are  a number  of  indispensable  prerequi- 
sites to  the  making  of  a splendid  physician.  They 
are  honesty,  adaptability,  industry,  and  common 
sense.  Of  all  men  in  tbe  wmrld,  tbe  dishonest 
man  is  the  most  out  of  place  wdien  he  is  armed 
with  authority  to  practice  medicine.  But  the  in- 
dustrious man,  who,  like  St.  Paul,  magnifies  his 
office  and  goes  about  bis  work  in  a common-sense 
way,  wdll  succeed,  unless  he  so  far  forgets  him- 
self and  his  great  calling  as  to  neglect  one  of  the 
most  important  qualifications — professional  eth- 
ics. 

This  question  presents  a w'ide  field  indeed. 
Necessarily,  1 have  touched  only  a few  of  the 
very  many  phases  of  this  all-imi)ortant  subject ; 
but  at  last  and  after  all,  I am  convinced  that  in 
the  practice  of  medicine  the  proper,  sensible,  and 
only  tiling  to  do  is  to  “ add  to  your  faith  virtue, 
and  to  your  virtue  know  ledge,  and  to  your  knowl- 
edge temjierance,  and  to  your  temperance  jia- 
tience,  and  to  patience  brotherly  kindness,  and  to 
brotherly  kindness  charity.” 

Unless  you  cultivate  these  virtues,  you  cannot 
be  a physician  in  the  true  sense  of  the  word, 
much  less  be  ethical  ; and  if  you  wdll  take  these 


as  your  motto,  just  as  sure  as  right  is  better  than 
wrong,  just  as  sure  as  strength  is  better  than 
weakness,  as  sure  as  health  is  better  than  sick- 
ness, as  sure  as  joy  is  better  than  sorrow,  just  so 
sure  wdll  your  success  follow,  and  just  so  sure  ivill 
your  name  stand  as  a synonym  for  probitv  and 
honor  and  efficiency. 


OniOBILlZATION  IN  THE  TREATMENT 
OF  INJURIES  TO  THE  FINGERS 
AND  TOES. 

By  J.  W’.  Handly,  iM.D., 

Nashville,  Tenn. 

Injuries  to  the  fingers  and  toes  are  the  most 
frequent  of  our  personal-injury  cases ; and  as 
the  loss  of  these  members  are  so  serious  to  cor- 
poration and  railroad  employees,  a few  words  as 
to  the  best  way  to  handle  these  cases  in  order  to 
obtain  the  most  serviceable  members  is  most  ap- 
propriate. 

Time  is  ahvays  a valuable  assest  wdtb  these 
men,  depending  on  their  daily  earnings  for  sup- 
port : so  the  minimum  time  in  bringing  about  a 
cure  should  be  one  object,  while  saving  as  much 
as  possible  of  the  hand,  fingers,  or  toes  should  be 
another,  looking  carefully  and  cautiously  to  both. 

Unfortunately,  these  injuries  are  too  often 
considered  trivial  and  are  treated  l)y  home  reme- 
dies for  a few'  days  before  coming  to  the  com- 
])any  surgeon,  who  is  then  confronted  wdth  what 
might  have  been  i)revented  if  seen  earh' — namely, 
infection. 

W’ben  these  injuries  occur,  the  employee’s 
hands,  fingers,  and  toes  are  usually  covered  with 
grime,  dirt,  or  other  agents  which  would  bring 
about  infection.  Pieces  of  socks,  gloves,  or  cloth 
saturated  w’ith  all  kinds  of  microorganisms  are 
driven  into  the  lacerated  parts. 

Next  worse  that  is  done,  some  sympathetic 
friend  comes  w'ith  some  dirty  water  in  a dirty 
pan,  with  unsterile  cloths  or  cotton,  and  washes 
away  the  blood,  nature’s  protection,  and  inciden- 
tally washes  the  infection  from  without  directly 
into  the  wounds.  They  don’t  mean  to  do  harm, 
but  they  do  so. 

Comparatively  trivial  injuries  can  be  ijuickly 
turned  into  serious  conditions  by  the  treatment 
administered  above.  Employees  of  public-service 
corporations  sbould  be  instructed  by  their  sur- 
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igeons  along  the  line  of  first-aid  dressings.  For- 
|tunately  for  the  injured  employees,  nearly  all 
“railroad  corporations,  machine  shops,  and  other 
^employers  of  perilous  occupations,  are  now  de- 
Evoting  time  and  efforts  to  guard  against  compli- 
Ications  that  may  arise  from  injuries  sustained 
‘jby  their  employees.  First-aid  packets  should  be 
available  for  emergency  work.  Much  time  and 
jSuffering  can  be  avoided  by  their  proper  appli- 
jcation  by  the  person  who  first  sees  the  injured. 

I have  a report  of  forty-five  cases  treated  at 
pur  shops  by  unskilled  hands  using  first-aid 
dressings  now  installed  at  our  shops  and  on  ca- 
booses and  baggage  cars,  showing  that  no  time 
was  lost  by  forty  of  the  men  and  only  five  were 
sent  to  the  company’s  surgeon  for  further  treat- 
ment. One  or  two  men  at  the  shops  were  in- 
structed by  me  as  to  the  means  to  be  employed 
in  administering  first  surgical  treatment. 

If  iodine  and  alcohol  can  be  obtained,  it  should 
be  used  freely,  pouring  all  over  hand  or  feet 
into  the  lacerations.  Hemorrhage  should  be  con- 
trolled by  pressure  or  an  improvised  tourniquet. 
As  soon  as  the  case  reaches  the  surgeon,  the  in- 
jured parts  should  be  inspected,  cleansed  (with 
ibenzine  and  iodine  1-1000),  later  bathed  with  al- 
cohol and  15  per  cent  tincture  of  iodine,  thor- 
oughly and  carefully  applied  to  all  the  affected 
and  surrounding  parts.  Nothing  so  completely 
and  quickly  combats  infection  as  iodine ; noth- 
ing will  so  quickly  destroy  the  infection  after  it 
appears.  No  injury  can  be  inflicted  by  its  use; 
but,  on  the  contrary,  much  good  can  be  obtained. 

The  surgeon  with  gloved  hands  should  care- 
fully remove  all  splintered  bones,  cut  off  protrud- 
ing spiculse,  lacerated  tendons  and  nerves,  trim 
ragged  skin,  and  endeavor  to  approximate  the 
flaps  without  undue  tension.  We  must  save  as 
much  finger  or  toe  as  possible,  but  not,  forget 
jthat  these  contused  and  lacerated  members  are 
'greatly  liable  to  slough,  and  any  undue  tension  of 
iflaps  makes  them  more  liable.  Their  nutrition  is 
j impaired.  We  can  never  know  how  or  what  in- 
i|fections  may  be  lurking  in  some  place  we  have 
pnot  touched,  ‘to  multiply  as  days  go  by  and  in- 
fect the  whole  area  if  not  extend  along  the  line  of 
; I tendons  to  parts  remote  to  add  to  the  already 
existing  affliction. 

Now  to  the  real  point  in  this  paper.  I wish  to 
emphasize  the  use  of  the  proper  splints  to  im- 
mobilize the  hand  or  foot  and  keep  it  so  until  all 
danger  of  extension  of  the  infection  has  passed 


away.  I verily  believe  that  this  is  one  of  the 
most  important  points  in  the  care  of  these  inju- 
ries, and  that  many  cases  are  brought  to  a hasty 
recovery  by  this  procedure  which  might  have  ter- 
minated otherwise  had  the  proper  splint  not  been 
applied.  Silk-worm  retention  sutures  are  least 
irritating  and  should  be  used. 

W’here  there  has  been  much  laceration,  rubber 
tissue,  cigarette  drainage,  or  rubber  tubing 
should  be  used  for  one  or  two  days  to  insure 
drainage  and  good  results.  Where  the  late  surgi- 
cal technic  is  employed,  pus  is  rarely  seen,  ex- 
cept possibly  a small  pocket  here  or  there,  and 
this  is  quickly  dispelled  by  iodine. 

The  after  dressing  should  be  as  carefully  at- 
tended to  as  the  first  operation.  No  water  should 
be  used.  Cleanse  with  alcohol,  50  per  cent,  and 
apply  tincture  of  iodine.  Remove  sutures  on 
fifth  or  seventh  day — sooner  if  indicated  by  pain, 
swelling,  redness,  or  pus ; these  are  indications 
for  attention  from  the  surgeon. 

There  are  several  important  points  to  be  borne 
in  mind. 

1.  Injuries  to  fingers  and  toes  look  much  worse 
and  more  extensive  than  they  really  are. 

2.  The  damage  sustained  and  our  ability  to  re- 
pair the  same  is  comparatively  easy  in  contrast  to 
other  injuries. 

3.  Tension  of  sutures  or  ligatures  impairs  vi- 
tality and  invites  microorganisms. 

' 4.  Drainage  is  essential  in  order,  that  the  prod- 
ucts of  repair  may  be  thrown  off. 

5.  Successful  amputation  can  be  done  without 
going  well  above  the  apparently  damaged  areas, 
thereby  saving  a part  of  the  member  which  will 
be  valuable  in  future  labor. 

. 6.  Immobility  of  the  afflicted  members  may 
prevent  extension  of  infection  to  contiguous  or 
distant  parts,  thereby  preventing  lymphatic  in- 
volvements. 

7.  An  immunizing  antitetanic  serum  15  cc.  is 
always  a safe  insurance  against  tetanus. 

In  the  control  of  hemorrhage  in  infected  lace- 
rated wounds,  use  as  few  ligatures  as  is  feasible. 
Coaptation  of  the  flaps  with  even  slight  pressure 
will  control  the  capillary  hemorrhage.  With  in- 
fection present,  the  ligatures  are  almost  sure  to 
give  trouble,  and,  if  silk  is  used,  will  have  to  be 
removed. 

Again  let  me  emphasize  complete  immobiliza- 
tion. The  experience  of  many  railroad  surgeons 
corroborates  my  advice. 
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To  the  finger,  a board  extending  from  finger 
tips  to  near  the  elbow  on  flexor  side  of  forearm. 

For  the  toes,  a perforated  meral  gutter  splint, 
embracing  the  heel  and  foot  and  extending  to 
the  knee,  securely  fixed  with  adhesive  and  cotton 
bandage.  In  either  case,  if  the  injury  is  severe, 
the  patient  should  be  placed  in  bed  for  a few 
days,  afterwards  kept  quiet  until  no  evidence  of 
extending  infection  is  shown.  In  case  healing  is 
delayed,  the  general  condition  of  the  patient  must 
be  looked  into.  In  fact,  we  should  always  look 
into  his  constitutional  condition  in  the  beginning 
to  assure  ourselves  that  his  ability  to  resist  infec- 
tion is  good. 

In  closing,  let  me  summarize  : 

1.  Control  hemorrhage. 

2.  Cleanse  wounds  with  alcohol  and  benzine 
and  sterilize  with  tincture  of  iodine. 

3.  Remove  all  detached  fragments  of  bone  and 
soft  tissues  that  would  be  liable  to  slough  and 
cause  trouble  otherwise. 

4.  Proper  coaptation  of  surfaces  and  proper 
tension  of  sutures. 

5..  Drainage  if  indicated. 

6.  Dressing  and  immobilization. 

I might  bring  to  your  attention  a number  of 
cases  coming  under  my  observation  during  the 
past  two  years,  but  a recital  of  them  would  be  a 
repetition  of  the  foregoing  remarks. 

CONSTIPATION.* 


By  B.  F.  Fyke,  AI.D., 

Springfield,  Tenn. 

Constipation  is  one  of  the  most  common  ail- 
ments of  the  American  people.  It  is  no  respecter 
of  persons ; it  is  found  in  the  old  and  young,  the 
rich  and  the  poor,  the  man  behind  the  counter 
and  the  man  on  the  farm;  the  jurist,  minister, 
and  teacher  has  it ; it  is  confined  to  no  geograph- 
ical section;  it  is  found  in  the  North,  South, 
East,  and  West. 

None  of  the  above-named  people  would  allow 
the  plumbing  or  sewage  of  their  homes  to  be  de- 
fective for  any  length  of  time  without  an  effort 
to  have  it  corrected ; yet  they  will  allow  their  ali- 
mentary canal  to  be  obstructed  for  days  and  days 
with  no  alarm  about  themselves. 

People  of  sedentary  habits  are  more  jirone  to 
be  constipated  than  those  of  an  active  and  out- 

♦Head  at  the  meeting  of  the  Tennessee  State  Medical  As- 
sociation, Knoxville,  April,  191b. 


of-door  life  and  employment.  The  greater  per- 
centage of  constipated  people  is  found  among 
women. 

In  defining  the  ailment,  it  is  immaterial  about 
the  term  used.  “ Constipation,”  “ costiveness,” 

“ fecal  stasis,”  “ intestinal  stasis,”  “ intestinal 
atony,”  all  convey  the  same  idea.  It  is  a failure  , 
on  the  part  of  the  alimentary  canal  to  be  daily 
emptied  of  its  contents.  .As  to  the  number  of 
movements  that  should  occur  daily  to  be  normal,  i 
is  immaterial,  as  some  people  have  only  one^lj 
movement  a day  and  are  normal,  while  others! 
have  tw’o,  and  feel  an  indisposition  if  they  fail  l 
to  have  two  regular  bowel  movements. 

Constipation  is  not  always  the  result  of  a habft  ; 
of  neglect  or  carelessness  on  the  part  of  the  pa- 
tient to  have  a daily  bowel  movement.  I believe  : 
some  people  have  an  innate  predisposition  to 
constipation.  Some  babies  are  born  with  the  ail- 
ment and  never  have  an  action  from  the  bow- 
els unaided,  and  sometimes  this  must  be  me-  • 
chanical,  too.  INIere  suggestions  by  titillating  the] 
anus  do  not  answer. 

If  it  is  not  an  innate  predisposition,  why'  shoulc  i 
the  nursing  infant  become  constipated?  It  know; 
nothing  about  neglect  and  resisting  the  calls  ol 
nature  for  a fecal  evacuation ; and  why  shoulc  < 
the  man  on  the  farm  be  constipated?  I am  no 
talking  about  the  man  of  leisure  on  the  farm,  bu 
the  one  that  gets  out  of  bed  and  is  in  his  barn 
four  o’clock  in  the  morning,  eats  his  breakfas 
by  the  lamplight,  and  is  out  in  the  field  by  sun 
up — evidently  he  has  ample  time  to  evacuate  hi 
bowels,  but  we  find  them  constipated.  Again,  : 
thorough  examination  of  the  man  on  the  farn 
that  is  constipated  frequently  gives  a history  o 
having  the  ailment  from  his  boydiood,  from  hi 
boyhood  to  childhood. 

The  habit,  if  it  is  a habit,  is  formed  very  in 
sidiously  and  unconsciously  sometimes,  and  i 
some  people  in  this  way : They'  go  to  stool  earl 
in  the  morning  and  have,  as  they  believe,  a fu 
movement  from  the  bowels;  and  in  the  course  cl 
two  or  three  hours  they  feel  an  inclination  t 
go  to  stool  again  ; but  if  they  are  busy  and  it 
inconvenient  for  them  to  go  at  that  time,  tl 
desire  will  pass  off  and  they  go  until  the  no 
morning,  when  they  notice  that  the  first  portic 
is  inclined  to  be  hard  and  somewhat  difficult  1 
expel ; and  if  this  occurs  many  days,  the  teni] 
tation  to  take  a laxative  is  very  strong;  and 
it  is  taken  and  the  difficulty  removed,  one  stc 
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ipoward  the  formation  of  the  habit  is  made  of 
:aking  purgative  medicines,  and  this  is  the  bane 
'ibf  all  habits  with  the  American  people. 

The  habit  begins  in  another  way : A man,  after 
mating  a very  large  meal,  a great  deal  of  which 
s indigestible,  feels  very  uncomfortable  and  has 
Isome  distressing  symptoms.  His  heart  palpi- 
|ates : he  has  shortness  of  breath  ; his  head  hurts 
find  he  grows  sick  at  his  stomach ; his  back  and 
[■fehoulders  hurt  him ; about  midnight  he  sends  for 
a doctor  to  come  in  a hurry ; the  doctor  goes  and 
ibives  him  a very  active  purgative,  and  the  entire 
I'llimentary  tract  is  cleaned  out,  and  he  is  normal 
ijin  a few  more  hours.  In  his  hurry  he  soon  for- 
gets this  lesson,  and  it  is  not  long  until  he  has 
jlinother  “ spell,”  and  he  sends  for  the  same  doc- 
tor, and  the  same  prescription  is  repeated,  with 
the  same  rapid  relief  to  the  patient. 

This  procedure  does  not  go  far  until  the  pa- 
itient  supplies  himself  with  a quantity  of  the  pur- 
jlgative  as  given  by  the  doctor ; and  with  the  re- 
|turn  of  the  next  attack,  he  is  his  own  physician, 
isecuring  the  same  relief  ; and  then  a long  step  is 
taken  toward  the  formation  of  a habit  of  chronic 
jconstipation  in  this  man,  and  it  is  not  long  until 
we  find  him  stocked  with  a supply  of  “ Lane’s 
Tills,”  “ Early  Risers,”  “ Little  Soldiers,”  “ Get 
There  Quick,”  etc. 

The  habit  is  a result  of  the  frequent  irritation 
;of  the  mucosa  of  the  intestines  by  the  self-medi- 
|cation  of  the  patient  with  either  the  patent  or 
proprietary  preparations  he  uses. 

The  habit  is  also  formed  in  the  rapid  eater — 
one  who  does  not  take  time  to  thoroughly  mas- 
ticate his  food.  It  is  bolted  down  in  a very  im- 
perfect state  for  digestion ; but  little  saliva  is 
permitted  to  be  mixed  with  the  food,  and  it  is 
washed  down  with  some  licjuid  that  dilutes  the 
igastric  juice,  materially  retarding  the  work  to  be 
done  in  the  stomach  in  preparing  its  contents  for 
the  small  intestines ; and  if  there  should  be  much 
insoluble  matter  in  the  contents,  some  of  it  will 
necessarily  pass  into  the  large  intestines  still 
solid  and  have  a tendency  to  be  arrested  at  some 
!of  its  curvatures  and  become  a nucleus  for  a 
'larger  mass.  Why  should  such  particles  not  be 
held  in  the  cecum,  hepatic,  splenic,  and  sigmoid 
iflexures  of  the  colon  long  enough  to  become  a 
mass  of  considerable  size  and  very  difficult  to  re- 
move by  the  normal  peristalsis  of  the  bowel? 

It  is  in  conditions  like  this  when  a patient  can 
■have  a daily  bowel  movement,  or  a diarrhoea,  and 


still  be  constipated ; even  the  rectum  can  be  al- 
most obstructed  with  a hardened  fecal  mass,  and 
still  the  patient  does  not  think  he  is  constipated. 

The  habit  can  also  result  from  the  use  of  food 
that  is  too  easily  digested  and  assimilated,  not 
leaving  enough  residue  to  form  a fecal  mass 
large  enough  to  be  kept  in  motion  by  the  peri- 
staltic movements,  and  it  soon  becomes  hard  and 
dry,  assuming  the  shape  of  small  balls,  This  is 
found  in  some  people  who  consume  a great  deal 
of  beef  and  milk  and  in  infants  whose  mother’s 
milk  is  easily  digested.  Children  thus  troubled 
with  constipation  are  usually  well  developed  and 
seemingly  healthy  children  as  contrasted  with 
those  who  have  a diarrhoea  and  in  which  are 
found  lumps  of  undigested  milk. 

The  symptoms  of  constipation  as  given  by  a 
patient  sufifering  from  constipation  are  so  many 
that  the  laity  and  a few  of  the  medical  profes- 
sion designate  the  complaint  as  ” biliousness,” 
and  we  all  seem  to  understand  what  is  meant  by 
the  term.  I long  to  see  the  day  come  when  doc- 
tors will  quit  using  the  term  “ biliousness.”  We 
should  study  their  symptoms  and  give  a diagno- 
sis in  ethical  medical  terms.  The  druggist  can 
make  a diagnosis  of  “ biliousness  ” and  ])rescribe 
as  intelligently  as  the  physician  that  prescribes 
without  making  'a  thorough  examination  of  the 
patient  for  a diagnosis. 

We  Americans  are  very  gullible,  and  the  pat- 
ent-medicine and  proprietary  manufacturers  have 
an  easy  way  with  quite  a number  of  our  other- 
wise reputable  physicians  in  getting  their  prod- 
ucts for  constipation  before  the  laity.  The  drug- 
gists are  not  sleeping  on  their  “ jobs,”  and  take 
advantage  of  every  prescription  given  for  con- 
stipation that  is  in  the  list  of  proprietary  prep- 
arations for  it. 

Many  cases  of  constipation  exist  that  would 
not  if  the  first  doctor  consulted  had  gone  thor- 
oughly into  the  cause  of  the  beginning  of  the  ail- 
ment, removed  it  scientifically,  then  kept  an  over- 
sight of  his  patient  until  the  habit  had  been 
broken  up ; and  especially  does  this  apply  to  those 
who  seem  to  have  lost  tonicity  in  both  the  intes- 
tines and  abdominal  wall,  or  who  do  not  take 
enough  time  for  the  tract  to  be  thoroughly  evac- 
uated. 

A few  years  ago  a man  came  to  me  complain- 
ing of  a severe  pain  in  the  anus  when  he  had  a 
bowel  movement,  and  still  he  was  not  then  re- 
lieved of  the  pain ; he  gave  a negative  history  of 
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constipation  ; had,  as  he  thought,  a free  bowel 
movement  every  day  until  the  pain  became  so 
severe  that  he  postponed  the  act  as  long  as  possi- 
ble. A digital  examination  detected  a very  sharp 
and  hard  substance  low  down  in  the  rectum.  On 
removing  it,  it  proved  to  be  a sharji  and  flattened 
enterolith.  He  suggested  that  it  was  a piece  of 
rib  he  swallowed  a few  days  before,  and  it  did 
look  like  it,  and  was  nearly  as  hard  as  a bone. 
This  was  not  all  of  the  dry  and  hard  fecal  lumps 
that  passed,  but  it  was  the  sharpest  one.  The 
habit  was  easily  broken  up.  The  fault  with  this 
man  was  his  hurry.  He  did  not  take  time  to 
defecate,  so  he  had  a small  amount  of  fecal  mat- 
ter left  in  the  rectum  frequently,  and  it  soon  be- 
came hard  and  dry. 

Another  fault  with  the  American  people  is  in 
regard  to  the  habit  of  drinking  while  eating. 
Some  drink  entirely  too  much,  while  others  do 
not  drink  enough,  unless  they  are  willing  to  take 
time  enough  to  chew  their  food  until  it  is  in  an 
impalpable  state  and  ready  to  be  acted  upon  by 
the  gastric  juice,  the  pancreatic  juice,  and  the 
bile,  if  it  has  any  part  to  play  in  digestion  and 
assimilation. 

The  treatment  of  constipation  is  very  unsatis- 
factory, both  to  the  patient  and  to  the  doctor,  so 
far  as  results  are  considered.  If  any  degree  of 
success  is  to  be  attained  by  treatment,  it  means 
a complete  change  in  the  mode  of  living.  The 
sedentary  subjects  must  begin  to  get  up  earlier, 
have  more  regular  hours  for  eating  and  sleep- 
ing, take  more  outdoor  exercise  and  recreation, 
have  a fixed  time  to  go  to  stool  (this  should  be 
at  a certain  hour  and  minute — say,  7 : 10  A.M. — 
and  go  at  that  time,  and  not  7 or  7:30).  All 
the  logic  there  is  in  the  rule  is  to  have  something 
definite  in  view  and  live  up  to  it  without  any 
departure  either  way. 

The  rapid  eater  must  be  impressed  with  the 
importance  of  masticating  his  food  thoroughlv  ; 
take  time  to  eat  and  allow  nothing  to  disturb  him 
while  eating:  if  he  is  called  to  the  telephone  two 
or  three  times  while  eating,  he  will  soon  forget 
this  rule  and  begin  bolting  his  food  again. 

It  will  be  necessary  for  a change  to  be  made  in 
the  composition  of  the  meals.  i\Iore  vegetables 
must  be  eaten;  fruits  of  various  kinds  must  en- 
ter into  the  meals  and  hetween  meals;  if  the  rule 
is  to  drink  a great  deal  of  water  while  eating, 
this  must  be  changed  and  drink  less  water  and 
all  other  liciuids  while  taking  tlie  meal;  if  the 


food  is  concentrated  and  easily  digested,  leaving 
but  little  residue,  food  that  is  coarse  and  having 
some  waste  matter  in  it  must  be  combined  ; whole- 
wheat flour  and  coarse  corn  meal  make  good  ad- 
ditions. 

Another  difficult  condition  in  the  treatment  of 
constipation  is  breaking  up  the  habit  of  self-med- 
ication. By  the  time  a patient  realizes  that  his 
condition  is  such  that  he  needs  the  assistance 
of  a doctor  in  dealing  with  constipation,  he  is  far 
advanced  in  the  use  of  patent,  proprietary,  and  I 
other  household  medicines ; and  quite  a few  of 
them  are  well  acquainted  with  the  use  of  the 
fountain  syringe  in  taking  hot-water  enemas'.  It 
is  almost  impossible  to  convince  them  of  the  er- 
ror of  their  treatment,  because  it  had  its  begin- 
ning with  the  suggestions  and  prescriptions  of 
some  doctor.  I know  men  who  keep  a supply  of 
purgative  pills  on  hand  all  the  time  and  take  from 
one  to  three  every  night,  and  I could  stop  a cy- 
clone nearly  as  easy  as  I could  get  them  to  break 
up  the  habit. 

After  the  bowels  have  been  thoroughly  evacu- 
ated by  the  use  of  a calomel  purge  and  castor  oil, 
some  preparation  of  nux  vomica,  cascara,  gen- 
tian, and  bella  donna  in  varying  combinations 
embraces  about  all  the  drugs  necessary  in  treat- 
ing constipation.  A glycerine  suppository  in- 
serted in  the  rectum  at  bedtime  produces  good 
results  for  a while.  I have  had  but  little  expe- 
rience with  Russian  oil  in  treating  constipation 
but  my  observation  from  a limited  experience 
with  it  leads  me  to  believe  that  the  results  an 
about  the  same  as  with  all  other  laxatives.  The 
effects  are  good  for  a while;  but  if  the  patien 
depends  on  the  oil  alone  for  bowel  movements 
an  increase  in  the  size  of  the  dose  will  soon  bi 
necessary,  just  as  occurs  with  all  other  remedie 
resorted  to  for  relief.  There  is  one  consolatioi 
for  all  doctors : We  will  always  have  the  con 
stipated  with  us,  do  what  we  may.  teach  wha 
we  may  with  a view  of  breaking  up  the  habit. 


DISCUSSION  ON  THE  P.\PER  OF 
DR.  FYKE. 

Dr.  Wii.Li.v.M  Britt  Burns,  Hemphis:  Thi'1 
is  a very  poi)ular  disease,  if  we  may  so  speak  c 
it ; for  all  kinds  of  practitioners  and  medic; 
treatment  have  been  very  inefficient.  Like  a 
diseases  or  ailments  which  have  a multiplicity  c 
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remedies,  it  gives  us  a striking  evidence  of  a con- 
dition that  is  hard  to  control. 

|j  The  essayist  spoke  of  the  necessity  of  proper 
dieting  and  eating  at  the  proper  time  to  guard 
jagainst  constipation.  I did  not  hear  him  say 
l;anything  about  the  necessity  of  caring  for  the 
jjoutlet  of  the  bowel  itself.  A man  who  is  consti- 
jpated  from  time  to  time  will  accumulate  in  the 
jlpwer  bowel  large,  hard  masses,  and  these  masses 
will  stretch  and  cut  the  sphincter  muscle.  The 
'slightest  little  tear  in  the  sphincter  muscle  will 
set  up  a sufficient  amount  of  irritation  to  make 
Ithe  sphincter  contract  when  anything  comes  down 
upon  it.  The  function  of  the  sphincter  muscle  is 
jto  dilate  when  the  impulse  comes  to  empty  the 
bowel.  When  you  have  an  irritable  sphincter 
muscle  ( and  you  will  find  it  in  a very  large  per- 
icentage  of  these  cases),  when  the  bolus  comes 
jdown  upon  the  irritable  sphincter,  it  contracts 
instead  of  opening.  You  have  a three-cornered 
and  flat  ribbonlike  stool  that  passes  the  irritable 
sphincter. 

I have  been  in  the  habit  for  a long  time — and 
I learned  this  by  experience  when  a medical  stu- 
|dent,  because  I had  constipation  from  the  time  I 
'was  fifteen  until  I was  about  nineteen — of  using 
la  speculum  and  dilating  the  sphincter  muscle 
lonce  or  twice,  sometimes  three  times,  a week 
for  half  a dozen  times,  and  very  frequently  these 
cases  are  entirely  cured.  It  has  been  satisfactory 
in  my  practice,  and  I would,  recommend  it  to  you 
fas  one  of  the  best  methods  of  treating  constipa- 
tion. 

|!  I was  studying  under  an  old-fashioned  precep- 
tor, and  on  one  occasion  I passed  a little  blood 
and  mucus,  and  I got  my  preceptor  to  examine 
ithe  rectum  to  see  what  the  trouble  was,  and,  in 
[order  to  see,  he  passed  a good-sized,  speculum. 
il  had  no  more  constipation,  and  I have  not  had 
[since.  The  method  simply  consists  in  dilating 
I the  sphincter,  breaking  up  the  irritable  fibers  and 
J putting  them  on  a stretch  every  time  and  over- 
coming the  condition  in  that  way. 


i The  membership  of  the  Tennessee  State  Med- 
ical Association  has  reached  a new  high  record. 
There  are  now  1,530  members.  Let’s  make  it 
|2,000.  Make  yourself  a committee  of  one  to  get 

jone  more  good  man  in. 

i 

I 

I Poor  health  is  expensive. 


SUICIDE.* 

By  John  W.  Stevens,  M.D., 

Nashville,  Tenn. 

Suicide  has  attracted  the  attention  of  men  since 
earliest  antiquity,  and  I feel  fully  justified  in  pre- 
senting the  subject  before  this  body  of  medical 
men  because  of  the  fact  that,  as  a cause  of  death, 
it  occupies  so  prominent  a place.  The  Lmited 
States  mortuary  statistics  for  1910  showed  deaths 
from  suicide  in  the  proportion  of  16.5  per  100,000 
population,  thus  giving  approximately  14,000 
suicides  for  that  year.  Statistics  compiled  since 
then  by  insurance  companies  show  that  the  rate 
of  deaths  from  this  cause  has  considerably  in- 
creased during  the  past  five  years.  This  increase 
of  rate,  together  with  the  increase  of  population, 
permit,  as  a very  conservative  estimate,  the  state- 
ment that  there  will  be  at  least  18,000  suicides'  in 
the  United  States  during  the  year  1916.  That 
which  produces  18,000  death's  per  year  in  our 
country  is  worthy  of  a little  consideration  and 
discussion,  even  if  that  discussion  do  nothing 
more,  for  the  time,  than  merely  bring  the  matter 
forcibly  to  our  attention. 

Historical. 

From  the  very  dawn  of  history  we  find  that, 
as  a result  of  various  and  sundry  causes,  occa- 
sionally men  took  their  own  lives.  Some  of  the 
earlier  religions  viewed  it  with  complacency,  or 
even  encouraged  it,  especially  among  the  Ori- 
entals. Manifestations  of  such  a spirit  are,  per- 
haps, to  be  seen  in  human  sacrifices  to  Aloloch, 
Bel,  Chemosh,  and  of  other  gods  of  the  early 
Semitic  tribes,  as  well  as  in  the  sacrifices  to  the 
Nile  practiced  by  the- early  Egyptians.  The  vic- 
tims of  these  dreadful  ceremonies  were  not  al- 
ways unwilling  ones.  In  a nearer  historical  epoch 
the  Greeks  viewed  the  act  with  more  or  less  ab- 
horrence in  the  earlier  days  of  their  civilization, 
according  dishonorable  burial  to  the  corpse, 
though  later  they  became  more  complacent. 
Among  the  Romans,  suicide,  even  from  their 
early  history,  was  not  uncommon ; and  at  the 
period  marking  the  first  ebb  of  the  power  and 
glory  of  that  nation,  self-destruction  became  ex- 
ceedingly common.  History  records  this  as  hav- 


*Read  at  the  meeting-  of  the  Middle  Tennessee  IMedical  As- 
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ing  been  the  end  of  many  a great  Reman 
thwarted  in  his  ambition  or  falling  under  the  dis- 
pleasure of  the  powers  that  were.  Of  the  trium- 
virs. Brutus  and  Cassius  suicided  upon  the  field 
of  battle  rather  than  fall  into  the  hands  of  victo- 
rious Octavius.  Under  similar  circumstances 
i\Iark  Antony  slew  himself,  as  did  his  famous 
royal  mistress,  Cleopatra.  The  Justinian  code 
recognized  seven  legitimate  reasons  for  suicide, 
ranging  from  madness  to  mere  tedium  vitse,  and 
only  confiscated  the  victim’s  property  when  the 
act  was  committed  to  escape  punishment  for  seme 
great  crime  against  the  state.  Christianity,  from 
the  very  beginning,  condemned  the  act  and 
classed  it  with  other  murders.  To  that  greatest 
of  the  fathers,  St.  Augustine,  it  was  one  of  the 
direst  of  sins,  and  so  pronounced  by  several 
church  councils  after  the  fifth  centurv.  The 
corpse  was  denied  the  ordinary  rites  of  the 
church  at  its  burial.  In  mediteval  times  the  law 
customarily  confiscated  the  property  of  the  sui- 
cide, and  religious  teaching  and  custom  coming 
more  and  more  to  reprobate  the  act,  the  corpse 
was  frequently  treated  with  the  greatest  indig- 
nity. Thus,  in  France,  it  was  the  custom  to 
drag  the  body  by  the  heels,  face  downward : 
while  in  England  burial  took  place  at  a cross- 
roads, with  a stake  driven  through  the  bodv.  It 
was  not  until  1823  that  an  English  statute  was 
enacted  legalizing  the  burial  of  suicides  in  con- 
secrated ground,  and  not  until  1882  that  reli- 
gious services  were  expressly  permitted  by  the 
law.  The  Catholic  Church  to-day  always,  and 
the  Episcopal  Church  as  a rule,  excludes  suicides 
from  burial  in  consecrated  ground.  While  this 
was  the  general  teaching  and  tendency  of  the 
church  and  custom,  it  seems  to  have  been  true 
that,  especially  from  the  sixteenth  century,  the  rig- 
orous rules  were  sometimes  relaxed,  permitting 
some  very  restricted  religious  ceremonies  at  bur- 
ial, as  in  the  case  of  those  in  whom  it  was  rec- 
ognized the  act  was  one  resulting  from  niadness. 
It  was  not  until  1870  that  the  English  law  requir- 
ing confiscation  of  the  estates  of  suicides  was  re- 
pealed. though  frequently  before  that  the  stat- 
ute was  evaded  on  the  grounds  of  lunacy.  The 
whole  subject,  no  doubt,  oft’ered  a fertile  field  for 
strange  arguments  and  hairsplitting  technicalities 
that  characterized  certain  periods.  One  humor- 
ous example  of  this  is  reported  by  Plowden  and 
])ublished  in  1578.  The  case  m point  was  that 
of  Sir  James  Hales,  who  had  destroyed  himself. 


whereupon  action  was  brought  seeking  forfeit  of 
a crown  lease  held  by  Hales.  It  would  seem  that 
the  verdict  was  for  the  crown,  and  reached  upon 
the  following  learned  argument  of  the  judge: 
“ Sir  James  Hales  was  dead;  and  how  came  he 
to  his  death  ? It  may  be  answered : By  drown- 
ing. And  who  drowned  him?  Sir  James  Hales. 
And  when  did  he  drown  him?  In  his  lifetime. 
So  that  Janies  Hales,  being  alive,  caused  James 
Hales  to  die ; and  the  act  of  the  living  man  was 
the  death  of  the  dead  man.  And  then  for  this 
offense  it  is  reasonable  to  punish  the  living  man 
who  committed  the  offense,  and  not  the  dead 
man.  But  how  can  he  be  said  to  be  punished 
alive  when  the  ptfnishment  comes  after  his  death? 
Sir,  this  can  be  done  no  other  way  but  by  divest- 
ing out  of  him,  from  the  time  of  the  act  done  in 
his  life  which  was  the  cause  of  his  death,  the  title 
and  property  of  those  things  which  he  had  in  his 
lifetime.” 

In  certain  states  of  the  American  Union  at- 
tempted suicide  by  a sane  person  is  punishable. 
In  Erance  suicide  is  not  recognized  as  a crime  at 
law.  In  Japan  it  may  almost  be  said  to  be  a social 
usage  under  certain  conditions,  as  witness  the 
prominent  example  of  a certain  prince  who.  with 
his  wife,  suicided  after  the  death  of  the  late  em- 
peror as  a mark  of  honor  and  respect  to  the 
dead  monarch.  We  are  all  more  or  less  familiar 
with  the  Japanase  custom  of  suicide,  under  the 
name  of  “ hara-kiri,”  committed  by  soldiers  in 
battle  rather  than  surrender  when  defeated. 

As  a matter  of  present-day  occurrence,  there 
are  a great  many  factors  to  be  taken  into  consid- 
eration in  any  contemplation  of  this  subject.  As 
a bodv  of  medical  men.  we  are  most  interested  in 
it  as  a manifestation  of  mental  disease:  but  I 
consider  it  an  untenable  position  to  take  that 
every  instance  of  suicide,  or  its  attempt,  should 
be  looked  upon  as  prima  facie  evidence  of  insan- 
ity. At  any  rate,  such  may  not  be  done  as  a 
medico-legal  proposition.  While  we  recognize 
that  the  desire  for  self-preservation  is  one  of  the 
fundamental  and  strongest  instincts  implanted  ii 
the  lower  animals,  as  well  as  in  man.  yet  the  sub- 
ordination of  this  instinct  to  other  instincts,  mo 
tives,  and  impulses  is  a matter  of  daily  observa 
tion.  The  sacrifice  of  her  life  whiedi  the  brun 
mother  makes  to  save  her  young,  or  the  battle  t( 
the  death  by  the  male  contestants  for  the  lead 
ership  of  the  herd,  shows  that  even  the  duinl 
beasts  of  the  field  may  value  some  things  mon 
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highly  than  their  own  individual  lives  ; while  the 
i countless  acts  of  man’s  heroism  and  self-sacrifice 
for  the  weak,  unfortunate,  or  at  patriotism’s  call 
: demonstrate  that,  under  certain  conditions,  man’s 
desire  to  preserve  his  own  life  may  become  a mo- 
tive of  most  secondary  importance.  The  man 
'i  who  fires  a bullet  into  his  own  brain  rather  than 
face  the  shame  of  dishonor  and  degradation  is 
i less  altruistic,  but  may  be  no  more  insane  than 
I the  man  who  charges  a machine  gun  to  what  he 
J knows  to  be  certain  death.  Civilized  man,  with 
his  highly  developed  sensibilities,  may,  in  all  san- 
' ity,  prefer  death,  self-inflicted,  to  many  other  al- 
I ternatives,  the  force  of  which  is  not  taken  away, 
even  though  we  hold  that  suicide  is  a cowardly 
way  of  meeting  one’s  responsibilities  or  solving 
one’s  difficulties.  We  know,  of  course,  that  a large 
( percentage  of  suicide  is  but  a plain  manifestation 
! of  a well-established  mental  disease,  of  insan- 
ity— a percentage  probably  much  higher  than  the 
I collected  statistics  would  show ; and,  again,  in 
many  other  instances,  that  the  act  is  an  expres- 
sion of  a morbid  emotional  state  and  ill  judgment 
into  which  the  individual  has  permitted  himself 
to  be  plunged  by  misfortune,  disappointment,  re- 
verses, sorrow,  or  an  aching  conscience — a con- 
dition not  to  be  looked  upon  as  a mental  disorder, 
except  in  the  most  academic  sense  of  the  term, 
and  certainly  not  as  a disease  at  all ; but  the 
many  observed  circumstances  concerning  the  sub- 
ject of  suicide  as  a whole  force  the  conclusion 
that  the  deed  is  often  to  be  viewed  as  the  calcu- 
lated, deliberate  act  of  a man  in  full  possession 
of  his  faculties. 

A great  mass  of  statistics  upon  the  subject  of 
suicide  has  been  collected  by  the  Federal  Gov- 
ernment and  published  in  its  census  reports,  by 
insurance  companies,  newspapers,  and  others. 
While  these  are  of  interest  to  one  making  an  ex- 
haustive study  of  the  subject,  their  repetition 
and  recitation  here  would  be  tiresome.  Some 
discussion  of  these  figures  in  a general  way,  how- 
ever, will  be  pertinent. 

In  the  first  place,  time  and  geographical  distri- 
bution attract  our  attention.  The  statistics  of  all 
countries  show  a marked  increase  in  the  suicide 
rate  as  time  goes  on — as,  for  instance,  in  France 
the  rate  per  100,000  population  has  risen  from 
9 in  1840  to  about  24  in  1910.  The  statistics  of 
other  countries  show  a similar  increase,  though 
by  no  means  always  in  the  same  proportion.  It 
is  stated  that,  in  this  country,  for  the  registration 
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area,  the  rate  per  100,000  population  from  1893 
to  1897  was  15.7,  while  from  1908  to  1912  it  was 
20.2.  A tremendous  difference  exists  in  the  rate 
in  different  countries — as,  for  instance,  for  1910 
the  records  show  its  occurrence  in  the  following 
numbers  per  100,000  population  ; 

Prussia  20.7 

France 23.8 

Switzerland  22.8 

Denmark  22 

England  ! 9 

Norway  5.5 

Ireland  2.9 

Spain  2 

In  the  United  States  it  is  found  that  the  act  is 
vastly  more  common  in  certain  sections  than  it 
is  in  others.  It  is  most  common  in  the  West  and 
Middle  West ; next  in  point  of  frequency,  in  the 
Eastern  and  Atlantic  states ; and  least  frequent  of 
all,  in  the  South.  For  instance,  we  find  that  for 
1913  the  following  was  its  rate  of  occurrence  per 
100,000  population  in  the  few  cities  to  be  men- 
tioned in  these  various  sections  ; 


San  Diego,  Cal. 47.7 

San  Francisco,  Cal. 45.1 

Los  Angeles,  Cal.  30.5 

Indianapolis,  Ind.  30 

St.  Louis,  Mo. 32.9 

Chicago,  111. 21.3 

Newark,  N.  J. 17.4 

Hartford,  Conn. 15.3 

Manhattan  and  the  Bronx 17.8 

Boston,  Mass. 13.1 

Brooklyn,  N.  Y. 9.8 

Nashville,  Tenn. 21.8 

Charleston,  S.  C. 11.7 

Augusta,  Ga. 14.5 


Again,  it  is  found  that  in  the  rural  districts  of 
the  sections  adjoining  the  cities  mentioned  the 
percentage  of  occurrence  is  noticeably  less  than 
in  the  cities  themselves.  To  my  mind,  nothing 
beyond  these  figures  is  necessary  to  prove  that 
there  are  many  other  factors  than  mental  disease 
at  work  to  bring  about  suicide,  for  certainly  there 
is  no  such  variation  in  the  incidence  of  insanity 
in  these  different  sections. 

Without  undertaking  to  quote  the  figures,  I 
may  say  that  it  is  the  conclusion  of  all  the  statisti- 
cians that  suicide  occurs  more  frequently  in  the 
summer  months  than  in  the  winter,  the  rate  be- 
ing highest  in  May  and  June  and  the  lowest  in 
December  and  January ; that  it  is  more  frequent 
in  the  beginning  of  the  week  or  the  beginning  of 
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the  month  than  in  the  other  parts  of  those  divi- 
sions of  time.  Race,  religion,  and  vocation  great- 
ly influence  its  occurrence.  Of  all  the  races  in 
this  country,  it  is  lowest  among  the  Jews  and 
less  among  negroes  than  whites.  It  is  much  less 
frequent  among  the  Roman  Catholics  than  among 
members  of  Protestant  denominations.  The  j^ro- 
fessions  and  vocations  show  a great  variation  in 
the  percentage  of  incidence,  with  ministers  low- 
est on  the  list.  The  United  States  mortality  sta- 
tistics for  1909,  showing  the  cause  of  death  of 
males,  classified  according  to  occupation  and 
based  upon  a total  of  210,507  deaths,  showed  sui- 
cide to  be  the  cause  of  death  in  the  respective 
professions  and  vocations  in  the  following  per- 
centages : 


Clergymen  .2% 

Teachers  and  professors  in  colleges.-  1.2% 

Miners  and  quarrymen  1.5% 

Steam  railroad  employees  1.5% 

Blacksmiths 2.0% 

Unclassified  laborers  2.0% 

Physicians  and  surgeons 2.2% 

Lawyers  2.3% 

Bakers ' 4.5% 

Salesmen  4.9% 

Commercial  travelers 5.0% 

Saloon  keepers 5.0% 


Here,  again,  is  further  proof  that  mental  dis- 
ease is  not  the  sole  cause. 

It  is  much  more  frequent  among  males  than 
females,  and  more  frequent  among  the  unmar- 
ried than  married,  and,  again,  much  more  fre- 
quent among  widowers  and  widows  than  among 
those  who  have  never  been  married  at  all.  Age 
is  a very  important  factor,  the  greatest  number 
occurring  probably  between  the  ages  of  twenty 
and  thirty,  because  of  the  greater  number  of  per- 
sons in  the  country  of  that  age ; but  as  the  life  of 
the  individual  advances,  the  i)robability  of  suicide 
is  very  greatly  enhanced.  It  has  been  estimated, 
as  nearly  as  accuracy  can  be  attained  in  such  a 
matter,  that  about  one  case  of  suicide  in  three  is 
due  to  mental  disease. 

I'he  point  in  this  whole  question  about  which 
we  are  most  concerned  practically  is  that  of  the 
prevention  of  suicide — a thing  that  we  may  ho])c 
to  do  only  in  the  case  of  those  who  are  mentally 
unbalanced.  Necessarily,  it  is  not  practicable  for 
a medical  man  to  exercise  any  influence  over 
those  potential  cases  arising  from  other  causes. 
'Fwo  exceptions  to  this  statement  might  be  noted. 


First,  in  cases  of  alcoholism,  in  whom  there  is 
sometimes  a suicidal  impulse  when  the  individual 
is  sobering  up  from  his  debauch.  The  occurrence 
of  suicidal  attempts,  under  these  circumstances, 
is,  of  course,  comparatively  infrequent ; but  it  is  a 
thought  to  be  borne  in  mind  in  managing  these 
patients,  and  in  one  in  whom  remorse  is  at  all  a 
prominent  feature,  some  unhappy  occurrences 
may  be  avoided  by  the  close  watching  of  those 
patients.  The  other  exception  would  be  that  it 
behooves  us,  as  medical  m'en,  to  bring  about  an 
educational  propaganda  to  eft'ect  a reform  in  the  ’ 
custom  of  the  newspapers  of  giving  such  noto- 
riety to  the  occurrence  of  suicide  and  the  method 
used  in  accomplishing  the  act.  That  this  sort  of 
notoriety  does  have  a powerful  influence  is  readily 
recognized  by  any  one  who  has  given  any  atten- 
tion to  the  subject.  Just  now  there  is  an  epi- 
demic, which  we  may  hope  has  reached  its  crest, 
of  suicide  from  bichloride  of  mercury.  A year 
or  so  ago  a great  deal  of  prominence  was  given 
to  the  case  of  a banker  in  one  of  our  Southern 
states  who  inadvertently  took  bichloride  of  mer- 
cury, which  ultimately  caused  his  death.  A lot  ' 
of  pseudo-medical  reports  were  given  in  the  pub- 
lic press  about  this  case,  which  was  played  up  for  ' 
far  more  than  it  was  worth  as  a news  item,  be- 
cause of  the  fact  that  the  man  was  said  to  have 
been  conscious  for  several  days  following  the 
taking  of  the  drug  before  he  died,  and  a lot  of 
morbid  stuff  was  published  about  what  he  said 
and  did  during  this  time.  I think  all  of  my  hear- 
ers bear  me  out  in  the  statement  that  before  this 
suicide  by  means  of  this  drug  was  rare,  whereas 
now  it  is  very  popular.  I remember  that  while  ' 
living  in  New  York,  twelve  or  fourteen  years 
ago,  an  account  was  one  day  published  of  a man 
leaping  from  a window  on  the  top  floor  of  a sky- 
scraper. Prominent  accounts  were  given  of  this 
occurrence,  with  descriptions  of  how  the  man  se- 
cured entrance  to  the  room  from  which  he  leaj)ed.  j 
of  the  eflfect  of  the  fall  upon  his  body.  etc.  With-  ! 
in  the  next  week  or  ten  days  there  were,  perhaps.  ' 
half  a dozen  similar  occurrences.  Accounts  such  ; 
as  these  have  much  to  do  with  the  methods  se-  i 
lected,  as  well  as  hy  suggesting  the  act ; and  we 
know  how  the  custom  has  shifted  from  taking^ 
strychnine,  arsenic,  and  moridiine  to  the  present- 
day  more  popular  ones  of  carbolic  acid  and  bi- 
chloride of  mercury.  It  would  be  infinitely  bet- 
ter for  the  public  welfare  if  accounts  of  suicide'|j 
were  not  published  at  all.  and  certainly  that  the 
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neans  and  methods  should  not  be  given  promi- 
lence. 

In  dealing  with  mental  disorders,  the  only  safe 
ourse  to  pursue  is  to  consider  every  case  a po- 
ential  suicide.  It  is  in  the  developmental  stages 
j)f  psychoses  that  the  question  of  the  prevention 
if  suicide  is  most  practical,  since  it  is  at  this  time 
hat  the  individual  is  least  apt  to  be  under  close 
upervision.  Repeating  the  statement  that  every 
ase  of  mental  disturbance  should  be  thought  of 
.s  possibly  suicidal,  the  greatest  emphasis  needs 
0 be  laid  upon  the  fact  that  every  such  patient 
vhose  mental  state  is  one  of  depression  and  de- 
j.pondency  is  especially  to  be  considered  as  sui- 
idal.  Practical!}^  every  patient  in  such  a state  of 
nind  sooner  or  later  entertains  the  thought  of 
lelf-destruction.  He  does  not  necessarily  express 
inch  a thought,  and  Ave  will  suffer  many  shocks 
if  we  wait  for  these  patients  to  tell  us  of  such 
deas  or  make  some  attempt  upon  themselves  he- 
'ore  taking  the  necessary  precautions  to  guard 
ind  protect  them.  The  precaution  to  be  taken 
Inight  be  summed  up  in  the  phrase,  “ unremit- 
;ing  and  constant  watching.”  The  details  and  ap- 
)lication  of  this  are  manifold,  and  carry  with  it 
he  thought  that  the  patient  must  be  not  only  un- 
der constant  supervision,,  but  under  surroundings 
lot  offering  the  means  for  self-injury.  In  the 
case  of  a patient  at  all  actively  inclined  toward 
self-destruction,  proper  protection  can  rarely  ever 
;3e  afforded  elsewhere  than  in  an  institution.  The 
nultiplicity  of  means  adopted,  the  suddenness 
with  which  attempts  may  be  made,  or  the  cun- 
iiingness  with  which  plans  may  be  evolved  and 
! executed  for  the  accomplishment  of  the  act,  make 
j|it  next  to  impossible  to  afford  effective  protection 
in  the  home.  Even  in  the  best-regulated  private 
'hospitals  or  public  hospitals  for  the  insane,  abso- 
lute and  100-per-cent  protection  against  serious 
iSelf-injury  or  destruction  is  not  always  possi- 
ble ; and  if  such  must  be  admitted  under  sur- 
roundings afforded  by  the  systematic  watching 
and  supervision  of  nurses  and  attendants  trained 
in  the  care  of  such  patients,  and  where  the  best 
precautions  that  human  nature  affords  are  taken 
ito  keep  from  the  patient  things  which  he  might 
use  or  drugs  which  he  might  take  to  injure  him- 
jself,  sometimes  prove  unavailing  or  suffer  lapses, 
how  much  more  must  this  be  true  where  firearms 
,are  frequently  available,  sharp  instruments  prac- 
|tically  always  so,  ropes  and  strings  at  hand,  un- 
, barred  windows  to  menace,  and  the  possibility  of 


escape  to  bodies  of  water,  railroads  tracks,  etc., 
constantly  to  be  feared?  I have  known  at  least 
one  deplorable  incident  of  a lady,  a former  pa- 
tient of  mine,  who,  after  removal  from  the  insti- 
tution to  her  home,  set  fire  to  her  clothing  with  a 
match,  while  her  brother  was  sleeping  in  her 
room  with  her,  and  died  from  the  burns  result- 
ing. Not  to  mention  the  multitude  of  methods 
which  these  patients  may  attempt  for  their  in- 
jury, I may  mention  two  which,  under  no  circum- 
stances at  all,  either  without  or  within  an  institu- 
tion, may  be  kept  at  all  times  away  from  the 
patient.  These  are  the  dashing  of  oneself  against 
the  wall  or  other  object,  and  the  means  for  stran- 
gling or  hanging  oneself.  Articles  of  clothing  or 
bedding  always  furnish  the  latter,  and  the  fear  of 
such  use  of  these  things  is  a source  of  everlasting- 
anxiety  to  those  having  charge  of  these  patients. 
Opening  one’s  veins  with  a needle,  pin,  or  piece 
of  broken  water  glass  or  electric-light  glohe  are 
possibilities.  The  possession  of  the  means  with 
which  to  accomplish  this  is  exceedingly  difficult 
to  prevent.  To  alwaj's  keep  from  such  patients 
foreign  bodies  which  may  be  swallowed  with 
suicidal  attempt  is  impossible ; and  while  such 
occurrences  are  infrequent,  yet  I knew  one  pa- 
tient who  swallowed  the  handle  of  a teaspoon,  a 
part  of  a fork,  and  the  handle  which  he  had  re- 
moved from  a water  faucet.  Finally,  when  he 
attempted  to  swallow  a tablespoon,  his  proclivi- 
ties were  discovered. 

When  in  an  action  at  law  a plea  of  insanity  is 
entered,  based  upon  the  act  of  suicide  or  its  at- 
tempt, the  suicidal  act  in  itself  is  not  alone  suf- 
ficient proof  of  insanity.  Other  evidence  in  the 
person’s  manner,  conduct,  or  urterances  indica- 
tive of  mental  disorder  must  be  adduced  to  sus- 
tain such  a plea. 


DOCTOR: 

This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 
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TENNESSEE  PREPAREDNESS. 

Fifteen  thousand  persons  marched  through  the 
streets  of  Nashville  on  Saturday,  June  3,  and 
many  thousands  marched  in  other  towns  and  cit- 
ies of  Tennessee,  to  demonstrate  their  strong  be- 
lief in  the  policy  of  national  preparedness,  and, 
supposedly,  to  indicate  their  willingness  to  do 
what  is  necessary  to  put  this  great  land  of  ours 
in  a state  of  preparedness  for  whatever  may  come 
as  the  result  of  these  world-changing  times 
through  which  we  are  now  passing.  We  watched 
the  marching  thousands  and  wondered — won- 
dered how  many  of  them  knew  or  really  cared 
just  what  is  involved  in  preparedness. 

In  all  the  discussion  that  has  been  waged 
throughout  the  land  and  on  nearly  all  the  ban- 
ners displayed  in  preparedness  parades,  battle- 
ships, forts,  guns,  aeroplanes,  munitions,  and  the 
siae  of  our  army  have  been  the  matters  upper- 
most in  the  minds  of  the  talkers  and  writers  and 
the  makers  of  the  banners.  Little  has  been  said 
and  precious  little  thought  has  been  given,  ap- 
parently, to  the  human  side  of  preparedness — to 
the  matter  of  .defending  the  health  and  lives  of 
those  upon  whom  must  rest  the  burden  of  toil 
necessary  for  the  building  of  forts  and  ships  and 
flying  craft  and  those  who  must  be  depended 
upon  to  man  the  ships,  garrison  the  forts,  and 
bear  arms  when  war  shall  come.  No  nation  will 
ever  be  really  prepai'ed  for  successful  resistance 
in  war,  nor  for  forging  ahead  to  place  of  suprem- 
acy in  times  of  peace,  unless  the  component  states 
or  provinces  of  such  nation  shall  do  each  their 
part ; no  state  will  have  done  its  part  toward  the 
nation’s  preparedness  until  it  shall  have  made  the 
conservation  of  health  and  life  the  .supreme  ob- 
ject. 

Is  Tennessee  prepared  from  the  stand])oint  of 
the  health  of  its  i)eople? 

Did  the  1,200  habies  who  died  in  Tennessee  in 


1915  from  infantile  diarrhoea  die  in  spite  of  Ten- 
nessee’s preparedness  to  safeguard  health  and 
life,  or  because  of  her  lack  of  preparedness?  Is 
Tennessee’s  1915  record  of  4,500  deaths  from  r: 
tuberculosis,  with  a probable  150,000  or  more  in- 
fected persons,  many  of  whom  will  die  from  tu-  ‘ 
berculosis,  a good  argument  in  favor  of  her  be-  j 
lief  in  the  policy  of  preparedness?  Does  the  cer- 
tain fact  that  another  4,500  will  die  in  1916  from 
the  same  dread  disease,  partially  because  the  state 
is  doing  practically  nothing  for  the  prevention  of 
tuberculosis,  show  Tennessee  prepared  to  - meas- 
ure up  to  the  standard  of  a modern  progressivd' 
state,  willing  to  do  her  part  toward  national  pre- 
paredness? Is  Tennessee  ready,  or  does  she  re- 
ally believe  in  getting  ready,  when  she  allows,  as 
in  1915,  about  1,000  of  her  citizens  to  die  with 
typhoid  fever?  Or  as  long  as  she  permits  thou- 
sands of  her  people  to  be  made  inefficient  by  the 
pernicious  effects  of  another  widespread  prevent- 
able disease — malaria?  Can  Tennessee  distort 
the  record  of  from  twenty  to  more  than  sixty  per- 
cent of  the  rural  school  children  in  numerous  coun- 
ties with  hookworm  disease  (about  which  many 
of  the  physicians  in  those  counties  are  doing 
nothing)  into  an  argument  favorable  to  her  pre- 
tended belief  in  preparedness?  Do  the  nearly 
900  recorded  deaths  in  1915  from  pellagra  and 
the  prevalence  of  this  disease  at  the  present  sea- 
son entitle  Tennessee  to  any  very  advanced  posi-' 
tion  in  thd  preparedness  column?  Does  Tennes- 
see’s lack  of  facilities  for  training  children  whc 
are  mentally  defective  indicate  any  very  real  in- 
terest in  preparedness?  Is  Tennessee  as  enthu- 
siastically in  favor  of  preparedness  as  the  long 
lines  of  marchers  in  recent  parades  would  seen 
to  indicate,  when  her  cities  allow  themselves  to  b( 
advertised  to  the  world  as  the  leaders  in  higl 
death  rates  from  preventable  disease?  Will  Ten 
nessee  ever  be  able  to  make  a half  decent  shov 
of  preparedness  to  compete  with  other  states  a 
long  as  none  but  one  of  all  the  states  provide 
less  money  than  she  to  be  used  in  fighting  pre 
ventable  disease?  Or  as  long  as  obsolete  law,  iii 
law,  and  lack  of  regard  for  law  intended  to  oper; 
ate  for  the  benefit  of  health  conservation  are  aU 
lowed  to  be  the  order  of  the  day? 

The  truth  is  (God  help  her)  that  Tennessee  i 1 
prepared — fully  prei)ared — to  continue  her  for 
record  with  respect  to  widespread  health-destroy : 
ing  and  life-destroying  disease  which  might  b 
l)revented  to  a large  extent  if  the  state  would  d 
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•er  simple  duty.  Thousands  of  her  rural  homes, 
i'ithout  privies,  without  screened  kitchens  and 
living  quarters,  and  with  polluted  wells  and 
iprings,  are  prepared  to  continue  to  send  their 
|abies  dead  of  infantile  diarrhoea  to  the  grave- 
lards  ; to  furnish  victims  in  plenty  for  the  per- 
!;icious  typhoid  bacillus ; to  send  their  children, 
itetarded  in  physical  and  mental  development  be- 
lause  of  hookworm  disease,  into  poorly  located 
Ind  insanitary  schoolhouses.  Our  unsewered  and 
insanitated  towns  and  cities  are  prepared  to  fur- 
lish  their  full  share  of  conditions  favorable  to 
ihe  continuance  of  Tennessee’s  pitiable  record  of 
jickness  and  death  from  soil-,  water-,  and  insect- 
'orne  disease.  Tennessee’s  cities — and  her  ru- 
al  districts,  too,  for  that  matter — are  abundantly 
Jupplied  with  slums,  plenteous  in  number,  large 
h area,  and  rich  in  the  infections  which  tubercu- 
lize  and  syphilize  great  numbers  of  her  people, 
rennessee’s  swamps  and  ponds  and  stagnant 
lobls,  in  towns  and  in  country,  are  prepared  to 
iurnish  mosquitoes  enough  to  poison  the  world 
vith  malaria,  and  there  are  infected  persons 
nough  among  her  people  to  furnish  all  the  poison 
|iecessary  for  malarializing  the  world  without 
nissing  it  at  all.  Tennessee  is  prepared  with 
Tree  state  institutions  for  the  insane,  all  crowded, 
!.nd  is  apparently  prepared  to  keep  them  crowded. 
Tennessee  is  prepared  with  reformatories  and  in- 
ilustrial  schools  in  which  unfortunate  and  defec- 
■ive  children  are  cared  for,  and  is  prepared, 
hrough  lack  of  provision  for  the  proper  training 
i)f  defectives,  to  keep  going  a constant  proces- 
aon  of  children  into  her  reformatories.  Tennes- 
see is  prepared  with  jails  and  prisons  in  which  she 
:onfines  the  insane  for  whom  there  is  not  room 
ill  her  asylums.  Tennessee  is  prepared  with  an 
lisylum  for  the  blind ; and  well  may  she  be,  when 
^9  of  every  100,000  of  her  population  is  blind,  in 
:'i.vhich  pitiable  record  she  is  surpassed  by  only 
four  states  in  the  Union.  Many  of  Tennessee’s 
•counties  are  prepared  with  “ poorhouses  ” filled 
vvith  beings  which  once  were  human,  in  which 
poorhouses  ” no  self-respecting  hog  would  abide 
hnless  restrained  as  are  the  present  inmates. 
Tennessee  is  prepared  to  exhibit  on  her  statute 
'books  laws  supposed  to  be  in  the  interest  of 
Ibealth  conservation,  which,  for  lack  of  moder- 
nity, can  hardly  be  matched  in  any  part  of  the 
world  into  which  the  light  of  civilization  has  pen- 
jCtrated  for  one  moment  of  time.  Tennessee  is 
prepared  to  defy  any  state  in  the  Union  to  show 


less  regard  than  she  for  the  importance  of  dis- 
ease prevention  and  the  saving  of  human  life,  if 
that  regard  shall  be  measured  by  woful  lack  of 
appropriations  of  public  moneys  to  be  used  in 
fighting  communicable  and  preventable  disease. 
And,  finally,  Tennessee  is  prepared,  right  down  to 
the  last  fine  point  in  preparedness,  to  defy  the 
world,  civilized  and  barbarian,  to  produce  a brand 
of  politics  which  for  pure  “ cussedness  ” and 
progress-choking  tendencies  can  in  any  manner 
justify  its  being  mentioned  in  the  same  week  with 
Tennessee  politics.  Because  of  it  ‘public-health 
interests  must  wait  while  jobs  are  provided  for 
the  faithful  and  while  deals  are  consummated 
which  will  insure  political  supremacy  to  those 
who  are  in  position  to  “ trade.” 

Now ! We  have  gotten  a part  of  the  truth  on 
that  side  of  the  question  out  of  our  system,  and 
we  are  willing  to  take  the  consequences.  Shoot ! 

The  other  side  of  the  picture  will  show  that 
Tennessee  is  prepared  to  challenge  the  world  to 
produce  for  inspection  a country  more  beautiful 
and  resourceful  or  a people  more  deserving  of 
whatever  is  good  than  hers.  Progressiveness  and 
prosperity  equal  to  the  furthest  advanced  and 
most  abundant  she  is  prepared  to  show  in  spots. 
Some  of  her  counties  are  full  of  beautiful  homes 
and  schools  well  located  and  well  sanitated,  and 
the  almshouses  and  jails  in  these  counties  are 
well  appointed  and  are  managed  humanely  and 
efficiently.  The  men  into  whose  charge  the  af- 
fairs of  Tennessee’s  asylums  and  prison^  have 
been  given  have  already  done  much  to  better  mat- 
ters with  respect  to  the  physical  conditions  of 
these  plants  and  with  respect  to  the  treatment  and 
training  of  their  inmates.  The  public-health 
workers  in  the  state  are  struggling  along  as  best 
they  can  with  the  facilities  at  their  disposal  for 
the  promotion  of  the  health  interests  of  the  state. 
At  least  one  of  the  great  political  parties  has  writ- 
ten into  its  platform  a plank  pledging  its  nomi- 
nees to  provide  modern  laws  and  liberal  appropri- 
ations for  the  public-health  agencies  of  the  state. 
Teachers  and  preachers  and  physicians  and  oth- 
ers have  given  a great  deal  of  effort  to  the  cre- 
ation of  a sentiment  favorable  to  the  adoption 
and  application  of  health-saving  measures.  The 
press  of  Tennessee  has  done  valiant  work  for  the 
cause  of  health  conservation.  In  numerous  com- 
munities in  the  state  the  preaching  of  the  gospel 
of  health  has  been  “ as  seed  sown  on  good 
ground,”  and  has  led  to  the  actual  application  of 
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sanitary  measures  which  have  proved  their  effi- 
cacy in  the  control  of  disease  and  in  the  preser- 
vation of  health  and  life.  There  is  yet  reason  to 
hope  that  in  time  Tennessee  will  come  to  realize 
that  no  preparedness  can  exist  which  does  not 
make  the  prevention  of  disease  and  the  care  of 
human  life  its  first  charge.  God  hasten  the  time ! 


MEDICAL  DEFENSE  FOR  ^lEMBERS. 

It  was  made  to  appear  in  statements  made  in 
the  House  of  Delegates  at  the  Knoxville  meeting 
that  if  the  matter  of  medical  defense  were 
more  clearly  presented  and  explained  to  the  mem- 
bers of  the  association,  more  of  them  would  be 
disposed  to  pay  their  assessments  and  avail  them- 
selves of  medical  defense  as  offered  by  the  asso- 
ciation. For  this  reason  the  Journal  will  again 
try  to  explain  the  plan  and  to  present  reasons 
why  every  member  of  the  association  should  pay 
his  medical  defense  fee  and  take  advantage  of  the 
protection  offered. 

Every  member  of  the  Tennessee  State  IMedical 
Association  is  entitled  to  defense  by  the  associ- 
ation in  suits  brought  for  alleged  malpractice,  if 
his  dues  are  paid  and  he  is  in  good  standing, 
upon  the  payment  of  the  annual  assessment  of 
one  dollar.  The  IMedical  Defense  Committee, 
composed  of  Dr.  S.  R.  IMiller,  Knoxville,  chair- 
man; Dr.  Jere  L.  Crook,  Jackson;  and  Dr.  H.  iM. 
Tigert,  Nashville,  is  in  charge  of  this  feature  of 
the  work  of  the  association.  All  money  paid  for 
the  purposes  of  medical  defense  of  members  is 
turned  over  to  this  committee.  The  committee 
has  engaged  the  firm  of  Shields  & Cates,  one  of 
the  strongest  law  firms  in  Tennessee,  as  general 
counsel  to  direct  the  defense  in  all  malpractice 
suits  against  our  members.  Iji  case  damages  are 
awarded  in  any  suit,  the  association  will  not  pay 
such  damages,  the  legal  defense  of  the  suit  being 
the  limit  of  the  responsibility  of  the  association. 
No  suit  will  be  defended  which  has  grown  out  of 
any  transaction  prior  to  the  time  of  payment  of 
the  medical  defense  fee  for  the  year  for  which 
the  fee  was  paid.  In  other  words,  if  a member 
has  i)aid  his  fee  on  June  7 and  is  sued  for  alleged 
malpractice  in  a case  treated  on  May  31,  he  will 
not  be  entitled  to  defense  by  the  association.  No 
member  of  the  association  residing  in  another 
state  than  4'ennessee  will  be  entitled  to  defense, 
nor  will  any  suit  brought  because  of  alleged  mal- 
practice outside  of  Tennessee  be  defended.  The 


association  engages  to  furnish  expert  te.stimony 
and  to  give  its  moral  support  to  the  fullest  ex- 
tent in  every  suit  brought  against  its  members  if 
the  facts  and  circumstances  justify.  The  med- 
ical defense  assessment  of  one  dollar  should  be 
paid  to  the  county  secretary  and  forwarded  by 
him  iiHinediatelv  to  Dr.  S.  R.  Aliller,  Chairman, 
Knoxville.  All  money  sent  to  the  secretary  of 
the  association  is  immediately  forwarded  to  Dr. 
Aliller.  The  names  of  members  wbo  have  paidi 
medical  defense  will  be  published  in  the  Jour- 
nal at  some  time  during  each  year.  Separate 
receipts  will  not  be  sent  to  individual  members, 
but  receipts  are  always  sent  to  county  secreta- 
ries who  have  forwarded  defense  assessments  tc 
the  secretary  of  the  association.  Dr.  iMiller 
stamps  the  official  receipt  of  the  committee  oil 
the  back  of  every"  check  received  by  him  for  the 
committee. 

IMedical  defense  is  offered  to  members  because 
malpractice  suits  have  become  more  and  more 
common  and  because  it  has  been  found  that  near- 
ly all  of  them  are  brought  without  even  a sem- 
blance of  justification.  Other  state  medical  or- 
ganizations than  ours  have  had  experience  of  sev- 
eral years  in  the  operation  of  the  same  plan  oi, 
medical  defense  as  that  which  has  been  adoptee 
by  our  state  society,  and  have  found  that  defensi 
can  be  better  given  and  with  much  less  cost  tc 
individual  physicians  under  this  plan  than  in  am 
other  way".  The  mere  fact  that  the  organizec  . 
profession  is  solidly"  behind  its  members,  with  al 
of  its  resources  to  defend  them  against  unfai 
and  unjustified  prosecution,  operates  powerfull; 
to  discourage  malpractice  suits  without  just  basis 
IMost  physicians  carry  liability  insurance,  fo 
which  they  must  pay  from  $15  to  $40  each  year 
They"  get  no  better  legal  advice  when  sued  thai 
they  can  get  from  the  counsel  of  the  associatior 
and  have  no  more  assurance  of  winning  in  th 
courts — not  as  much,  in  fact — than  if  their  casei  i 
defended  by  tbe  association.  It  is  true  that  they  ar 
protected  against  damages  to  the  extent  of  $5,00 
or  so  by  insurance  companies,  but  it  is  a rar 
thing  indeed  for  a malirractice  suit  to  be  won  b 
the  plaintiff  against  a doctor  of  the  right  son 
iMany"  of  our  members  have  never  had  to  defeir 
a suit  aud  will  probably  never  be  called  upon  tl 
defend  one,  but  none  can  tell  where  the  lightnin 
is  going  to  strike  in  these  days  when  the  brins,’ 
ing  of  maliiractice  suits  has  come  to  be  a pastim 
of  certain  types  of  men.  And,  besides  that,  it  i 
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a mighty  little  bit  for  one  to  contribute  to  the 
common  cause  of  medicine — this  one  dollar  a 
jyear.  While  it  is  probably  true  that  surgeons  are 
more  liable  to  be  called  upon  to  defend  damage 
suits,  still  it  is  true,  in  the  experience  of  other 
state  organizations,  that  more  suits  have  been 
: brought  against  general  practitioners  in  the 
[smaller  towns  and  in  the  country  than  against 
those  men  in  the  cities  who  do»the  bulk  of  the 
surgical  work.  The  fact  has  recently  been 
l^brought  out  in  California  that  more  than  ten  per 
|t:ent  of  the  members  of  the  society  of  that  state 
I have  had  malpractice  suits  brought  against  them. 
I Several  of  our  county  societies  have  adopted 
' the  plan  of  making  the  medical  defense  assess- 
' ment  a part  of  the  annual  dues  required  from 
their  members,  and  so  every  member  of  such  so- 
I :ieties  is  entitled  to  defense  by  the  state  associ- 
ition. 


FROM  ONE  THING  TO  ANOTHER. 

A little  more  than  a year  ago  the  sale  and  man- 
tfacture  of  vodka  was  prohibited  in  Russia  by 
lecree  of  the  Czar.  It  seems  that  the  benefits 
Eat  have  accrued  from  this  prohibition  are  con- 
siderable— nay,  wonderful — in  extent  and  in 
tromise  for  permanent  better  things  for  this 
great  nation.  We  read  that  far  larger  numbers 
ire  at  work,  and  at  work  every  day,  than  ever 
jtefore ; that  day  laborers  are  receiving  greatly 
Increased  wages;  that  savings  deposits  have 
jrown  in  a remarkable  way ; that  better  food  is 
laten  and  better  clothing  worn  than  ever  before ; 

- ^hat  farming  implements  are  being  bought  and 
; ised  to  a far  greater  extent ; that  crime  has  de- 
> ::reased  more  than  sixty  per  cent,  imprisonment 
I jeventy-two  per  cent,  and  the  suicide  rate  enor- 
! nously ; that  fire  damage  has  fallen  ofif  nearly 

jialf ; that  hospitals  which  formerly  were  over- 
1 Towded  are  now  not  nearly  filled  to  normal  ca- 
’ )acity. 

. But  the  death  rate  from  drunkenness  has  iii- 
r eased  enormously ! The  slaves  to  vodka  have 

■ 5mply  transferred  their  allegiance,  and  now  pay 
ribute  to  other  poisons  which  dull  their  senses 

- ,nd  temporarily  drive  away  their  cares,  finally  to 
|ebauch  and  destroy  their  bodies  and  souls. 

■ I From  one  thing  to  another  ! There  is,  and  has 
dways  been,  an  army  of  weaklings  and  degen- 
rates  who,  when  deprived  of  their  possible  in- 
lulgence  in  one  dissipation,  will  take  to  another. 


Will  it  always  continue  ? Or  will  ever  mankind 
be  “ bred  up  ” to  where  all  will  be  strong  to  re- 
sist ? 


THE  FAMILY  HISTORY. 

Recently,  Dr.  [Martin  H.  Fischer,  of  Cincin- 
nati, while  delivering  a lecture  on  nephritis,  was 
asked  how  he  explained  the  etiological  role  of 
zvorry  in  the  causation  of  that  disease.  He  an- 
swered that  he  didn’t  believe  that  this  was  a 
cause,  and  went  on  to  explain  that  when  we  are 
in  doubt  about  the  cause  of  any  disease  we  fall 
back  on  what  he  was  pleased  to  call  the  “ old 
guard  ” — viz.,  hard  work,  worry,  mental  strain, 
etc.  These  terms  have  been  copied  from  one 
textbook  to  another  for  so  long  that  unless  we 
really  stop  and  think,  we  are  h3'pnotized  into  be- 
lieving that  they  really  apply. 

The  same  condition  exists  in  regard  to  the  fam- 
ily history.  There  is  no  excuse  for  a family  his- 
tory other  than  that  by  this  extra  precaution  we 
may  run  across  a disease  that  is  hereditary.  And 
the  question  is  pertinent  here : “ What  is  defi- 
nitely knozvii  about  heredity  beyond  what  [Men- 
del’s experiments  proved  ? ” The  assumption  that 
chromosomes  are  the  carriers  of  hereditary  ten- 
dencies is  only  borne  out  by  observations  on  in- 
sects and  some  vertebrates.  We  are  not  quite 
sure  yet  of  the  number  of  chromosomes  in  the 
human  cell.  No  one  can  hold  with  any  definite- 
ness that  the  diseases  the  family  history  is  often 
aimed  at — cancer  and  tuberculosis — are  remotely 
hereditary.  So  what  if  the  patient’s  father  and 
mother  both  died  of  cancer,  the  question  that 
arises  in  the  diagnostician’s  mind  in  the  individ- 
ual case  is : “ What  is  the  matter  with  this  pa- 
tient?” Isn’t  it  far  more  important  to  know 
whether  the  patient  has  been  living  in  the  same 
house  with  a consumptive  or  not,  be  he  brother 
or  friend,  than  to  know  that  his  sister,  whom  he 
hasn’t  seen  for  ten  years,  died  last  month  of  tu- 
berculosis ? In  other  words,  has  the  patient  been 
unduly  exposed  to  the  causative  agent  ? 

From  the  standpoint  of  importance  in  the  in- 
dividual case  the  family  history  should  have  never 
occupied  the  beginning  of  the  history.  To  hear  a 
patient’s  complaint  and  then  ask  him  if  his  fa- 
ther and  mother  are  living  and  well  is  logically 
absurd  and  diagnostically  unimportant. 

While  we  are  paying  a little  heed  to  the  fam- 
ily history,  let  us  give  more  attention  to  the  pa- 
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tient’s  story  of  his  illness.  Skillful  questioning 
to  dispel  irrelevancies  in  the  patient’s  narrative, 
being  careful  not  to  make  leading  queries,  is  nec- 
essary to  arrive  at  a true  statement  of  the  case ; 
but  always  listen  to  the  story — it  will  save  many 
diagnoses. 


HAT  ON  AND  READY  TO  GO. 

Did  ever  you  go  to  a big  city  where  were  the 
headquarters  of  a concern,  in  which  you  thought 
you  had  an  interest  and  of  which  you  had  been 
led  to  think  you  were  a part,  and  call  to  pay  your 
respects  and  make  expression  of  your  interest  in 
things  and  your  willingness  to  do  your  part  to 
help? 

We  have.  And  when  the  “ main  squeeze  ” had 
us  held  out  of  his  office  long  enough  to  allow 
him  to  put  on  his  coat  and  hat,  get  his  cane,  put  a 
package  under  his  arm,  shut  his  desk,  and  take  his 
stand  near  the  door,  meeting  us  with  a sort  of  a 
“ Well-what-is-it  ? ” air,  we  lost  most  of  our  in- 
terest in  the  organization  he  is  supposed  to  rep- 
resent. That’s  all. 


THE  A.  M.  A.  AT  DETROIT. 

A great  outpouring  of  physicians  from  many 
states  and  insular  possessions  of  the  U.  S.  A. 
and  from  Canada  was  present  at  the  meeting  of 
the  American  Medical  Association  at  Detroit.  The 
four  or  five  days  of  the  meeting  were  crowded 
with  interest  for  those  in  attendance.  Tennessee 
was  well  represented  with  physicians  from  sixteen 
of  our  counties.  Drs.  Jere  L.  Crook  and  S.  R. 
Miller  were  in  the  House  of  Delegates  as  rep- 
resentatives of  the  Tennessee  State  Medical  As- 
sociation. 

The  reports  of  committees  appointed  by  the 
1915  House  of  Delegates  to  study  various  sub- 
jects of  major  importance  to  the  profession  and 
to  the  public  were  amazingly  complete,  and 
showed  an  immense  amount  of  work  as  having 
been  unselfishly  done  hy  the  men  who  com- 
piled them.  These  reports  are  jmhlished  in  the 
journal  A.  M.  A.,  and  should  be  carefully  stud- 
ied by  every  doctor  in  the  land. 

Dr.  Charles  H.  Mayo  was  made  president-elect, 
and  New  York  was  chosen  as  the  next  place  of 
meeting. 


THE  WINE  OF  CARDUI  SUIT. 

After  a long-drawn-out  and  immensely  ex- 
pensive lawsuit,  a jury  in  a Federal  court  at 
Chicago  returned  a verdict  assessing  damages 
of  one  cent  against  the  Journal  of  the  American 
Medical  Association  and  in  favor  of  the  mak- 
ers of  Wine  of  Cardui,  the  plaintiffs  in  the  cause. 
Our  readers  are  familiar  with  the  basic  facts 
which  brought  about  the  action  at  law,  and  these 
need  not  be  stated  here.  We  are  informed  that 
the  officers  of  the  A.  ]\I.  A.  consider  the  outcome 
of  the  trial  at  Chicago  a victory  for  their  side. 
Perhaps  it  is,  though  many  of  us  would  be  far 
better  satisfied  had  no  damages  been  awarded. 
One  thing  stands  out  most  apparent  to  those 
who  kept  up  with  the  record  of  the  case — the 
patent-medicine  fellows  had  some  mighty  shrewd 
lawyers. 
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Are  you  a doctor?  Fight  cardui ! 


Apropos  of  commencement  week,  what  has  be- 
come of  the  man  who  took  the  medal  in  our  class: 


Tennessee  was  well  represented  at  the  Detroit 
meeting  of  the  A.  i\I.  A.  Fifty-two  of  oui 
members  were  registered. 


If  the  people  of  Tennessee  could  select,  as  wel 
as  elect,  their  representatives  in  the  state  Legisla 
ture  and  in  Congress,  we  might  get  somewheri 
after  a while. 


A friend  of  ours  contends  that  the  greatest  ab 
dominal  surgeon  was  an  Irishman,  O’Mentuir 
He  also  states  that  there  was  a great  astronome 
of  the  same  nationality,  O’Rion. 


There  is  a very  decided  tendency  upon  the  pai 
of  men  in  charge  of  the  affairs  of  large  organize 
tions  to  boost  the  “ big  uns  ” and  smother  t'll 
“ little  uns.”  It’s  tiresome. 


A verdict  for  one  cent  damages  was  give 
against  the  Journal  of  the  American  Medical  .A: 
sociation  in  the  suit  brought  by  the  Chattanoog 
Medicine  Company,  makers  of  “ Wine  of  Ca 
dui.” 
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j Dr.  W.  D.  Haggard,  Nashville,  was  honored 
f election  as  chairman  of  the  Section  on  Surgery 
f the  A.  ]\I.  A.  at  the  Detroit  meeting.  He  was 
bntinued  as  a member  of  the  Council  on  IMedical 
ducation. 


For  the  first  time  in  its  history  the  Tennessee 
tate  Medical  Association  has  more  than  1,500 
:imes  of  members  on  its  roster.  There  are  still 
considerable  number  who  w'ere  in  last  year  that 
kve  not  been  enrolled  for  1916. 


The  next  examination  of  applicants  for  ap- 
fintment  to  the  IMedical  Corps  of  the  navy  will 
b held  at  various  places  on  August  7.  Full  in- 
prmation  may  be  obtained  from  the  Surgeon 
eneral  of  the  Navy,  Navy  Department,  Wash- 
gton. 


Have  you  done  anything  at  all  to  help  make 
)ur  county  society  better  than  it  was  last  year? 
re  you  going  to  do  anything?  The  year  is 
early  half  gone.  Get  busy  and  do  your  part, 
ou  have  a part  to  do  if  you  perform  your  sim- 
e duty. 


I “ What  do  I get  out  of  it  ? ” Who  said  doc- 
ks are  poor  financiers?  Try  to  get  a thousand 
,f  them  to  do  a reasonable  part  for  just  any  old 
jOrthy  movement,  and  see  how  many  of  them 
ill  come  through  with  the  question  at  the  begin- 
ng  of  this  paragraph  ?■ 


A letter  from  Dr.  O.  H.  Williams,  Savannah, 
[iforms  us  that  the  Hardin  County  Medical  So- 
ety,  with  sixteen  members,  will  soon  ask  for  af- 
jliation  with  the  Tennessee  State  Medical  Asso- 
ation.  The  society  and  its  individual  members 
ill  be  received  with  open  arms  and  a heartfelt 
.'elcome. 

f 


1 Dr.  F.  B.  Reagor,  Shelbyville,  has  returned 
.'om  Rochester,  Minn.,  where  he  underwent  an 
operation  at  the  Mayo  Clinic  for  the  removal  of 
I kidney  stone  which  had  given  him  serious  trou- 
lle  for  some  time.  Dr.  Reagor  spent  some  time 
t study  at  the  great  clinic  after  he  had  recov- 
;ed  from  the  effects  of  his  operation. 


f j Dr.  Martin  H.  Fischer,  who  electrified  his  au- 
I ience  at  the  annual  meeting  at  Knoxville,  deliv- 
I red  an  address  before  the  Symposium  Club  at 


Nashville  on  June  2.  The  entire  Nashville  pro- 
fession and  that  of  counties  adjacent  to  Davidson 
were  invited  to  hear  Dr.  Fischer,  and  a large 
crowd  was  present  to  enjoy  his  address. 


Dr.  A.  W.  Harris,  Nashville,  attended  the  De- 
troit meeting  of  the  A.  M.  A.  and  then  went  to 
the  meeting  of  the  Alienists  and  Neurologists  of 
America  at  Chicago,  having  been  appointed  by 
Governor  Rye  as  a delegate  from  Tennessee  to 
the  meeting  of  the  last-named  body.  Dr.  Harris 
spent  two  weeks  in  Philadelphia  studying  in  the 
nervous  wards  of  the  Philadelphia  hospitals. 

This  thing  of  tickling  under  the  chin,  patting 
on  the  back,  and  bulling  with  pretty  talk  has  gone 
too  far  in  some  quarters.  A good  old-fashioned 
“ cussin’  ” and  a few  swift  kicks  are  badly  needed 
instead.  Too  many  swell  up  and  strut  around 
indefinitely  after  they  have  been  sweetened  with 
pats  and  nice  talk,  and  do  nothing  in  the  end.  If 
they  had  a few  bars  of  the  devil  f railed  out  of 
’em,  they  might  pout  and  fume  a while,  but  would 
“ come  through  ” at  last. 


When  the  discussion  is  opened,  we  hear,  “ I 
enjoyed  the  paper  very  much,”  etc. ; or,  “ The  so- 
ciety is  to  be  congratulated  upon  the  presenta- 
tion of  such  a splendid  paper,”  etc. ; or,  “ I wish 
to  thank  the  doctor  for  his  paper,”  etc. ; but, 
above  all,  this  one,  “ I didn’t  hear  the  doctor’s 
paper,  but,”  etc.,  etc.,  and  then  talk  a week  on 
something  entirely  beside  the  question.  As  a pan- 
acea for  the  above  bromides  we  recommend  this : 
Have  something  to  say,  say  it,  and  sit  down. 

A young  man  using  various  names — among 
them  “ L.  D.  Grant,”  “ H.  E.  Peters,”  “ R.  A. 
Douglas,”  and  “ F.  C.  Schneider  ” — is  traveling 
through  the  country  fraudulently  soliciting  or- 
ders and  collecting  money  for  subscriptions  to 
medical  journals  and  medical  books.  He  gives  a 
receipt  to  his  victims  bearing  the  heading  of  some 
society  or  association,  and  represents  himself  as 
a student  who  is  trying  to  pay  his  way  through 
college  out  of  the  money  he  can  earn  as  a sales- 
man of  medical  works.  W.  B.  Saunders  Com- 
pany, which  firm  he  fraudulently  claims  to  rep- 
resent, asks  the  Journal  to  warn  its  readers  to 
be  on  the  lookout  for  this  swindler. 

Dr.  Robert  T.  Morris,  in  his  book,  “ Doctors 
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vs.  Folks.”  says;  “Avoid  criticism  of  colleagues 
in  private  conversation,  and  save  critical  energy 
for  the  medical  meeting.”  This  reminds  ns  that 
it  sometimes  happens  that  the  men  who  may  op- 
pose each  other  most  violently  on  the  floor  of  a 
society  meeting  may  still  be  friends.  In  the  in- 
tenseness of  the  discussion  of  a scientific  prin- 
ciple heat  may  be  exhibited,  for  friction  always 
generates  heat,  you  know ; but  the  discerning 
mind  can  always  tell  the  difference  between  per- 
sonal animosity  and  professional  jealousy  and 
the  honest  difference  of  opinion  on  a scientific 
problem.  4 he  fellow  who  Sits  next  to  you  and 
urges  yon  to  get  up  and  give  the  speaker  the  devil 
is  often  the  one  who  reaches  for  his  hammer 
when  the  meeting  adjourns. 


The  number  of  medical  schools  in  the  United 
States  has  been  reduced  from  166  in  1904  to  95 
in  1915 13  per  cent;  and  the  number  of  stu- 

dents enrolled  dropped  from  5.747  to  3,536  m the 
same  period.  In  the  state  of  Ohio  last  year  four- 
teen different  medical  cults  asked  for  separate 
boards  of  examiners  to  test  their  qualifications  to 
practice.  The  various  hospitals  of  the  country 
are  clamoring  for  internes  this  year.  Pretty 
soon  we  shall  hear  the  urgent  call  of  the  rural 
communities  for  a doctor.  Still  a fifth  medical 
year  is  in  immediate  prospect.  A special  one- 
year-in-college  course  is  required  for  admission 
in  medical  schools,  and  Tennessee  has  not  a half 
dozen  counties  in  the  state  that  have  a four-year 
high  school.  The  medical  profession  may  yet  be 
its  own  undoing  in  its  sudden  and  reactionary 
regulation  of  itself.  Why  not  regulate  the  other 
fellow  for  a while?  G. 

SOCIETY  PROCEEDINGS 


HENDERSON  COUNTY. 

The  Henderson  County  Medical  Society,  one 
of  the  strongest  organizations  in  the  state,  had  its 
fifth  annual  outing  at  Hinson  Springs  in  June. 
These  yearly  outings  of  this  society  have  come 
to  be  considered  as  largely  instrumental  in  the 
success  of  the  medical  organization  of  Henderson 
County,  d'hey  are  characterized  by  their  lack  of 
formality,  a general  spirit  of  everybody-have-a- 
good-time-and-forget-all-your-troubles,  a fine 
old-fashioned  barbecue,  and  a scientific  meeting. 
A number  of  guests  from  various  points  in  the 


state  are  always  on  hand  and  glad  to  be  then 
At  the  recent  outing  Drs.  A.  B.  Dancy  and  Air 
brose  McCoy,  Jackson;  J.  Hugh  Carter  and  W 
L.  Howard,  Alemphis : H.  i\I.  Tigert,  J.  F.  Ga 
lagher,  and  E.  iM.  Sanders,  Nashville,  were  cor 
tributors  to  the  scientific  program. 

Since  Henderson  County  has  constantly  mail 
tained  a strong  membership  in  a going  societ; 
the  Journal  would  commend  their  plan  of  hole 
ing  a yearly  all-day  outing  to  the  other  county  S( 
cieties  of  the  state  as  entirely  worthy  of  emul; 
tion. 


McNAIRY  AND  HARDIN  COUNTY. 
TENN.,  AND  ALCORN  COUNTY. 
MISS. 

A joint  session  of  the  medical  societies  of  M 
Nairy  and  Hardin  Counties  and  the  society  < 
Alcorn  County,  iMiss.,  was  held  at  Shiloh  N 
tional  Park  on  Thursday,  iMay  25.  After  tl 
usual  formalities  attending  a meeting  of  tb 
nature,  a scientific  program  was  presented, 
which  various  members  of  the  profession  of  tl 
three  counties  contributed.  It  was  decided 
make  this  meeting  of  the  three  county  medic 
societies  an  annual  affair,  and  organization  w 
perfected  to  that  end. 

The  Journal  takes  pleasure  in  publishing, 
the  request  of  the  gentlemen  who  were  presei 
the  following  address  delivered  by  i\Ir.  DeLo' 
Rice,  secretary  of  the  Board  of  Commissione 
of  the  Shiloh  National  Park,  in  welcoming  t 
physicians  to  the  park  for  the  purpose  of  holdi 
their  meeting ; 

Ladies  and  Genflemcn: 

Whatever  we  may  owe  to  men  of  the  other  great  p 
fessions,  we  owe  more  to  the  doctor  than  to  any  otli 
His  profession  is  one  of  the  oldest.  Like  literature,  : 
and  music,  it  reaches  back  to  the  days  of  myths  and 
hies. 

Fifteen  hundred  years  before  Christ,  Esculapius  ' 
ceived  the  first  shadowy  science  of  medicine  from  C 
ron  and  practiced  healing  among  the  demigods  of 
tiejuity  who  rode  upon  the  winds  and  waves  and  clou 
From  the  crude  knowledge,  though  wondrous  wisdc 
of  Hippocrates  and  Galen  has  grown  the  marvelous  : 
ence  in  which  you  gentlemen  are  workers  to-day.  1 < 
centuries  the  march  of  that  science  was  slow,  and  ot 
lines  of  progress  outstripped  it  and  left  it  in  compa 
tive  darkness. 

Raphael  stood  on  the  highest  eminence  of  art  ;• 
painted  pictures  which  to-day  have  no  rivals  in  the  i 
leries  of  earth,  four  hundred  years  before  the  siir  | 
cause  of  yellow  fever  was  discovered.  From  the  pen 
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Shakespeare  all  literature  slopes  downward  into  the  two 
etertiities,  yet  he  had  slept  in  the  tomb  four  years  when 
Harvey  announced  the  discovery  of  the  circulation  of 
blood.  The  matchless  brain  of  the  supreme  poet,  which 
gathered  all  nature  into  its  throbbing  folds,  never  knew 
that  the  blood  which  nurtured  it  was  a flowing  stream, 
never  knew  that  the  heart  was  a bubbling  fountain  and 
the  pulse  a crimson  current. 

But  your  great  men  of  research  have  opened  the  gates 
of  darkness,  and  you  are  solving  the  mysteries  of  life 
and  death.  By  the  merciful  touch  of  the  anaesthetic  you 
have  made  a painless  pathway  to  the  vitals  of  man,  and 
by  the  use  of  antiseptics  you  have  all  but  vanquished 
infection.  In  the  antitoxins  you  have  harnessed  cor- 
ruption and  made  it  produce  incorruption.  You  have 
uncovered  the  astounding  fact  that  house  flies  kill  more 
children  in  a single  year  than  were  slain  in  all  the  In- 
dian massacres  of  pioneer  days.  You  have  convicted  the 
mosquito'  of  a million  murders.  Tetanus,  diphtheria, 
and  smallpox  are  weak'  and  fleeing  fugitives  before  your 
skill.  You  are  close  to  the  hidden  lairs  of  tuberculosis 
and  cancer ; and  who  knows  but  that,  in  the  long  march 
of  time,  you  will  scourge  all  the  imps  of  disease  from 
the  human  blood  and  leave  the  body  to  ripen  with  age 
and  fall  to  its  destiny  of  dust  like  some  perfect  fruit 
that  receives  its  finishing  kiss  from  the  sun  and  parts 
from  the  twig  of  life?  Long  may  you  live  to  make  us 
live  long!  You  are  the  first  and  the  last  friend,  for  you 
are  at  the  sunrise  and  the  sunset  of  every  life. 

As  men  of  science,  I greet  you";  as  benefactors  of  the 
race,  I greet  you ; as  friends  and  neighbors,  I welcome 
you. 
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ENDEMIC  • DISEASES  OF  THE  SOUTHERN 
STATES.  By  William  H.  Deaderick,  M.D..  and 
Loyd  Thompson,  M.D.  W.  B.  Saunders  Company, 
Philadelphia,  1916. 

This  excellent  treatise  on  certain  diseases  found 
rather  extensively  in  the  South,  but  by  no  means  lim- 
ited to  our  section  of  the  country,  comes  at  an  oppor- 
tune time.  Discussion  is  limited  to  malaria,  blackwater 
fever,  pellagra,  amebic  dysentery,  and  hookworm  dis- 
ease, with  short  chapters  on  other  forms  of  intestinal 
parasites.  Yellow  fever  and  other  conditions  not  en- 
demic, but  which  may  at  times  visit  us,  are  not  in- 
cluded. All  of  the  'five  main  topics  are  treated  in  a 
rather  exhaustive  manner,  not  omitting  very  interesting 
remarks  on  their  history ; and  on  every  phase  the  liter- 
ature, foreign  and  domestic,  has  been  thoroughly  stud- 
ied and  the  sources  cited.  It  is  pleasing  to  note  that 
every  subject  is  approached  with  an  open  mind,  and  no 
efforts  ar6  made  to  establish  personal  theories.  The 
difficulties  both  in  diagnosis  and  treatment  are  not  min- 
imized. 

An  especially  valuable  feature  of  the  book  is  the  at- 
tention paid  to  preventive  measures.  A careful  reading 
of  these  chapters  will  not  only  teach  the  methods  -of 
preventing  these  diseases,  but  will  serve  to  quicken  pro- 
fessional conscience  on  preventive  measures  in  general. 


The  literary  style  is  good,  and  the  illustrations  illus- 
trate. 

It  is  of  interest  that  at  least  one  of  the  authors.  Dr. 
Deaderick,  is  a Tennessee  boy  and  educated  at  one  of 
our  medical  schools.  W.  H.  Y . 


RULES  FOR  RECOVERY  FROM  TUBERCULOSIS. 

By  Lawrason  Brown,  M.D.,  Saranac  Lake,  N.  Y.  Lea 

& Febiger,  Philadelphia,  1916.  Cloth.  $1.25. 

This  little  book  is  written  for  the  layman,  either  a 
victim  of  tuberculosis  of  the  lungs  or  one  interested  in 
the  prevention  and  cure  of  this  widespread  scourge  of 
mankind. 

Medicinal  therapeutics  is  very  properly  avoided  ; only  a 
very  short  reference  is  made  to  specific  tuberculin  treat- 
ment, in  which  the  views  expressed  are  somewhat  un- 
dertoned, but  fair  to  both  sides  of  the  question,  and  not 
far  from  correct. 

The  author’s  chief  concern  is  to  so  train  and  instruct 
the  uninformed  consumptive  in  matters  of  a personal 
nature -as  to  enable  him  to  intelligently  “avoid  hlun- 
ders  ’’  which  so  often  bring  disaster.  This  monograph 
is  brimful  of  the  best  that  is  known,  and  should  be  in 
the  hands  of  every  consumptive  in  the  land. 

The  book  cannot  be  too  strongly  indorsed.  C.  -A.  R. 


SURGICAL  AND  GYN^EiCOLOGICAL  NURSING. 
By  Edward  Mason  Parker,  M.D.,  and  Scott  Dudley 
Breckenridge,  M.D.,  respectively.  Surgeon  and  Gynae- 
cologist to  Providence  Hospital,  Washington.  J.  B. 
Lippincott  Company,  Philadelphia. 

This  is  a most  complete  and  practical  work,  which 
will  be  thoroughly  appreciated  by  all  competent  surgi- 
cal nurses.  Fine  judgment  has  been  exercised  in  the 
make-up  of  the  book,  only  such  matter  as  is  necessary 
for  consideration  by  nurses  who  would  be  thorough 
having  been  presented,  and  presented  in  a way  that  puts 
emphasis  where  emphasis  should  be ; at  the  same  time 
minute  details  are  not  at  all  neglected.  This  is  really  a 
textbook  for  nurses. 

THE  CLINICS  OF  JOHN  B.  MURPHY.  Vol.  V., 
No.  3.  June,  1916.  W.  B.  Saunders  Company,  Phil- 
adelphia. 

Out  of  the  abundance  of  material  which  is  his  to 
command.  Dr.  Murphy  is  always  able  to  select  instruc- 
tive cases,  and,  through  his  great  skill  as  a teacher,  to 
present  them  in  a most  impressive  and  helpful  man- 
ner. This  number  of  the  Clinics  is  of  special  value  be- 
cause of  the  varied  subjects  presented.  Twq  cases  of 
cancer  of  the  rectum,  treated  by  Knaske  ablation,  are 
of  much  interest. 


COLLECTED  PAPERS  OF  THE  MAYO  CLINIC. 
1915.  Vol.  VII.  W.  B.  Saunders  Company,  Phila- 
delphia, 1916.  Cloth,  $6. 

It  would  be  hard  to  find  a compilation  of  scientific 
information  on  so  many  important  subjects  of  present 
interest  which  would  in  any  way  measure  up  to  Volume 
VII.  of  the  Collected  Papers  of  the  Mayo  Clinic.  Con- 
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ditions  rare  and  common,  simple  and  complex,  apparent 
and  obscure ; etiology  and  pathology,  diagnosis  and  dif- 
ferentiation, treatment  and  prognosis,  surgery  and  med- 
icine, Roentgenology  and  electric  therapeusis,  blood 
pressure  and  anaesthesia — anything  and  everything  are 
instructively  treated  somewhere  in  this  collection  of 
thoroughly  scientific  papers  by  the  master  workers  who 
labor  together  in  the  great  Mayo  Clinic.  Surgeon,  in- 
ternist, ophthalmologist,  aurist,  rhinologist,  laboratory 
man,  X-ray  man,  anaesthetist — every  kind  and  type  of 
worker  in  medicine  will  find  “ something  to  chew  on  ” 
in  this  book. 

When  one  endeavors  to  select  outstanding  features 
of  this  volume  for  special  mention,  he  finds  it  impossi- 
ble to  make  selections,  for  the  reason  that  every  paper 
is  a real  contribution  to  the  literature  of  the  day. 


DISEASES  OF  THE  DIGESTIVE  TRACT  AND 
THEIR  TREATMENT.  By  A.  Everett  Austin, 
M.D.,  Tufts  College.  C.  V.  Alosby  Company,  St. 
Louis,  1916. 

This  is  a good  book  from  the  author’s  preface  on 
through.  It  is  not  intended  as  an  encyclopedia,  and 


hence  has  a great  deal  left  out  which  we  find  jammed 
and  crowded  into  some  other  books  by  authors  who  do 
not  seem  to  realize  the  utter  futility  of  trying  to  tell  it 
all.  Dr.  Austin  is  not  afraid  to  cut  out  what  is  not 
proven,  even  though  it  be  something  which  in  late  years 
has  been  voluminously  discussed  by  multitudinous  writ- 
ers and  talkers.  Intekinal  stasis  as  an  entity  and  resec- 
tion of  the  colon  receive  mighty  little  attention  by  this 
author.  His  own  methods  are  given  prominence,  but 
there  is  no  tiresome  “ hobby-riding.”  The  chapter  on 
“ Examination  of  the  Patient  ” is  a strong  chapter,  as  is 
that  which  follows  on  “ Physical  ^Methods  of  Examina- 
tion of  the  Digestive  Tract.”  Dr.  Austin,  with  other 
gastroenterologists,  continues  to  recognize  certain  symp- 
tom groups  as  disease  entities  which  many  thinkers  long 
ago  began  to  look  upon  as  merely  parts  of  the  whole 
picture  of  more  thoroughly  established  disease  condi- 
tions. 


The  United  States  Public  Health  Service  found 
seventy-eight  per  cent  of  the  rural  hoines  in  a 
certain  county  unprovided  with  sanitary  conven- 
iences of  any  kind. 


STATEMENT 

In  compliance  with  an  order  of  the  Post  Office  Department  passed  on  August 
24,  1912,  we  publish  below  data  required  in  Section  467,  1-2,  2,  3,  4,  and  5 : 

Statement  of  the  Ownership,  Management,  Circulation,  Etc.,  of  the 
Journal  of  the  Tennessee  State  Medical  Association, 

Pithlislicd  Monthly  at  Nashville,  Tennessee. 

(Required  by  the  Act  of  August  24,  1912.) 

Note.' — This  statement  is  to  be  made  in  duplicate,  both  copies  to  be  delivered 
to  the  postmaster,  who  will  send  one  copy  to  the  Third  Assistant  Postmaster- 
General  (Division  of  Classification),  Washington,  D.  C.,  and  retain  the  other  in 


the  files  of  the  post  office. 

NAME  OF  • POST-OFFICE  ADDRESS 

Editor — Olin  West,  M.D. Nashville,  Tenn. 

^Managing  Editor — as  above Nashville,  Tenn. 

Business  Managers — Editor Nashville,  Tenn. 

Publishers — klcQuiddy  Printing  Company Nashville,  Tenn. 


Owners  (if  a corporation,  give  names  and  addresses  of  stockholders  holding 
one  per  cent  or  more  of  the  total  amount  of  stock) — Tennessee  State  Medical 
Association,  Nashville,  Tenn. 

Known  bondholders,  mortgages,  and  other  security  holders  holding  one  per 
cent  or'  more  of  total  amount  of  bonds,  mortgages,  or  other  securities — none. 

Average  number  of  copies  of  each  issue  of  this  publication  sold  or  distributed, 
through  the  mails  or  otherwise,  to  paid  subscribers  during  the  six  months  preced- 
ing the  date  of  this  statement.  (This  information  is  required  from  daily  news- 
papers only.)  Olin  West,  Secretary-Editor. 

Sworn  to  and  subscribed  before  me,  this  8th  day  of  July,  1916. 

F.  B.  Blair,  Notary  Public. 

My  commission  expires,  1919. 

Form.  Seal. 


THE  JOURNAL 


OF  THE 

Tennessee  St  A te  Medical  Associ a tion 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  OF  TENNESSEE 

ISSUED  MONTHLY,  under  Direction  of  the  Trustees 


OLIN  WEST,  M.  D.,  Editor  and  Secretary  J.  F.  GALLAGHER,  M.D.,  Associate  Editor 

, OFFICE  OF  PUBLICATION;  306  First  National  Bldg,  NASHVILLE,  TENNESSEE 

I Volume  IX.  * NASHVILLE,  TENN.,  AUGUST,  1916  Number  4 


f 


THE  SIGNIFICANCE  OF  RETINAL 
CHANGES  IN  CARDIORENAL- 
VASCULAR  DISEASE.* 


’’[Iy  F.  Phinizy  Calhoun,  A.B.,  M.D.,  F.A.C.S., 
ji  Atlanta,  Ga. 

f li  

' II 

1(1  j It  is  an  acknowledged  and  admitted  fact  that 
I uggestive,  even  definite,  changes  take  place  in 
he  retina  and  its  vessels  indicative  of  cardio-vas- 
& ular  disease.  To-day,  with  our  more  exact 
jnethods  of  laboratory  examinations  and  diagno- 
U lis  in  renal-vascular  diseases,  together  with  the 
lioutine,  yet  careful,  examination  of  the  eye 
i>  bounds,  we  are  permitted  to  detect  early  changes 
|i  in  the  kidney  and  arterial  system.  These  changes 
tan  be  arrested  in  a large  proportion  of  cases 
J jvhen  properly  and  rationally  treated, 
i!  !i  It  is  not  within  the  province  of  this  paper  to 
! iliscuss  the  relationship  of  chronic  nephritis  with 
f irteriosderosis,  for  my  personal  views  would  be 
. ')f  no  value  unless  substantiated  by  facts.  How- 
Aer,  Bulson,  writing  on  a similar  subject,  giv- 
ng  as  his  authority  several  well-known  writers, 
jitates  that  it  is  an  accepted  opinion  that  a 
Tronic  nephritis  is  due  to  a local  form  of  a gen- 
Inal  arteriosclerosis,  and  should  not  be  considered 
IS  a disease  per  se  of  the  kidney.  Also  the  eye 
changes,  which  will  later  be  described,  are  simi- 
ar  to  those  which  take  place  in  the  kidney;  for 
he  toxic  substances  of  the  blood  are  brought  into 
Ultimate  contact  with  a terminal  system  of  ves- 
sels, and  “ the  evils  of  obstructed  circulation  can- 
jiot  be  everted  by  collaterals.”  Osier  mentions 
hat  there  may  be  advanced  sclerotic  changes  in 
|:he  arteries  of  the  head,  heart,  and  kidneys  with- 
out changes,  in  the  palpable  vessels,  and  the  ret- 


. ‘Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
jAssociation  at  Knoxville,  April,  1916. 


inal  arteries  are  the  most  important  blood  ves- 
sels in  which  changes  may  be  noted.  While  it  is 
true  that  changes  in  the  retinal  vessels  may  be 
manifest  in  any  type  of  arteriosclerosis,  they  are 
particularly  likely  to  be  present  in  cerebral  arte- 
riosclerosis, or  they  presuppose  a similar  state  in 
the  cerebral  arteries,  but  not  necessarily  the  re- 
verse (Knapp).  Yet  even  in  this  type,  as  Brun- 
ner points  out,  we  must  realize  the  limitations  in 
the  value  of  our  findings  and  recognize  the  fact 
that  certain  reservations  must  be  placed  upon  the 
interpretations  of  the  ophthalmological  examina- 
tion. 

In  certain  cases  of  early  or  suggestive  arterial 
changes  in  the  retina  we  are  not  able  to  detect 
by  examination  other  evidences  of  cardio-vascu- 
lar  changes;  yet  if  such  cases  are  carefully 
watched,  certain  positive  symptoms  will  later  de- 
velop. An  interesting  case  which  I have  had  the 
opportunity  of  following  well  illustrates  this 
point.  John  H.,  aged  twenty,  a college  student 
with  marked  athletic  tendencies,  had  consulted 
me  on  account  of  attacks  of  transient  blindness 
and  occasional  headaches.  My  examination  was 
entirely  negative,  except  that  I detected  an  un- 
due intensity  of  the  yellowish  lines  seen  on  reti- 
nal arteries,  especially  of  those  vessels  in  the  left 
eye  emerging  from  the  nerve.  Although  similar 
changes  are  also  seen  in  normal  eyes,  my  atten- 
tion was  so  directed  to  these  that  a note  was 
made  on  the  history.  Finding  no  positive  cause 
for  his  complaint,  I referred  the  patient  to  his 
family  physician,  a very  careful  internist,  for  a 
general  physical  examination,  who  reported  that 
he  was  apparently  normal  and  exceptionally  well 
developed.  He  returned  to  his  studies  at  an  East- 
ern university  and  became  actively  engaged  in 
athletics,  later  becoming  a ’varsity  oarsman. 
Two  years  later  he  entered  the  University  of 
Georgia,  and  was  active  in  football,  when  one 
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evening  after  a hard  “ work  out  ” he  noticed 
that  he  was  blind  in  the  left  eye,  and  I saw  him 
again  the  following  day.  There  was  found  a 
typical  picture  of  endarteritis  obliterans  of  the 
central  artery  of  the  retina  (so-called  “embol- 
ism ”).  A physical  examination  disclosed  a 
blood  pressure  of  178  m.m  Hg.,  and  a greatly  di- 
lated heart ; yet  all  the  other  organs  and  labora- 
tory examinations,  including  a Wassermann, 
were  negative.  Absolute  rest  in  bed  for  eight 
weeks  brought  his  blood  pressure  to  within  nor- 
mal limits  and  his  heart  to  a correct  size  and  po- 
sition. Unfortunately,  though  not  unexpectedly, 
the  eye  developed  the  usual  atropic  change  in  the 
optic  nerve,  and  complete  and  permanent  blind- 
ness ensued. 

The  changes  which  are  noted  in  the  eye  may  he 
classified,  for  the  sake  of  convenience,  into  (1) 
suggestive  and  (2)  positive;  and  of  the  latter 
type  we  recognize  (a)  early  and  (b)  late  pic- 
tures. 

Of  the  suggestive  signs,  an  undue  tortuosity 
of  the  retinal  arteries,  especially  of  the  second  or 
third  branches,  is  noted ; an  unevenness  in  the 
caliber  and  an  increased  distinctness  in  the  light 
streak  of  the  vessels  are  the  most  prominent 
changes.  These  changes  are,  however,  only  sug- 
gestive ; for  tortuous  vessels  are  sometimes  seen 
in  normal  eyes  of  normal  individuals,  and  should 
not  be  considered  alone,  but  in  association  with  the 
other  signs,  such  as  constrictions  of  and  altera- 
tions in  the  vessel  wall,  giving  it  a yellow  streak, 
which  in  late  well-developed  cases  are  called 
“ silver-wire  arteries.” 

In  regard  to  the  early  positive  signs,  there  are 
the  corkscrew  arterial  twigs  running  from  the 
disc,  or  of  those  branches  in  or  near  the  macula 
region ; the  veinous  compression  or  indentation 
caused  by  the  crossing  of  a sclerotic  artery,  which 
has  been  compared  to  a small  metal  rod  laid 
across  a rubber  tubing ; also  a beaded  appearance 
of  the  artery,  with  its  sacculation  or  ampulliform 
dilatation,  which  in  reality  are  aneurysms ; the 
narrowing  of  the  arteries  to  such  an  extent  that 
in  marked  cases  it  will  cause  optic  atrophy  and 
finally  changes  in  the  color  of  the  arteries ; and 
the  so-called  “ silver-wire  arteries,”  due  to  de- 
generative hyaloid  and  fibroid  changes  in  the  ves- 
sel walls.  A slight  blurring  of  the  optic  disc,  ac- 
companying any  or  all  of  the  above-mentioned 
changes,  is  not  uncommon. 

As  a result  of  these  various  changes  in  the 


vessel  walls  or  of  the  toxic  substances  in  the 
blood,  hemorrhages  develop  into  the  retinal  tis- 
sue. Small  flamelike  hemorrhages  need  not  be  I 
late  manifestations  of  an  early  arteriosclerosis 
if  I may  so  express  it.  These  hemorrhages  dc 
not  occur  at  the  actual  area  of  the  diseased  ves- 
sel or  where  the  vessel  is  thickest,  but  at  some 
unthickened  spot  or  in  the  capillaries  where  the 
wall  is  incapable  of  much  thickening;  and  it  i; 
elue  to  the  damming  back  of  the  blood,  togethei 
with  an  increased  pressure.  In  addition  to  the 
early  changes  noted,  there  may  be  one  or  more 
yellowish  spots  in  the  retina,  indicative  of  an  ab 
sorbed  hemorrhage,  or  a true  inflammatory  exu 
date. 

When  late  ophthalmoscopic  signs  of  cardio 
renal-vascular  disease  are  detected,  usually  then 
are  already  other  cardinal  symptoms  presen 
which  makes  the  diagnosis  more  certain.  It  i 
not  uncommon  to  see  in  these  late' manifestation 
a neuro-retinitis,  along  with  large  areas  of  ret 
inal  exudates  and  hemorrhages,  with  additiona 
sclerotic  changes  of  the  retinal  arteries,  accom 
panied  by  a thrombophlebitis.  It  is,  therefore! 
in  the  suggestive  or  early  positive  stage  where  : 
careful  ophthalmological  examination  is  mos 
helpful  to  the  patient  and  internist.  It  is  i: 
these  cases  where  one  most  expert  in  the  us 
of  the  ophthalmoscope  can  detect  changes,  where 
as  in  the  late  well-developed  pathological  fundu  ^ 
any  untrained  eye  can  readily  see  the  picture. 

In  the  attacks. of  acute  nephritis  where  the  ey 
grounds  show  changes,  there  is  the  usual  sudde 
onset  of  retinal  exudates  and  the  accompanyin 
bad  sight,  probably  due  to  the  malignant  an 
fulminative  type  of  toxaemia.'  Unfortunately,  i 
the  prodromal  stage  of  acute  nephritis,  eyes  ai 
rarely  exaitiined  except  by  accident ; howeve 
when  seen,  they  often  reveal  the  same  fundi 
picture,  except  the  arteriosclerotic  changes,  i 
those  developing  in  the  slower  forms  of  nephriti 

Symptoms. 

The  symptomatology  in  the  early  cases  whic 
we  have  described  may  be  wanting.  Eye  changt 
are  most  often  detected  in  the  routine  fundi  | 
examinations  of  the  ophthalmologist  in  cases  w^  I 
have  consulted  him  for  an  adjustment  of  glass<1l  ! 
for  distance  or  .near.  Headaches  may  be  tl 
predominant  symptom  which  directs  the  patiei 
to  this  doctor. 

Cases  are  also  referred  bv  the  internist  to  t! 
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)hthalmologist  for  a careful  fundus  and  field 
:aniination  when  he  suspects  cerebral  arterio- 
lerosis,  or  after  his  examination  is  negative ; 
id  it  is  in  these  doubtful  cases  that  the  sugges- 
!ve  or  early  signs  are  first  noted  and  are  of  such 
jnportance. 

Blurred,  foggy,  or  complete  loss  of,  vision, 
|owever,  are  more  positive  subjective  symptoms 
hich  direct  the  patient’s  attention  to  his  eyes, 
'md  we  must  be  mindful  of  the  fact  that  transient 
bscurations  of  yision,  which  are  usually  due  to 
ascular  spasms  of  the  retinal  arteries,  are  often 
ssociated  with  a disease  or  degeneration  of  the 
essel  wall,  and  are  predominant  symptoms  of  an 
bliterative  endarteritis,  and,  if  the  disease  or  its 
luse  is  unchecked,  may  lead  to  sudden  and  per- 
lanent  blindness. 

If  retinal  hemorrhages  develop,  vision  need 
ot  be  affected  unless  the  macular  region  is  in- 
volved; and  even  in  the  late  or  more  positive  fun- 
us  changes  the  effect  upon  vision  will  depend 
ntirely  upon  the  extent  and  location  of  the  exu- 
ates  or  hemorrhages.  Lesions  near  the  macu- 
i or  detachments  of  the  retina  result  in  marked 
npairment  of  vision. 

While  it  is  not  strictly  pertinent  to  our  sub- 
ject, I feel  that  I would  not  be  amiss  if  a word 
/ere  mentioned  concerning  the  retinal  changes 
Incurring  during  pregnancy.  In  a recent  article 
jy  Herbert  Fisher,  of  England,  on  the  “ Reti- 
ititis  of  Pregnancy,”  he  purposely  omitted  from 
iihe  title,  the  term  “Albuminuria,”  as  he  wished  to 
jjead  his  readers  away  from  the  idea  that  the 
j .cute  retinal  changes  were  the  results  of  kidney 
l|lisorders.  I believe  I quote  correctly  the  mod- 
f‘:rn  views  of  the  obstetricians  in  saying  that  they 
10  longer  explain  the  albuminuria,  eclampsia,  and 
^^omiting  of  pregnancy  as  the  result  of  some 
•nechanical  pressure  on  the  uterus  or  to  some 
:)ther  obscure  reflex  effect  due  to  pregnancy,  but 
|o. certain  toxic  products  in  the  circulation.  In 
‘’act,  this  same  writer  says  that  in  the  retinitis  of 
pregnancy  the  pathology  of  the  retina  is  different 
Torn  that  in  albuminuric  retinitis ; for  in  the  for- 
ner  the  choroid  is  affected,  while  in  the  latter 
:he  changes  are  largely  confined  to  the  retina. 

I While  there  is  no  special  fundus  picture  of  a 
'retinitis  of  pregnancy,  except  possibly  the  vast- 
ness of  the  exudation,  we  find,  in  addition,  hem- 
jorrhages  and  an  oedema,  indicating;  an  acute  tox- 
temia.  Here,  too,  the  effect  upon  sight  will  de- 
:pend  upon  the  severity  of  the  attack,  as  well  as 


the  extent  and  location  of  the  hemorrhage  or  ex- 
udate. 

Significance  of  Retinal  Changes. 

It  is  generally  understood  that  the  diagnosis 
of  many  cases  of  nephritis  is  first  made  by  the 
ophthalmologist,  often  where  there  are  no  other 
evidences  of  the  disease.  Here,  too,  in  begin- 
ning or  general  arteriosclerosis  the  ophthalmo- 
scope gives  us  valuable  information.  As  to  the 
prognostic  significance  of  these  changes,  many 
questions  must  be  considered,  and  most  impor- 
tant is  the  one  whether  or  not  syphilis  is  present 
or  the  underlying  cause.  From  the  observations 
and  writings  of  many  careful  men,  “-vascular 
changes  in  the  retina  due  to  syphilis  have  not 
the  same  serious  general  prognostic  importance 
as  the  corresponding  arteriosclerotic  changes.” 
(Knapp.) 

As  has  been  previously  mentioned,  positive 
arteriosclerotic  changes  in  the  retina  strongly 
suggest  similar  changes  in  the  cerebral  vessels. 

correct  interpretation  would  then  indicate  that 
such  patients  are  liable  to  cerebral  complications, 
such  as  apoplexy,  and  a statistical  study  demon- 
strates that  fact.  Of  44  cases  reported  by  Raehl- 
mann,  there  was  a subsequent  hemorrhage  in  10, 
or  21  per  cent.  Marcus  Gunn  reported  14  cases 
of  intraocular-vascular  disease  in  which  cerebral 
hemorrhage  subsequently  occurred.  The  subse- 
quent history  of  17  cases  of  distinct  retinal  arte- 
riosclerosis were  investigated  by  Geis,  in  which 
were  recorded  17  deaths  from  cerebral  apoplexy 
in  not  later  than  four  years,  and  we  have  all  of  us 
met  with  similar  cases. 

Transient  blindness  occurring  in  cases  with  dis- 
eases of  the  retinal  arteries  offers  interesting 
study,  and  often  it'  is  a forerunner  or  warning  of 
impending  danger  to  one’s  sight.  This  phenom- 
ena is  due  to  a narrowing  or  an  obliteration  of 
the  retinal  arteries,  , producing  retinal  anaemia, 
caused  from  a proliferation  of  the  intima  of  the 
vessel  wall ; and  when  the  obstruction  becomes 
complete,  the  accompanying  blindness  is  usually 
sudden  and  permanent,  depending,  of  course, 
upon  whether  the  attacked  vessel  is  the  central 
artery  of  the  retina  or  a branch.  These  cases  over 
forty  years  of  lage  have  the  same  grave  signifi- 
cance as  visible  arteriosclerosis  and  retinal 
changes,  although  in  younger  people  Knapp  be- 
lieves that  closure  of  the  central  retinal  artery 
has  no  unfavorable  prognostic  significance.  This 
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is  probably  explained  by  the  difiference  in  the 
pathology  of  an  endarteritis  obliterans  and  a peri- 
arteritis. the  younger  individual  having  the  for- 
mer, while  the  older  would  probably  develop 
both. 

These  cases,  however,  should  not  be  confused 
with  the  arterial  spasms  or  closures  which  are  a 
vasomotor  phenomena,  occurring  often  in  epi- 
lepsy, migraine,  eye  strain,  and  autointoxication 
in  otherwise  apparently  normal  eyes. 

In  retinal  arteriosclerosis  there  is  usually  an 
accompanying  increased  blood  pressure,  and 
when  unduly  high  retinal  hemorrhages  occur. 
On  the  contrary,  retinal  hemorrhages  develop 
without  pronounced  arteriosclerotic  changes.  In 
a statistical  study  of  100  cases  by  Foji  and  Ba- 
troff,  in  which  the  relationship  between  retinal 
hemorrhage  and  high  blood  pressure  was  espe- 
cially noted,  they  found  an  excessive  high  blood 
pressure  in  80  per  cent.  The  clinical  diagnosis 
in  these  cases  was : Chronic  interstitial  nephritis, 
40  per  cent ; arteriosclerosis,  27  per  cent and 
chronic  parenchymatous  nephritis,  13  per  cent. 
What  part  arteriosclerosis  plays  in  causing  the 
nephritis,  or  the  reverse,  we  are  not  told  ; and  upon 
this  point  hinges  so  much  of  the  discussion  and 
doubt  from  our  most  careful  clinicians. 

Large  patches  of  exudation  appearing  in  the 
retina,  or  the  arrangement  of  the  exudate  like 
the  spokes  of  a wheel  in  the  region  of  the  macu- 
la, present,  in  fact,  all  the  signs  of  a typical  al- 
buminuric retinitis.  These  changes,  denoting  the 
beginning  of  a profound  systemic  toxaemia,  may 
or  may  not  be  associated  with  an  arteriosclerosis, 
with  the  accompanying  retinal  hemorrhage.  In 
my  experience  such  a combination  brings  about 
an  early  termination,  although  this  may  be 
doubted. 

In  Rogers’  statistics  of  fatal  cases  of  albu- 
minuric retinitis,  based  on  75  cases,  he  noted  that 
the  duration  of  life  increased  with  the  age  of  the 
patient ; and  the  younger  the  patient,  the  worse 
the  prognosis  in  point  of  time.  The  average  du- 
ration was  twelve  months. 

While  alterations  in  the  retinal  veins  frequent''' 
occur,  a thrombosis  is  often  looked  upon  as  bi- 
ing  a local  change ; and,  according  to  Coates,  it 
offers  very  little  information  with  regard  to  the 
prognosis  for  life.  A retinal  hemorrhage  from  a 
thrombosed  vein,  unless  accompanied  by  a well- 
marked  sclerotic  change  in  the  retinal  arteries, 
does  not  offer  real  serious  prognostic  significance. 


In  diabetic  retinitis  my  experience  has  been 
that  the  prognosis  has  been  less  grave  than  that  l 
of  Bright’s  retinitis.  With  the  retinal  hemor-  ' 
rhages  which  frequently  occur,  and  which  are  due 
to  some  pathological  change  in  the  vessel  wall  , 
from  an  excessive  high  blood  pressure,  the  prog- 
nosis is  about  the  same  as  in  case  of  arterio- 
sclerosis. 

In  regard  to  the  prognostic  significance  of  the  : 
retinitis  of  pregnancy,  as  a general  rule,  as  far 
as  life  is  concerned,  it  offers  no  grave  outlook  for  ' 
the  future ; and  the  mortality  after  this  form  of  I 
retinitis  is  much  less  than  in  any  form  of  nephri-  i 
tis.  Nettleship  reported  22  cases  of  retiniti.s  dur- 
ing pregnancy,  of  which  he  knew  of  but  one  that  « 
died  within  two  years.  A chronic  nephritis  mav  n 
subsequently  develop,  although  it  may  have  pre- 
ceded the  pregnancy.  Of  the  8 cases  which  I 
have  observed,  all  were  alive  when  last  heard  , 
from  (the  longest  being  seven  years),  and  in  a i 
fair  state  of  health.  Marked  impairment  in  vi- 
sion, which  usually  remained  permanent,  was  the 
general  rule.  It  has  been  my  custom  to  advise 
the  avoidance  of  future  pregnancies,  as  it  is  the 
common  belief  to  be  one  of  the  safeguards,  not- 
withstanding the  fact  that  several  authorities  re- 
port many  cases  in  which,  with  further  pregnan-  . 
cies,  no  recrudescence  of  the  retinitis  or  nephritis 
occurred. 

Conclusion. 

1.  A careful  inspection  of  the  fundus  of  the 
eye  in  all  cases  should  be  a part  of  the  routine 
examination  by  the  ophthalmologist. 

2.  Slight  changes  in  the  retina  or  its  blood- 
vessel system  are  often  warnings  of  a serious 
renal  or  general  vascular  disease. 

3.  “ Distinct  arteriosclerotic  changes  in  its  ret- 
inal vessels  indicate  a similar  state  in  the  cere- 
bral vessels,  but  not  the  reverse.”  (Knapp.) 

4.  Arteriosclerotic  changes  and  retinal  hemor- 
rhages are  each  indicative  of  an  increased  blood 
pressure. 

5.  Obscuration  in  vision,  associated  with  ret- 
inal arteriosclerosis,  offers  a grave  prognosis  for 
sight. 

6.  Retinal  exudates  occurring  in  a nephritis 
are  of  the  utmost  gravity,  death  usually  occurring 
within  two  years. 

7.  The  retinitis  of  pregnancy  does  not  offer 
the  same  grave  significance  except  for  the  perma- 
nent impairment  of  sight. 

8.  Retinal  changes  due  unquestionably  to  syph- 
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-ilis  do  not  offer  any  very  unfavorable  significance 
j regarding  life. 
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RETRODISPLACEMENTS  OE  THE 
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Report  of  I..ast  One  Hundred  Cases. 


INDICATIONS  AND  CONTRAINDICATIONS  FOR  THE 
EMPLOYMENT  OF  THE  PESSARY,  BARRETT, 

AND  BALDY-WEBSTER  OPERATIONS. 


William  T.  Black,  M.D.,  F.A.C.S., 
Memphis,  Tenn. 


The  uterus,  a freely  movable  organ,  is  found  in 
an  anteflexed  position  in  the  pelvic  cavity,  the 
body  and  fundus  forming  a right  angle  to  the 
vagina.  This  position  is  changeable  to  a limited 
degree  temporarily  by  an  overdistended  bladder, 
constipation,  respiration,  and  other  causes ; but 
this  position  is  the  most  constant  one  under  nor- 
mal conditions.  It  is  kept  in  position  by  a num- 
ber of  causes — viz.,  an  intact  pelvic  floor,  intra- 
abdominal pressure,  other  pelvic  organs,  uterine 
ligaments,  and  by  the  normal  relation  which  the 
uterine  axis  bears  to  the  axis  of  the  vagina.  The 
most  fixed  point  is  at  the  junction  of  the  body 
and  cervix,  where  the  vagina,  utero-sacral  and 
vesical  ligaments,  with  a strong  pelvic  fascia, 
forms  a strong  pelvic  diaphragm.  The  body  and 
fundus  are  very  much  more  movable,  being  kept 
within  certain  limits  by  the  ligaments,  pressure, 
etc. 

The  most  important  structure  in  acting  as  a 
primary  cause  of  retrodisplacements  (in  the 

*Read  at  the  meeting  of  the  Tennessee  State  Medical  Associ- 
ation, Knoxville,  April,  1916. 


woman  who  has  become  a mother)  is  the  giving 
away  of  the  pelvic  floor — a condition  which  al- 
lows the  uterus  to  descend  and  drop  back,  and, 
in  time,  intra-abdominal  pressure,  wdiich  is  ex- 
erted against  the  uterus  in  an  abnormal  manner. 
Instead  of  the  pressure  being  exerted  against  the 
posterior  surface  of  the  uterus,  it  presses  against 
the  top,  and  finally  against  the  anterior  surface, 
pushing  it  further  backward  and  downward, 
overcoming  the  round  ligaments  which  act  as 
guy  ropes  in  holding  the  uterus  forw'ard.  It  has 
been  proven  by  Noble,  by  experimentation,  that 
when  the  pelvic  floor  is  lacerated,  the  uterus  can 
only  withstand  just  one-third  as  much  pressure 
as  wlien  it  is  intact.  Various  other  factors — such 
as  displacements  of  other  pelvic  structures,  a re- 
laxed abdominal  wall,  cervical  lacerations,  sub- 
involution of  the  uterus,  uterine  and  adnexal 
diseases,  etc. — play  their  respective  parts  in  back- 
ward displacements. 

It  is  variously  estimated  that  from  one-fourth 
to  one-third  of  all  women  have  backward  dis- 
placements of  the  uterus ; some  are  congenital, 
while  others  are  due  to  various  pathological  con- 
ditions. After  the  menopause,  the  atrophied 
uterus  is  found  retroverted. 

How  can  this  condition  be  relieved?  A great 
many  displacements  are  discovered  accidentally 
when  examining  for  other  pelvic  lesions,  and  are 
not  producing  symptoms  or  trouble,  therefore  re- 
quire no  treatment. 

Treatment  is  divided  into  the  operative  and  the 
■ use  of  the  pessary. 

The  pessary  is  beneficial  in  recent  primary 
cases.  In  primary  displacements  of  long  dura- 
tion it  should  be  used  only  when  the  patient  re- 
fuses operation  or  when  for  some  reason  you 
consider  her  a poor  surgical  risk.  In  displace- 
ments following  labors,  abortions,  and  miscar- 
riages, without  other  pelvic  lesions,  the  pessary  is 
very  useful  for  the  relief  of  symptoms  and  for 
the  cure  of  the  conditions.  During  the  first  three 
and  a half  or  four  months  of  pregnancy  (in  a 
retrodisplaced  uterus)  it  holds  the  uterus  up  un- 
til the  pregnant  uterus  passes  beyond  the  pelvic 
brim,  and  prevents  it  from  becoming  incarcerated 
in  the  backward  position,  and  producing  a mis- 
carriage. 

The  proper  treatment  of  a long-standing  retro- 
displacement,  producing  symptoms,  is  necessarily 
surgical.  The  fact  that  we  have  over  fifty  dif- 
ferent named  operations  for  the  correction  of  this 
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lesion  assures  one  that  there  must  be  failures  fol- 
lowing each  type  of  operation. 

I wish  to  report  the  last  one  hundred  cases 
(until  October,  1915)  wdiich  I have  operated 
upon,  and  then  make  remarks  regarding  individ- 
ual cases  in  which  I have  had  failures  or  noticed 
something  of  importance.  The  report  is  made 
because  of  failures  and  because  I believe  I have 
found  out  in  certain  cases  why  I have  failed  to 
obtain  the  desired  result,  and  not  because  of  any 
unusual  results.  The  report  includes  both  pri- 
mary and  secondary  displacements : 


Oper- 


No. 

Case 

Age  Pri.  Sec.  Null.  Mult. 

. ation  Result 

1 

Mrs.  G. 

35  Yes 

1 

Barrett  Good 

2 

Miss  H. 

20  Yes 

Single 

Barrett  Good 

3 

Mrs.  S.. 

29  Yes 

2 

Barrett  Good 

4 

Mrs.  J. 

? Yes 

2 

Barrett  Good 

5 

Mrs.  M. 

30  Yes 

5 

Barrett  Good 

6 

Mrs.  P. 

28  Yes 

1 

Barrett  Unknown 

7 

Mrs.  McM.  22  Yes 

Yes 

Barrett  Good 

One  child  since 

8 

Mrs.  C. 

26  Yes 

Yes 

Barrett  Good 

Two  children  since 

9 

Mrs.  H. 

23 

Yes  Yes 

(Retroversion  followed 

Dudley’s  operation  for 
anteflexion,  relieved 
later  by  a Barrett.) 

Good 

10 

Mrs.  Wh 

29  Yes 

1 

Barrett  Good 

11 

Miss  W. 

18  Yes 

Single 

Alexander- Adams 

Good 

12 

35 

27  Yes. 

Yes 

Alexander  (internal) 

Unknown 

13 

36 

35  Yes 

6 

Barrett  Good 

14 

37 

34  Yes 

Yes 

Barrett  Good 

15 

42 

28  Yes 

3 

Barrett  Good 

16 

51 

25  Yes 

Single 

(Ventro  - suspension  10 
years  ago.  Operated  a 
few  years  later,  found 
ligaments  3 ins.  long. 
Unknown  Unknown 

17 

73 

22  Yes 

1 

Barrett  Good 

18 

90 

27 

Yes  Yes 

(Double  Salp.  Lft.  Ov. 
Ligaments  shortened;  1 
y^ar  later  supra  vag. 
hysterectomy  and  rt. 
ovariotomy)  Unknown 

19 

91 

37 

Yes  2 

Double  S.O.  (Lig.  Post.) 

Unknown 

20 

102 

26  Yes 

Yes 

Barrett  Good 

21 

104 

33  Yes 

6 

Baldy-Webster  Good 

22 

108 

33  Yes 

5 

Baldy-Webster  Good 

23 

116 

23  Yes 

3 

B-W  Good 

24 

127 

31 

Yes  4 

Double  S.O.  Supra  Vag. 
Hvst. 

25 

129 

22  Yes 

Single 

B-W  Good 

Married,  one  child 

26 

131 

26  Yes 

Single 

B-W  Good 

27 

135 

30 

Yes  Yes 

B-W  modified  rt.  S.O. 

(}ood 

28 

136 

28  Yes 

Yes 

Double  S.O.  Supra  Vag. 
Hyst. 

29 

146 

30  Yes 

B-W  Good 

30 

149 

45 

Yes  5 

D.S.O.  Lig.  Post. 

31 

159 

22  Yes 

Single 

B-W  Good 

32 

163 

37 

Yes 

Double  S.O.  Supra  Vag. 
Hyst. 

33 

172 

27 

Yes  1 

Lig.  Post.  Rt.  S.O. 

Good 

34 

192 

33 

Yes  7 

Double  S.O.  Supra  Vag. 
Hyst. 

35 

201 

23 

Yes  Yes 

Lig.  Post.  2S,  R.  0. 

Unknown 

36 

218 

21 

Yes  1 

Double  S.O.  Supra  Vag. 
Hyst. 

37 

219 

38  Yes 

7 

B-W  Good 

38 

228 

29  Yes 

2 

B-W  Good 

39 

247 

33  Yes 

2 

Lig.  Post.  Rt.  S. 

Good 

40 

248 

37 

Yes  2 

Lig.  Post.  S.O.  T.B. 

Unknown 

41 

250 

41 

Yes  Yes 

Lig.  Post.  2S.O. 

Good 

42 

253 

3 1 Yes 

3 

B-W  Good 

43 

255 

29  Yes 

2 

B-W  failure,  Supra  Vag. 
1 vear  later  (see  below) 

44 

258 

23  Yes 

1 

B-W  Lft.  S.  Good 

45 

285 

22  Yes 

Single 

B-W  Good 

46 

286 

27  Yes 

Single 

B-W.  Good 

Oper- 

No.  Case  Age  Pri.  Sec.  Null.  Mult,  ation  Result 


47 

288 

25 

Yes 

1 

Lft.  S.O.  Resect.  Rt.  0. 

(Lig.  attached  posteri- 
orly) Unknown 

48 

308 

18 

Yes 

Single 

B-W  Good 

49 

323 

24 

Yes  Yes 

Double  S.O.  (Lig.  Post.) 

Ciood 

50 

324 

25 

Yes 

2 

Lig.  Post.  2S.  Lft.  0. 

Unknown 

51 

331 

31 

Yes 

4 

Lig.  Post.  Lft.  S.O. 

Good  f 

52 

343 

23 

Yes 

Yes 

B-W  Good 

(Until  after  labor) 

(See  below)  | 

53 

362 

33 

Yes 

Single 

B-W  Good 

54 

378 

28 

Yes 

3 

Double  S.O.  Supra  Vag. 
Hyst.  * 

55 

414 

39 

Yes 

Yes 

B-W  (Pseudocyesis)  *, 

Good 

56 

424 

24 

Yes 

Yes 

B-W  Ciood 

57 

434 

23 

Yes 

1 

B-W  Good  j 1 

58 

439 

33 

Yes 

2 

B-W  Good 

59 

445 

37 

Yes 

5 

Double  S.O.  Supra  Vag. 
Hyst.  h 

60 

453  . 

37 

Yes 

2 

B-W  Good  f' 

61 

468 

53 

Yes 

10 

B-W.  Good  i i 

62 

473 

23 

Yes 

1 

Lig.  Post.  Double  S.O.'i, 
Unknown  If 
R.  S.  Rt.  0.  (4  months”^ 

63 

489 

24 

Yes 

2 

later,  U.  retroverted) 
Webster  L.  side,  R.  L.i^ 
Post.;  L.  0.  cystic.!' 
(Ovariotomy,  Supra  Vag.ft 
Hyst.)  1; 

64 

496 

25 

Yes 

2 

B-W  Good  p 

65 

511 

23 

Yes 

1 

B-W  Good  y. 

66 

521 

22 

Yes 

Yes 

B-W  Good  J 

67 

529 

19 

Yes  Single 

Double  S.O.  Supra  Vag.i 
Hyst.  [: 

68 

533 

42 

Yes 

2 

B-W  Good  y 

69 

535 

52 

Yes 

6 

B-W  Good  i 

70 

538 

23 

Yes 

Single 

B-W  Lft.  0.  Good  1 

71 

540 

27 

Yes  Yes 

Double  S.O.  Supra  Vag.Y 
Hvst. 

72 

546 

27 

Yes 

1 

B-W  Good  ! 

73 

581 

38 

Yes 

5 

Lig.  Post  Rt.  S.O.  L.l 
side  Webster  modified  ♦ 

Unknown 

74 

587 

56 

Yes 

7 

Lig.  Post.  Rt.  S.  O.  L.U 
side  Webster  modified  li 

75 

590 

22 

Yes 

Yes 

Barrett  (Retro  Position),? 

Fair 

76 

603 

36 

Yes 

2 

Double  S.O.  Supra  Vag.  v 
Hyst.  \\ 

77 

614 

19 

Yes  Single 

Lig.  Post.  Double  S.O.  It 

Good  ^ 

78 

627 

54 

Yes 

3 

Double  S.O.  Supra  Vag.  ti 
Hyst.  f 

79 

631 

27 

Yes 

3 Miss  B-W  Good  fl 

80 

654 

21 

Yes 

1 

Lig.  Post.  Double  S.O.  '* 

81 

659 

30 

Yes 

6 

Barrett  Good  ^ 

82 

661 

37 

Yes 

8 

B-W  Good  r: 

83 

663 

40 

Yes 

2 

Lig.  Post.  Double  S.O.  H 

Good  r 

84 

666 

26 

Yes 

2 

Lig.  Post.  Lft.  S.O.  f 

85 

673 

31 

Yes 

6 

S.O.  Supra  Vag.  Hyst.  { ^ 

86 

681 

36 

Yes 

3 

Barrett  Good  - * 

87 

686 

36 

Yes 

1 

Lig.  Post.  Double  S.O.  i 

88 

689 

36 

Yes  3 Miss 

Lig.  Post.  Double  S.O.  < 

89 

697 

26 

Yes 

3 

Lig.  Post.  Lft.  S.O.  Var-) 
icose  Veins  Good  *' 

90 

698 

34 

Yes 

7 

Lig.  Post.  2S.  R.  O.  ^ 

Unknown  *. 

91 

706 

30 

Yes 

3 

Supra  Vaginal  D.S.O.  f 

92 

730 

39 

Yes 

2 

B-W  Good  y 

93 

737 

34 

Yes 

5 

Lig.  Post.  Lft.  S.O. 

94 

745 

24 

Yes 

2 

Lig.  Post.  Rt.  S.O.  1 

95 

764 

22 

Yes  Yes 

Lig.  Post.  Double  S.O.  { 

96 

769 

34 

Yes 

2 

Lig.  Post.  RT.  S.O.  / 

97 

771 

27 

Yes 

1 

B-W  Good  V 

98 

802 

28 

Yes 

2 

Barrett  Ciood  ^ 

99 

816 

21 

Yes 

1 

Barrett  Good  4 

100 

280 

30 

Yes' 

2 

B-W'  Good  r 

( )f  the  above  numbers,  68  were  primary  and  t 
32  secondary  displacements;  87  were  married  ; 13  ; 
were  single ; 65  were  mothers ; 35  were  sterile ; ■ 
the  average  number  of  children  to  each  mother 
was  3j4. 

Types  op  Operation. 

Barrett 20  ^ 

Ale.xaiuler-Adams  1 

Baldy-Webster  36  f 

Internal  Alexander  1 

Ligaments  fixed  to  po.sterior  portion  of  uterus 27 

Supravaginal  • hysterectomies  1-1 

Operation  unknown  1 
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There  have  been  a few  to  have  children  since 
operation  without  a return  of  the  condition. 

I am  unable  to  give  the  final  results  in  some  of 
these  cases,  owing  to  my  inability  to  hear  from 
I them.  A great  many  have,  however,  been  reex- 
amined, and  the  final  results  of  the  operation  can 
be  given.  I have  reported  as  good  results  a few 
recent  cases  where  the  immediate  result  has  been 
good,  but  the  length  of  time  from  operation  has 
not  been  sufficiently  long  to  justify  makung  a 
^ final  report.  As  this  report  has  been  made,  how- 
i.  ever,  to  try  and  point  out  the  defects  in  judg-. 
ment  and  technic,  and  not  to  extol  any  great 
achievements,  therefore  the  final  results  are  only 
of  value  in  so  far  as  failures  are  concerned. 

There  were  three  failures — two  of  them  in 
I|  a primary  and  one  in  a secondary  displacement — 

: of  which  I shall  speak  later. 

''  In  these  cases  the  appendix  was  removed  in 
I the  majority  of  instances. 

' Hemorrhoidectomy  was  performed  in  three 
cases ; pericolic  membranes  were  resected  in  sev- 
eral ; Lane’s  kink  was  corrected  in  one  or  two  ; 
and  other  abdominal  and  pelvic  lesions  were  cor- 
rected where  possible  and  necessary. 

Perineorrhaphy  was  performed  in  all  primary 
S cases  when  needed. 

I Colporrhaphies,  trachelorrhaphies,  Pozzi  op- 
I erations,  amputation  of  the  cervix,  etc.,  were 
done  when  the  case  demanded  same. 

The  work  done  upon  the  uterus  and  adnexa 
has  been  given  in  the  report. 

It  will  be  observed  from  the  above  report  that 
the  average  age  at  the  time  of  operation  was 
thirty  years..  Four  were  under  twenty  years  of 
age  and  four  over  fifty  years  of  age.  Of  the 
four  under  twenty  years  of  age,  all  were  single. 

Two  (Nos.  67  and  77)  were  for  secondary 
displacements,  and  two  (Nos.  11  and  48)  were 
for  primary.  No.  48  was  operated  by  the  Baldy- 
Webster  method,  and  No.  11  by  the  Alexander- 
Adams.  The  latter  was  the  only  case  in  which 
an  intraperitoneal  exploration  was  not  carried 
out. 

I believe  that  in  carefully  selected  cases  we 
should  perform  the  Alexander  operation  or  a 
modification  of  it  oftener,  so  as  to  lessen  the  dan- 
ger of  some  of  the  things  which  at  times  follow 
the  intraperitoneal  operations.  Of  course  if 
there  are  symptoms  or  a suspicion  of  lesions 
within,  it  should  be  supplanted  by  a laparotomy. 

Of  the  four  over  fifty  years  of  age,  two  (Nos. 


74  and  78)  were  secondary.  Two  (Nos.  61  and 
69)  were  primary.  In  these  two  cases  there  were 
present  rectoceles,  cystoceles,  a cervical  laceration 
in  one  (No.  61)-,  and  a sagging  to  a moderate 
degree  of  the  pelvic  diaphragm.  The  cystoceles 
and  cervical  tears  were  corrected,  and  very  high 
perineorrhaphies  performed  in  each  with  a 
Baldy-Webster.  These  two  cases  have  been  ex- 
amined rather  recently,  and  both  are  in  perfect 
positions,  with  relief  of  symptoms.  I would  not 
advise  such  a procedure  in  more  exaggerated 
cases  of  prolapse,  for  such  would  usually  end  in 
failures. 

In  fourteen  cases,  where  the  tubes  and  ovaries 
were  removed  and  the  uterus  was  found  badly 


diseased  or  there  was  left  a large  denuded  surface 
for  adhesions,  a supravaginal  hysterectomy  was 
performed. 

In  twenty-four  cases,  where  a tube  or  tubes  and 
ovaries  were  removed,  the  round  and  broad  lig- 
aments were  fixed  behind  the  fundus  of  the 
uterus  to  hold  it  forward  and  to  cover  raw  sur- 
faces. 

In  cases  where  the  tube  and  ovary  were  re- 
moved on  one  side  only,  the  ligaments  were 
brought  back,  as  described  above,  on  the  removed 
side,  and  the  other  one  brought  through  the 
broad  ligament,  under  the  ovarian  ligament,  as 
in  doing  a Webster. 

The  first  case  in  which  I had  a failure  was 
case  No.  43  (in  1912)  ; type  of  operation,  Baldy- 
Webster.  The  uterus  in  this  case  was  enlarged 
and  flaccid.  The  uterus  dropped  back  over  the 
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ligamentous  attachment  and  produced  a marked 
retroflexion,  which  was  worse  than  the  original 
trouble.  One  year  later  adhesions  had  formed 
between  the  omentum  and  intestines  with  the 
posterior  attachment  of  the  ligaments  and  linen 


Baldy-Webster  Operation;  Wrong  Technic;  Ligaments  Brought 
Through  Broad  Ligaments  Too  Low. 

thread  which  was  used.  The  uterus  was  badly 
diseased.  A suj^jravaginal  hysterectomy  was  per- 
formed at  the  second  operation. 

The  second  failure  occurred  in  case  No.  52 
(married  four  years,  sterile).  Baldy-Webster 
performed  with  perfect  result.  Patient  became 
pregnant,  two  and  one-half  years  later,  and  was 
conflned  normally ; l)ut  the  uterus  did  not  un- 
dergo involution,  and,  as  a result,  dropped  back 
in  the  original  position.  If  this  case  had  con- 
sulted a physician  and  had  a properly  fitted  pes- 
sary been  worn,  it  would  have  caused  a return 
to  the  normal  size  and  position.  She  contracted 
gonorrhoea  three  months  later,  and  was  operated 
upon  by  another  surgeon. 

The  third  failure  was  No.  63,  in  which  a 
curettement,  perineorrhaphy,  right  salpingectomy, 
and  right  ovariotomy  was  performed  with  a pos- 
terior attachment  of  ligament  on  the  right  side, 
with  a Webster’s  attachment  on  the  left  side. 
The  ovary  became  cystic,  the  uterus  dropped 
backward,  and  adhesions  between  it  and  other 
pelvic  structures  took  place.  A removal  of  the 
remaining  ovary  and  uterus  was  performed  about 
four  and  a half  months  later. 

Case  No.  79,  with  a previous  history  of  an 
abortion,  had  a second  abortion  some  time  after 


a Baldy-Webster.  The  uterus  was  up  until  after 
this  abortion,  but  afterwards  it  dropped  back. 
After  using  a pessary  for  about  four  months,  it 
remained  in  position.  Several  months  later  she 
became  pregnant  again,  and  aborted ; the  uterus 
dropped  back  again.  She  wore  a pessary  for 
three  months.  The  uterus  has  remained  in  posi- 
tion since  (five  months). 

All  of  the  retroversion  operations  are  based 
upon  Alexander’s  work  of  shortening  the  round 
ligaments ; all  have  some  merit,  but  some  are  bet- 
ter than  others.  It  would  be  an  endless  under- 
taking to  discuss  the  majority  of  these  operations, 
but  it  would  not  be  amiss  to  discuss  briefly  the 
operations  most  commonly  performed — viz.,  Bar- 
rett, Baldy-Webster,  Coffey,  Alexander  (modi- 
fied), Gilliam,  ventrofixation  and  ventrosuspen- 
sion.  The  latter  two  operations  have  certain  ob- 
jections and  restrictions  which  are  well  known  to 
all. 

The  Gilliam  is  a popular  operation ; but  I have 
had  the  misfortune  to  operate  upon  a patient  who 
was  operated  upon  by  another  surgeon  a few 
months  before,  in  which  the  Gilliam  was  per- 
formed with  bad  results.  The  intestines  were 
looped  and  adherent  to  the  right  side,  producing 
obstructions.  The  Gilliam,  like  other  operations 


Baldy-Webster  Operation;  Wrong  Technic;  Ligaments  Attached 
Too  Low. 

of  somewhat  similar  technic,  does  make  use  of  . 
the  supposed  strong  portion  of  the  round  liga-j 
ments.  .i- 

The  Coffey  is  not  as  good  as  the  Baldy-Web^ 
ster,  because  the  uterus  pulls  constantly  upon  the, 
ligaments,  which  are  attached  to  the  anterior  sur^' 
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jtface,  instead  of  resting  like  a board  in  a rope  of 
da  swing.  The  Coffey  will  not  elevate  the  ovaries 
jin  cases  of  prolapse  as  well  as  a Baldy-Webster. 


f The  Baldy-Webster  in  carefully  selected  cases 
1 is  a good  operation,  and  I believe  will  give  as 


(No.  5.) 

Baldy-Webster  Operation;  Uterus  Enlarged  and  Ligaments 
Attached  Too  Low,  Allowing  Uterus  to  Topple  Over. 


I good,  if  not  better  results  than  any  other  type 
' of  operation.  The  principal  objection  urged  by 
: some  is  the  use  of  the  supposed-to-be  weak  por- 
!j  tion  of  the  round  ligaments. 

The  failures  which  I had  I believe  preventable 
: by  obserying  the  following  rules : Do  not  at- 
I tach  the  ligaments  too  low  down  behind  the  body 
of  the  uterus  (see  pictures  Nos.  4 and  5)  ; if  you 
i do  (especially  if  the  uterus  is  enlarged),  the 
: uterus  may  topple  over  and  have  a worse  con- 
i dition  present  than  the  original. 

' Do  not  use  the  Baldy-Webster  in  an  enlarged, 
soft,  flabby  uterus.  Attach  your  ligaments  high 
to  the  posterior  surface  of  the  uterus  ; but,  before 
doing  so,  do  not  puncture  the  broad  ligament  too 
low  (see  picture  No.  3)  ; if  you  do,  you  will 
have  them  pulling  the  fundus  and  body  backward. 

Polak  has  given  some  of  the  contraindications 
for  the  Baldy-Webster.  Other  operations,  espe- 
cially the  Barrett,  are  better  where  you  have  a 
sagging  of  the  anterior  and  posterior  vaginal 
walls,  the  bladder  and  urethra — a slight  giving 
away  of  the  pelvic  diaphragm. 

Cut  your  sutures  close,  if  linen  or  silk  is  used 
in  the  Baldy-Webster,  to  prevent  adhesions  of  the 
intestines  and  omentum.  In  a normal  size  uterus, 
without  prolapse,  properly  performed,  the  Baldy- 
Webster  is  ideal. 

You  will  notice  from  the  report  of.  cases  that 
for  a long  time  I performed  the  Barrett  exclu- 
sively, later  the  Baldy-Webster  exclusively;  but 


in  the  more  recently  operated  you  will  find  that 
they  are  almost  equally  divided.  This  change  has 
been  brought  about  by  more  experience  and  judg- 
ment in  the  selection  of  cases  for  certain  types  of 
operations. 

If  any  of  my  Barretts  have  failed,  I am  not 
aware  of  them.  In  cases  with  a slight  vaginal 
prolapse,  a long  ligament,  or  if  the  uterus  is  en- 
larged, soft,  and  flabby,  a Barrett  is  tbe  best  op- 
eration, in  my  judgment.  In  performing  a Bar- 
rett, where  the  ligaments  are  too  short,  the  uterus 
might  be  brought  up  in  contact  with  the  peri- 
toneum, and  have  a ligament  formed  which  could 
cause  an  obstruction,  as  in  a fixation  or  suspen- 
sion operation. 

In  conclusion,  I would  advise  the  more  fre- 
quent examination  of  women  after  labors,  mis- 
carriages, and  abortions,  and  the  more  frequent 
use  of  the  pessary  in  proper  cases. 

Undoubtedly  a great  many  retrodisplacements 
following  abortions,  miscarriages,  and  labors  can 
be  prevented  by  repairing  lacerations ; but  in 
those  cases  without  lacerations  and  pelvic  inflam- 
mation the  use  of  the  pessary  will  correct  and 
prevent  future  trouble  and  operations. 

I believe  there  is  some  good  in  all  of  the  vari- 
ous types  of  operations  devised  for  the  correction 


With  Above  Results. 

of  the  uterus,  some,  however,  having  dangers  and 
not  so  good  as  others.  The  Webster  or  Baldy- 
Webster  is  an  ideal  operation  with  the  objections 
above  enumerated  ruled  out.  The  Barrett,  or 
sometimes  called  the  “ Mayo,”  is  useful  in  the 
majority  of  cases,  and  the  Alexander- Adams  in 
a very  few  carefully  selected  cases. 
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DISCUSSION  ON  THE  PAPER  OF 
DR.  BLACK. 

Dr.  W.  F.  Clary,  Memphis  : This  question  of  retro- 
displacements  of  the  uterus  confronts  us  all,  and  we 
see  a large  number  of  them  in  women  who  have  borne 
children  and  who  suffer  with  lacerations. 

There  is  one  point  which  was  brought  out  by  Dr. 
Black  which  I wish  to  dwell  upon  a little  further — that 
in  a great  many  of  these  cases,  if  the  laceration  is  re- 
paired, the  ligaments  regain  their  proper  tone  without 
any  intra-abdominal  operation.  Weakness  of  the  pelvic 
floor  keeps  the  patient  nervous.  She  has  lack  of  appe- 
tite and  sleeplessness ; she  gets  into  a run-down  condi- 
tion; but  when  these  repairs  are  made,  very  frequently 
patients  recover  without  any  intra-abdominal  operation. 

The  operation  which  Dr.  Black  has  done  is  undoubt- 
edly the  correct  one  for  the  class  of  cases  he  has  de- 
scribed. Such  an  operation  is  much  more  preferable 
than  the  old  process  of  attaching  the  uterus  firmly  to 
the  abdominal  wall.  The  ligaments  should  be  shortened 
and  attached  to  the  uterus  in  the  way  Dr.  Black  has  re- 
ferred to. 

Dr.  Robert  Caldwell,  Nashville : This  is  an  interest- 
ing paper  that  Dr,  Black  has  given  us,  and  the  subject 
is  one  that  always  elicits  considerable  discussion ; and 
as  he  has  suggested  in  his  paper  with  reference  to  the 
Webster-Baldy  operation,  theoretically  it  is  wrong,  be- 
cause it  utilizes  the  anterior  or  the  weaker  portion  of 
the  round  ligaments.  I think  here  some  of  our  theories 
are  disproven  by  practice,  and  the  Webster-Baldy  pro- 
cedure has  proven  to  be  a most  satisfactory  procedure 
in  a large  per  cent  of  cases  of  the  condition  that  the 
essayist  has  described. 

Personally,  I have  done  the  Webster-Baldy  operation 
with  success  in  complete  procidentia  in  young  women — 
that  is,  women  still  in  the  childbearing  period.  We  do 
not  see  these  cases  often.  I recall  having  had  one  case 
five  years  ago  of  a woman,  thirty  years  of  age,  who 
had  considerable  laceration  with  complete  procidentia. 
With  repair  of  the  pelvic  floor  and  the  Webster-Baldy 
operation,  she  has  had  complete  relief  for  five  years ; 
so  that  I think  in  the  more  aggravated  forms  of  con- 
dition the  Doctor  speaks  of — namely,  procidentia  in 
young  women  in  the  childbearing  age — the  operation  he 
has  described  is  justified.  I do  not  mean  to  say  that  we. 
will  cure  all  these  cases  of  procidentia  by  the  MTbster- 
Baldy  operation,  but  we  will  cure  a sufficient  number  of 
them  to  justify  an  attempt  to  cure  them  by  this  method. 

After  the  childbearing  period  I would  not  attempt 
the  Webster-Baldy  operation  ; but  I rise  particularly  to 
say  a word  or  two  with  reference  to  the  practical  side 
of  the  Webster-Baldy  operation  and  to  say  that  in  my 
hands  it  has  been  satisfactory,  and  some  of  the  points 
of  failure  brought  out  by  Dr.  Black  are  excellent  and 
are  well  taken.  I think  that  some  of  our  failures  will 
be  due  to  errors  in  technic  rather  than  to  the  operation 
itself. 

Dr.  W.  T.  Black,  Memphis  (closing)  : With  refer- 
ence to  the  remarks  of  Dr.  Caldwell,  I have  only  done 
the  Webster-Baldy  operation  for  procidentia  once,  and 
that  was  in  a young  woman.  I did  it  because  she  re- 


fused to  have  anything  further  done.  As  a rule,  that 
operation  will  not  hold  up  the  uterus  in  cases  of  proci- 
dentia. The  point  I want  to  make  is  that  this  Baldy 
operation  is  very  7uuch  lauded  by  some  and  by  others 
condemned.  I think  it  requires  considerable  judgment 
in  selecting  the  cases  for  the  Baldy  operation ; and  if  it 
is  performed  properly,  it  is  successful,  and  is  an  ideal  ] 
operation  in  the  majority  of  cases. 

It  was  my  desire  also  to  bring  out  the  point  of  the 
more  frequent  use  of  the  pessary.  That  is  a thing  we 
have  overlooked.  It  was  used  a great  deal  formerly, 
but  in  the  last  few  years  it  has  not  been  used  so  much. 

I am  using  the  pessary  more  and  more  all  the  time,  and 
I believe  lots  of  good  can  be  done  with  it  in  these  cases 
of  recent  standing. 


TUMORS  OF  THE  FEMALE  BREAST.* 


By  J.  L.  ]\IcGehee,  Jr,,  j\LD.,  F.A.C.S., 

Professor  of  Operative  Surgery',  College  of  I^Iedicine. 
University  of  Tennessee. 

^lemphis,  Tenn. 


A discussion  of  tumors  of  the  female  breast^j 
necessarily  implies  a discussion  of  one  of  theft' 
great  problems  confronting  us  to-day — viz.,  the^:. 
cancer  problem.  ||| 

I wish  to  take  up  that  phase  which  every  onetf'i 
believes  at  this  time  to  be  the  most  important  oneji' 
pertaining  to  the  cancer  question — precancerous  J 
conditions,  their  earlier  recognition  and  subjec-^  | 
tion  to  operative  procedure.  1 

If  we  are  going  to  operate  only  on  cases  of  1 
cancer  of  the  breast  which  can  be  diagnosed  clin-> 
ically,  then  we  shall  never  get  very  much  better  ' ' 
results  than  were  secured  twenty-five  or  thirty'/ 
years  ago.  y ‘ 

Murphy,  as  late  as  February,  1916,  states  that ' 

“ the  ultimate  mortality  of  cancer  of  the  breast  j 
is  just  as  bad  to-day  as  it  was  thirty-five  years]|ij 
ago,  if  not  worse  than  it  was  then.”  \ ■ 

The  solution  of  the  problem  and  relief  does!  ' 
not  lie  in  improvement  in  operative  technic.  Itr  ' 
seems  that  in  the  light  of  present  knowledge  we.  ’ 
have  attained  to  the  e plus  ultra  technically,  when!  < 
we  consider  the  modern  operation.  ^ i 

A resume  of  the  development  of  the  operation 
from  the  time  of  the  elder  Gross  and  liis  con-, 
temporary,  Agnew,  to  the  present  time  ot  the 
operation  of  klurphy,  Halsted,  Willie  kleyer,  and  '' 
Styles,  would  be  of  historical  interest,  but  would'  'i 
take  us  too  far  afield.  From  such  a resume,  howy. 
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ever,  we  would  glean  the  melancholy  fact  that 
with  improvement  in  technic — an  improvement 
based  on  anatomical  and  pathological  knowl- 
edge— there  has  been  no  corresponding  improve- 
ment in  the  ultimate  mortality  statistics,  because 
the  improved  operation  has  not  changed  the  char- 
acter of  the  disease. 

i Where,  then,  are  we  to  seek  the  solution  of  the 
problem  and  ultimately  hope  for  relief  ? 

Our  hope  for  the  future  lies  in  the  education 
of  women  and  the  profession  for  earlier  diagno- 
'i  sis  and  earlier  surgical  attack.  Bloodgood,  in  a 
preliminary  report  before  the  Western  Surgical 
Association,  in  December,  1915,  stated  that,  “ as 
a result  of  the  propaganda  for  education,  the  sta- 
tistics of  the  Johns  Hopkins  Hospital  were  so 
favorable  that  it  seems  almost  just  to  state  that 
,|  education  of  women  and  the  profession  can  cure 
cancer  of  the  breast.” 

; The  cjuestion  of  educating  the  public  in  prophy- 
lactic measures  imposes  a grave  responsibility 
i on  our  profession.  We  should  recognize  it  as  a 
i most  fertile  field  for  service. 

Specifically,  women  should  be  taught  to  regard 
all  tumors  or  lumps  in  the  breast  as  potential 
cancers. 

They  should  be  taught  to  look  with  suspicion 
I on  all  soreness  or  irritating  discharges  from  the 
nipple. 

They  should  know  that  cancer  of  the  breast 
continues  to  reap  a colossal  mortality. 

They  should  have  indelibly  impressed  on  their 
minds  the  fact  that  their  only  hope  lies  in  oper- 
ative procedure,  and  that  the  iime  of  the  opera- 
tion, rather  than  the  extent  of  the  operation,  con- 
trols the  result. 

They  should  be  taught  that  at  the  first  warn- 
ing that  something  is  wrong  in  the  mammary 
gland  to  consult  the  physician — the  physician  who 
will  give  prompt  diagnosis  rather  than  treatment. 
Teach  her  that  it  is  diagnosis  she  wants  first, 
above  everything  else. 

Impress  her  with  the  tragedy  of  procrastina- 
tion. 

Of  equal  importance  as  the  education  of 
women  is  the  education  of  their  physicians  in  the 
early  recognition  of  these  lesions  and  in  the  im- 
portance of  taking  positive,  action  toward  cure 
while  the  lesion  is  still  in  the  initial  stage. 

I must  say  frankly  that  the  blame  for  delay  by 
no  means  rests  entirely  with  the  people ; for  it  is 
surprising  what  a large  number  of  these  cases 


come  seeking  relief  weeks,  months,  and  some- 
times a year  or  two  after  having  consulted  a 
physician,  who.  not  recognizing  the  warning 
signs,  did  not  advise  that  a diagnosis  be  made, 
but  dismissed  the  unfortunate  victim  with  a pre- 
scription for  a liniment  or  a plaster  and  the  com- 
forting advice  that  everything  would  come  all 
right  in  time. 

This  delay,  I believe,  is  due  to  a lack  of  well- 
grounded,  definite  ideas  on  the  part  of  the  physi- 
cian as  to  the  ultimate  termination  of  lesions  of 
the  female  breast. 

What  are  the  early  warning  signs  which  should 
arouse  the  woman  to  go  posthaste  seeking  ad- 
vice of  her  physician  ? Pain ; lump  ; hardened 
areas,  diffuse  or  ill  defined ; discharge — serous, 
bloody,  or  milky ; and  eczema  about  the  nipple. 

Retraction  of  the  nipple,  dimpling  of  the  skin, 
glandular  induration  and  ulceration — all  late  or 
comparatively  late  signs  of  malignancy — render 
the  diagnosis  certain,  and  the  prognosis  also. 

Allow  me  to  briefly  consider  the  diagnostic  sig- 
nificance of  these  early  warning  signs.  Pain  does 
not  speak  for  cancer.  Cancer  rarely  gives  any 
pain  during  the  first  year  of  its  existence.  I wish 
to  impress  upon  you  that  fact  and  to  emphasize  it 
as  strongly  as  possible,  because  nearly  all  text- 
books speak  of  cancer  as  a painful  disease.  Of 
course  it  is  in  the  latter  stages,  when  ulceration 
occurs  and  when  adhesions  to  the  skin  and  to  the 
costal  wall  take  place ; but  in  the  early  stages  of 
cancer  it  is  absolutely  painless.  Pain,  however, 
is  characteristic  of  certain  forms  of  cysts,  benign 
aqid  malignant ; but  the  one  condition  which  I 
have  observed  as  most  constantly  characterized 
by  pain,  in  which  pain  is  a prominent  symptom, 
is  Mastitis  CJiroitica  Fibrosa,  also  spoken  of  as 
the  disease  of  Reclus  and  Abnormal  Involution. 
It  is  a fibrous  and  glanular  hyperplasia,  \yith  re- 
tention cysts.  The  hyperplasia  is  the  initial 
stage ; and,  as  a result  of  pressure,  cysts  follow. 

The  late  Dr.  Rodman  considered  it  more  com- 
mon than  benign  neoplasms  of  the  breast.  It 
has  been  my  fortune  within  the  last  few  months 
to  observe  three  cases.  The  most  pronounced 
symptom  in  these  cases  was  pain.  The  pain  was 
almost  constant,  and  markedly  increased  at 
the  menstrual  period.  On  palpation  of  the  breast, 
pain  was  generally  increased,  and  some  areas 
were  much  more  painful  than  others.  The 
amount  of  pain  seemed  to  be  greatly  out  of  pro- 
portion to  the  necessary  pressure  incident  to  the 
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palpation.  Physically,  the  breasts  are  character- 
ized by  a well-defined  resistance  imparted  to  the 
examining  hand. 

Chronic  fibrous  mastitis  must  be  considered, 
at  best,  a precancerous  condition.  Greenaugh 
and  Simmons  found  in  their  series  that  10  per 
cent  showed  carcinomatous  degeneration.  Dr. 
Warren,  of  Boston,  reported  13  per  cent  of  his 
cases  malignant.  All  the  cases  in  the  University 
Hospital,  of  Philadelphia,  reviewed  by  Speese, 
showed  25  per  cent  of  them  carcinomatous.  The 
German  Lertel  states  that  25  per  cent  of  these 
cases  are  carcinomatous.  Dr.  Rodman  found 
21  5-10  per  cent  of  his  cases  at  the  time  of  oper- 
ation to  be  carcinomatous.  So  practically  one  in 
four  is  malignant. at  the  time  of  seeking  relief. 

i\Iy  three  cases  were  found  to  be  nonmalignant. 

All  lumps  in  the  breast  should  be  considered 
potential  cancers  until  proven  otherwise  at  time 
of  operation.  The  mere  presence  of  a lupip  or 
knot  in  the  breast  is  sufficient  evidence  to  advise 
exploration  and  examination.  Discharges  from 
the  nipple — bloody,  serous,  or  milky  (from  the 
nonlactating  breast) — are  signs  calling  for  the 
most  prompt  and  searching  study. 

Discharges  of  a milky  character  (from  non- 
lactating breasts)  usually  speak  for  cysts,  benign 
or  malignant.  Discharges  of  blood  from  the  nip- 
ple speak  either  for  cancer  or  papillomatous  cysts. 
A serous  discharge  from  the  nipple,  small  in 
amount,  which  produces  an  irritating  effect  on 
the  skin  of  the  nipple,  causing  the  so-called  “ ec- 
zema,” means  cancer — Paget’s  cancer — a cancer 
of  the  milk  duct — and  the  discharge  coming  from 
within  excoriates  the  skin  of  the  nipple. 

When  you  consider  that  a case  of  Paget’s  dis- 
ease, with  only  this  little  perimammillary  irrita- 
tion as  its  manifestation,  has  finally  over  90  per 
cent  cancer  mortality,  you  can  appreciate  the 
urgent  necessity  for  the  most  earnest  and  most 
prompt  radical  procedure. 

Lesions  of  the  female  breast  that  we  designate 
as  “ precancerous  ” must  necessarily,  in  point  of 
time,  be  classified  as  “ benign.”  The  term  “ pre- 
cancerous ” carries  with  it  the  idea  that  these 
lesions  at  a certain  period  are  benign  and  at  a 
later  period  will  become  cancerous,  'i'bere  are, 
of  course,  certain  lesions  that  are  cancerous  ah 
initio. 

Theoretically,  there  are  two  classes — benign 
and  malignant.  Practically,  because  of  the  limi- 
tations of  our  knowledge,  we  are  forced  to  rec- 


ognize three  classes — viz.,  benign,  border  line, 
and  malignant. 

The  use  of  the  term  “ border  line  ” is  a con- 
fession of  our  ignorance  of  the  histogenesis  of 
cancer,  but  this  honest  confession  is  good  for 
the  afflicted  host.  It  is  always  safe  to  know  and  i 
confess  our  limitations. 

Of  course,  on  the  one  hand,  we  wish  to  avoid 
the  complete  operation  when  the  lesion  is  benign,  , t 
and,  on  the  other  hand,  the  almost  fatal  mistake 
of  the  incomplete  operation  when  the  lesion  is  ! j 
malignant.  It  seems  to  be  agreed  that  in  case  | i 
of  doubt  as  to  the  question  of  benignancy  or  ma-  ’ { 
lignancy,  the  idea  of  malignancy  should  prevail,  ( 
and  that  we  should  give  our  patients  the  benefit  j 
of  the  radical  procedure.  q 

This,  as  a working  basis,  will  probably  result  i 
in  a certain  per  cent  of  the  border-line  cases  be-  ^ 
ing  unnecessarily  subjected  to  the  radical  oper-  ; 
ation.  However,  I believe  that  we  would  all  pre-  j 
fer,  and  that  our  patients  will  prefer,  the  slightly  J 
mutilating  operation  to  the  danger  of  an  incom-  :] 
plete  removal  of  a malignant  tumor.  ) 

Dr.  Joseph  C.  Bloodgood  makes  the  unequivo-  j 
cal  assertion  that  “ the  relative  proportion  of  be-  ( 
nign  lesions  of  the  breast  is  steadily  changing,  ] 
and  the  percentage  of  benign  lesions  is  on  the  i 
increase.”  “ From  1889  to  1900  the  per  cent  of 
benign  lesions  was  32 ; from  1900  to  1910,  41 ; ; 

and  from  1910  to  1915,  54.  This  increase  is  asso- 
ciated with  a shorter  duration  of  the  disease — 
that  is,  women  are  seeking  advice  earlier.”  And,  I 
what  is  just  as  important,  they  are  being  cor- 
rectly advised.  Advised  to  do  what?  To  have  < 
a diagnosis  made  at  the  earliest  possible  mo- 
ment— a diagnosis  made  on  the  operating  table, 
based  on  microscopic  findings,  the  theraj^eusis 
being  predicated  on  the  combined  findings  of  the 
well-trained  surgeon  and  the  skilled  pathologist 
with  his  frozen  sections.  By  this  method  the  di- 
agnosis is  available  in  from  six  to  twelve  min- 
utes, and  the  indications  are  clear  for  the  per- 
formance of  an  operation  based  on  pathology. 

When  diagnostic  resort  is  had  to  the  scalpel,  it 
must  not  be  laid  aside  until  the  nature  of  the  le- 
sion is  known  and  the  indications  have  been  ful- 
filled. Once  the  aberrant  cancer  cell  is  attacked 
in  its  favorite  lair,  there  can  be  no  turning  back, 
no  delay  for  several  days  waiting  for  the  pathol- 
ogist’s re])ort  from  the  more  accurate  serial  sec- 
tions. The  lymphatic  avenues  of  escape  are  too 
numerous  to  expect  the  malignant  invaders  to 
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lie  quiescent  in  the  mammary  gland  after  pre- 
liminary assault,  while  you  leisurely  make  up 
your  mind  to  further  attack.  After  such  a pe- 
riod of  waiting,  the  malignant  hosts'  will,  in  all 
probability,  have  escaped  from  the  outer  works 
and  be  safely  ensconced  within  their  inner  forti- 
fications, the  mediastinal  glands,  the  bones,  and 
the  liver,  from  which  they  cannot  be  dislodged. 
The  battle  will  have  been  lost.  And  why?  Be- 
cause of  poor  generalship. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  McGEHEE. 

Dr.  W.  a.  Bryan,  Nashville:  I think  this  paper  of 
Dr.  McGehee’s  is  very  much  worth  while  from  the 
standpoint  of  the  patient  first.  We  have  learned  a lot 
of  things  about  cancer  that  are  not  true,  .and  we  have 
got  to  get  rid  of  a lot  of  false  ideas  we  were  taught  in 
our  medical  schools  and  learn  the  facts  about  it. 

The  first  thing  about  cancer  that  I want  to  say  is  this, 
and  I am  excluding  from  consideration  those  cancers 
on  the  surface  that  can  be  seen,  such  as  skin  cancers, 
and  those  of  the  mucous  membrane  of  the  mouth  par- 
ticularly : The  more  certain  the  diagnosis  of  any  hid- 
den cancer,  the  worse  the  prognosis.  That  goes  with- 
out saying.  Let  us  take  cancer  of  the  stomach.  A 
patient  comes  in  with  cancer  of  the  stomach.  You  can 
make  a section.  If  you  make  a diagnosis  of  cancer, 
you  can  make  a prognosis  to  the  effect  that  the  patient 
will  die,  no  matter  what  you  do  for  him.  Let  us  take 
cancer  of  the  breast.  You  can  say  positively,  “ You  have 
cancer  of  the  breast.”  The  more  positive  you  make  that 
statement,  the  more  certain  are  you  to  lose  the  patient 
now  or  later. 

The  next  point  is  the  method  of  diagnosis.  We  have 
been  taught  a lot  of  symptoms  in  medical  schools  and 
signs  of  cancer.  One  is  the  sign  of  pain.  Pain  is  em- 
phasized as  an  important  symptom  to  men  And  women 
who  are  trying  to  keep  posted  about  the  recognition  of 
the  disease.  We  were  taught  a lot  of  differential  diag- 
nostic points,  about  fourteen  in  all.  We  were  taught, 
for  instance,  to  differentiate  between  cancer  and  sar- 
coma. There  are  only  about  six  or  seven  of  these  points 
that  are  of  value  if  we  analyze  them  in  the  light  of  our 
present  knowledge.  One  great  point  is  that  malignant 
tumors  produce  pain  and  benign  tumors  do  not  produce 
pain.  The  truth  of  the  matter  is  that  if  you  study  your 
cases  from  the  beginning  up,  you  will  find  neither  a 
malignant  nor  benign  tumor  produces  pain  ; and  when 
pain  is  produced  by  any  tumor,  whether  it  be  benign  or 
malignant,  it  is  due  to  certain  things  happening  in  the 
tumor  in  connection  with  the  nerve  supply  of  the  part, 
so  that  pain  has  nothing  to  do  with  the  diagnosis  of 
benignancy  or  malignancy. 

Another  point.  We  have  been  taught  that  sarcoma 
occurs  in  people  under  thirty.  You  may  remember  the 
old  differentiation  that  sarcoma  occurs  in  people  under 
thirty;  that  carcinoma  occurs  any  time  from  the  time 


of  the  unborn  fetus  up  to  eighty  or  one  hundred  years 
if  we  live  that  long.  The  average  time  of  sarcoma  of 
the  breast  is  away  beyond  thirty.  That  sign  is  abso- 
lutefi'  worthless. 

Now  there  are  two  methods  of  diagnosis  of  cancer  ot 
the  breast.  First,  the  clinical  symptoms  and  signs ; and, 
second,  the  microscopic  diagnosis.  Patients  come  to  us 
and  say : “ Doctor,  I have  a sore  or  lump  in  my  breast ; 

I discovered  it  while  taking  a bath  last  Saturday  night, 
and  I came  to  find  out  what  you  think  about  it.”  That 
is  characteristic  of  some  of  the  patients  that  come  from 
Middle  Tennessee.  “Well,”  you  say,  “there  is  no  lymph 
node  involvement;  there  is  no  retraction  of  the  nipple; 
there  is  no  pain,  and  there  is  no  metastasis ; there  is  no 
ulceration.  I believe  I would  go  home  and  put  iodine 
on  that  and  treat  it  faithfully  with  iodine;  and  if  iodine 
does  not  do  any  good,  try  antiphlogistine.”  And  finally 
they  do  something  else,  and  we  are  at  sea.  These  pa- 
tients think  that' they  have  a growth.  The  growth  of 
cancer,  if  it  is  cancer,  depends  on  its  blood  supply ; and, 
as  a matter  of  fact,  what  we  tell  a patient  is  to  go 
home,  if  it  is  cancer,  and  stimulate  this  growth,  so  that 
it  will  invade  the  mammary  fascia;  it  will  invade  the 
pectoralis  muscle ; it  will  involve  the  lymph  nodes ; and 
then  later  the  patient  returns  to  us  in  a hopeless  con- 
dition, and  we  tell  her  positively  then  it  is  cancer.  You 
will  tell  that  patient  also,  if  you  tell  the  truth,  it  is  a 
hopeless  condition,  and  rendered  so  by  the  recommen- 
dation of  the  doctor  who  applied  certain  things  that 
were  absolutely  of  no  value  in  cases  of  cancer. 

Another  method  of  making  the  diagnosis  is  by  the 
microscope.  Bloodgood  is  teaching,  every  pathologist 
and  surgeon  is  teaching,  that  the  way  to  make  a diag- 
nosis of  cancer  is  by  the  use  of  the  microscope.  I 
would  not  underrate  the  value  of  the  clinical  or  physical 
signs ; but  given  a case  you  are  uncertain  about,  why 
wait  ? 

I would  like  to  call  your  attention  to  the  frozen  sec- 
tion, because  patients  ask  questions  about  certain  points 
in  connection  with  our  work.  Sometimes  we  say  we  will 
cut  into  the  growth  and  remove  a piece  of  it  for  exam- 
ination. That  is  bad  business  always.  In  the  smaller 
growths  the  thing  to  do  is  to  take  out  one  growth,  if 
it  is  single,  and  have  it  examined  by  frozen  section  if 
you  want  to.  Remember,  however,  that  frozen-section 
examinations  in  the  hands  of  the  best  pathologists  are 
not  any  more  reliable  than  the  best  microscopic  exami- 
nations. If  a pathologist  can  say  to  you  positively  and 
unquestionably  at  the  time  that  this  thing  is  malignant, 
then  you  can  go  ahead  with  your  correct  treatment.  If 
your  pathologist  says,  “ I do  not  find  any  malignancy, 
but  I do  not  want  you  to  take  that  as  my  final  judg- 
ment ; I will  use  a slow  method  and  report  to  you 
again,  and  decide  after  many  examinations  by  a slow 
process  whether  it  is  cancer  or  not,”  you  will  have 
something  to  go  by.  If  it  is  cancer,  you  can  proceed 
and  do  your  complete  work. 

Dr.  a.  L.  Rule,  Knoxville:  It  seems  from  the  discus- 
sion on  this  paper  that  the  cancer  problem  is,  indeed,  a 
very  serious  one.  If  metastasis  has  already  set  in,  it 
is  too  late  to  operate.  Then,  it  seems  to  me,  it  re- 
solves itself  into  purely  an  educational  movement. 
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Then  the  question : Who  are  the  proper  ones  to  bring 
about  this  movement?  I do  not  believe  in  active  pub- 
licity on  the  part  of  physicians;  but  certainly  there  is 
no  set  of  people  more  capable  of  advising  the  ignorant 
public  on  these  important  questions,  and  I believe  the 
medical  profession  ought,  at  least,  call  meetings  in  dif- 
ferent sections  of  the  country,  cit}',  or  wherever  they 
maj-  be,  and  advise  our  women  of  all  of  these  condi- 
tions, not  only  present  in  the  breast,  but  the  uterus  as 
well ; and  in  that  wa}-  we  will  arouse  the  curiosit}-  of  the 
women,  and  many  of  them  will  present  themselves  for 
examination  much  earlier  than  thej"  do  at  the  present 
time. 

Dr.  \\’.  T.  Bl.vck,  ^Memphis : Undoubtedly  the  big- 
gest mistake  wet  as  ph3'sicians,  make  is  to  advise  pa- 
tients to  wait  when  thej'  have  a lump  in  the  breast. 
When  we  consider  that  85  per  cent  of  the  tumors  of 
the  breast  in  women  are  malignant  when  they  consult 
us,  we  must  realize  the  seriousness  of  the  situation. 
Every  lump  in  the  breast  of  a woman  should  be  re- 
moved, it  matters  not  how  small  it  is,  and  it  should  be 
submitted  to  a microscopic  examination.  I think  it  is 
due  the  patient  in  everj-  case  that  we  should  have  this 
microscopic  examination  made  to  enable  us  to  tell  the 
patient  that  she  has  a benign  or  malignant  growth.  The 
treatment  largely  depends  upon  whether  it  is  malignant 
or  not — that  is,  as  regards  the  removal  of  the  breast 
and  lymphatics ; but  I think  we  make  a mistake  by  re- 
moving too  often  small  lumps  in  the  breast  when  we 
have  simply  benign  growths  to  deal  with.  It  is  sur- 
gically a mistake  to  remove  the  breast  in  young  girls 
and  young  women  when  we  have  no  means  of  proving 
positively  it  is  malignant,  and  it  should  be  considered  a 
crime  to  remove  any  lump  from  the  breast  without  sub- 
mitting it  to  this  examination.  If  j-ou  are  unable  to 
have  this  examination  made,  although  there  are  plenty 
of  pathologists  scattered  all  over  the  country,  it  is  bet- 
ter for  you  to  remove  the  breast  and  be  on  the  safe  side. 

Dr.  Deerixg  J.  Roberts,  Nashville : About  a j^ear  ago 
the  American  Association  for  the  Prevention  of  Cancer 
issued  a circular  letter  to  all  medical  periodical  publi- 
cations in  the  United  States,  requesting  them  to  devote  a 
large  part  of  their  issues,  whether  weeklj-  or  monthly, 
to  the  subject  of  cancer;  and  of  the  exchanges  that 
come  to  my  table,  over  thirty-  commented  upon  that  im- 
portant suggestion.  I read  them  carefully  and  closely, 
and  there  was  not  a single  man  in  that  large  list,  each 
journal  containing  from  three  to  five  or  more  articles 
on  the  subject,  who  did  not  demand,  recommend,  and 
insist  upon  early  operation  in  cancer  as  the  only  means 
of  reducing  the  mortality.  There  was  unanimity  of  sen- 
timent, so  much  so  that  I hoped  at  that  time  -we  would 
never  hear  this  matter  discussed  anj'  more,  because  it 
would  not  be  necessarj- ; that  early  operation  would  be 
an  axiom  in  medical  and  surgical  science.  Yet  the  de- 
bate regarding  operation  is  still  going  on.  I hold  to 
the  idea  that  a tumor  of  any  character,  I care  not  how 
benign  it  is,  that  invades  the  sacred  precincts  of  the  fe- 
male breast  should  be  removed,  if  for  nothing  else  than 
the  cosmetic  effect.  The  simplest  tumor,  if  removed 
from  the  mammary  gland  of  a young  or  old  woman,  is 


very  little  more  of  a surgical  operation  under  aseptic 
surger}-  than  paring  the  finger  nails.  It  does  no  harm. 
What  does  delaj-  do  ? It  puts  cancer  alongside  the  cap-  \ i 
tains  of  the  men  of  death.  It  is  a disease  in  which  delay  < 
is  particularly  dangerous.  If  3'ou  operate  upon  a be-  ■ 
nign  tumor  and  take  it  away,  you  have  taken  away  a | 
fertile  soil  in  which  cancer  cells  may  be  implanted,  j 
You  sterilize  it  for  the  time  being,  so  far  as  cancer  is  j 
concerned.  Furthermore,  we  know  that  any  benign  tu- 
mor ma}'  take  on  cancerous  degeneration.  Cancer  maj'  i 
develop  in  anj-  healthy  tissue  of  the  body.  The  more 
vascular  the  tissue,  the  more  rapid  the  growth ; and  , 
there  is  no  more  fertile  soil  for  the  development  of  j 
cancer  than  the  female  breast. 

I will  not  take  up  3-our  time  longer,  except  to  sa3'  this : 1 

Standing  in  the  position  of  a general  practitioner  for 
many,  many  years  and  as  a medical  teacher  for  well- 
nigh  onto  fort3-  3‘ears,  giving  3-01:  the  consensus  of  ! 
opinion  as  coming  to-day-  from  the  leading  men  of  the 
profession,  this  thing  should  be  laid  down  as  an  axiom ; ‘ 

Whenever  a tumor  of  any  character  invades  the  female  ; 
breast,  remove  it.  The  earlier,  the  better. 

Dr.  Willi.vm  Britt  Burns,  ^lemphis:  The  previous 
speakers  have  covered  the  ground  sO  well  that  there  is 
very  little  left  for  me  to  say.  However,  I want  to 
make  this  remark ; That  since  the  education  of  the  pub-  ; 
lie  on  the  cancer  question,  w.omen  are  no  longer  so 
hard  to  persuade  to  undergo  tjie  proper  operative  pro- 
cedure for  cancer  as  they  were  formerly  ; and  I think  , 
Dr.  AIcGehee  is  perfectly  right  in  assuming  that  all 
nodules  of  the  breast  should  be  considered  precancer- 
ous.  I believe  there  should  be  some  definite  way  of 
making  an  operative  or  table  diagnosis,  whether  it  be  by  ; 
frozen  section  or  not.  Whether  the  frozen-section 
method  is  sufficiently  accurate  for  us  to  rely  on  it  is  a 
question  that  might  be  considered. 

We  have,  of  course,  many  benign  tumors  of  the.  j 

breast ; and  on  that  account  a great  many  think  that 
the  breast  should  not  be  sacrificed.  If  the  frozen-section 
method  is  not  sufficiently  accurate,  then  the  method 
spoken  of  by  Dr.  Bryan  should  be  considered  satisfac- 
tory ; and  I do  not  believe  any  sensible  woman  would 
object  to  a secondary  operation.  I believe  the  whole 
tumor  should  be  removed,  and  not  simply  cut  into  it. 
There  are  errors  committed  by  pathologists,  as  well  as  | 

by'  most  of  us ; and  after  carefully  examining  more  | 

than  one  or  several  serial  sections,  even  then  the  diag-  ; 

nosis  may  be  wrong.  I speak  of  this  quite  feelingly,  , 

because , recently  a buccal  tumor  was  submitted  to  a 1 

pathologist  for  a pathologic  diagnosis.  The  tumor  had  1 

been  removed,  and  gave  all  the  clinical  evidence  of  sar- 
coma, which  returned  on  three  occasions,  and  each  time 
reports  from  the  pathologist  showed  round-cell  sarcoma 
of  a very  malignant  type.  I had  taken  the  care  to  ex- 
amine the  teeth  in  this  particular  case,  and  I do  not 
admit  this  was  an  infection  from  the  teeth;  but  some 
one  suggested  that  a picture  be  made  of  the  teeth  of  this 
patient,  and  it  was  found  she  had  granulomata  at  the 
roots  of  two  teeth.  These  two  teeth  were  removed,  and 
the  patient  says  the  abscess  healed  as  if  by  magic.  I 
do  not  know  whether  she  was  cured  of  sarcoma  by  the 
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last  operation  or  not.  This  is  apropos  of  the  question 
of  errors  in  diagnosis  by  the  pathologist. 

I do  not  remember  to  have  ever  removed  a tumor  of 
the  breast  that  did  not  show  scirrhous  cancer.  I have 
been  fortunate  enough  to  have  operated  on  tumors  of 
the  breast  in  which  the  diagnosis,  both  clinical  and  path- 
ological, was  correct. 

Some  years  ago  I remember  to  have  operated  on 
every  case  that  came  to  me;  and,  as  a rule,  I have  had 
very  little  or  no  trouble  in  persuading  women  with  a 
lump  in  the  breast  to  have  it  removed.  I recall  one  pa- 
tient who  had  a milk  cyst.  I postponed  operating  on 
her  for  five  years,  at  the  end  of  which  time  she  returned 
with  the  tumor  greatly  enlarged.  I was  prepared  to 
make  a diagnosis  by  frozen  section ; but  in  removing 
the  tumor,  it  burst  and  proved  to  be  a milk  cyst. 


. 


Dr.  H.  M.  Tigert,  Nashville : At  the  present  time  the 
cancer  problem  is  solely  an  educational  one — first,  with 
the  profession;  and,  second,  with  the  general  public. 
I believe  charity  should  begin  at  home.  So  far  as  doc- 
tors are  concerned,  there  are  no  symptoms  of  cancer  of 
the  breast ; nor  is  there  any  clinical  evidence,  except 
that  of  tumor.  It  was  recognized  years  ago'  that  a great 
many  tumors  of  the  breast  are  malignant.  It  has  been 
shown  that  in  women  past  thirty-five  years  of  age,  with 
■ tumors  of  the  breast,  thirteen  out  of  fourteen  are  either 
malignant  or  will  become  so.  The  sooner  we  divest  our 
minds  of  the  idea  that  such  symptoms  as  immobility, 
glandular  enlargement,  retraction  of  the  nipple,  and  pain 
are  symptoms  of  cancer,  the  sooner  this  problem  will  be 
met.  Women  should  be  taught  the  great  importance 
of  immediately  seeking  medical  advice  upon  the  advent 
of  a tumor  in  the  breast. 

The  management  of  these  cases  is  comparatively  sim- 
ple when  presented  early.  Operation  should  be  under- 
taken only  in  a fully  equipped  hospital,  and  the  services 
of  a competent  pathologist  must  be  available.  The  pa- 
tient should  be  prepared  for  the  radical  operation.  The 
tumor  is  removed  in  toto,  and  the  cut  edges  of  the  re- 
sulting wound  sealed  with  the  cautery,  while  the  pathol- 
ogist subjects  the  specimen  to  examination  by  the 
frozen-section  method.  If  the  pathologist  reports  the 
tumor  malignant  or  suspicious,  the  complete  operation 
should  be  done.  It  is  true  that  this  practice  may  result 
in  an  occasional  loss  of  a breast,  where  subsequent  mi- 
croscopic examination  of  the  specimen  shows  the  pathol- 
ogist to  have  been  in  error ; but  this  should  be  negligible, 
in  view  of  the  benefits  that  accrue  from  early  and  rad- 
ical operation. 

Metastasis  usually  occurs  first  in  the  axilla.  If  the 
disease  extends  above  the  clavicle,  it  is  worse.  If  the 
pathological  process  extends  into  the  cervical  glands, 
it  is  almost  hopeless.  If  it  extends  to  the  mediastinum, 
the  case  is  hopeless. 

In  closing,  the  one  point  I wish  to  emphasize  is  that 
there  are  no  symptoms  and  signs  of  cancer  of  the  breast 
except  the  tumor  itself,  so  far  as  the  surgeon  is  con- 
cerned. 


Dr,  L.  W.  H.-s.skell,  Memphis:  This  is  one  of  the 
most  timely  questions  that  can  be  brought  before  the 
association  for  consideration.  In  the  first  place,  every 


general  practitioner  cannot  be  a specialist  so  as  to  make 
a diagnosis  of  tumor  of  the  breast.  There  is  no  branch 
of  medicine  of  which  I know  which  requires  more  ex- 
pert knowledge  than  the  diagnosis  and  treatment  of 
tumors  of  the  breast.  It  is  the  duty  of  the  family 
physician  to  refer  the  case  to  an  expert  and  let  the 
expert  pass  judgment  on  what  should  be  done. 

There  are  three  distinct  operations  which  may  be 
done — one,  the  removal  of  the  tumor.  This  is  the  oper- 
ation that  should  be  done  in  all  cases  of  women  with 
distinctly  encapsulated  benign  tumors  of  the  breast. 

I must  take  exception  to  the  position  taken  that  80 
per  cent  of  these  tumors  are  malignant.  I think  it  has 
been  shown  by  Bloodgood  that  it  is  only  50  per  cent. 
If  we  remove  the  breast  in  all  of  these  cases  of  tumors, 
then  we  necessarily  remove  SO  per  cent  of  benign 
breasts.  One  has  got  to  become  accurate  in  clinical 
diagnosis,  and  there  is  such  a thing  as  accuracy  in  clin- 
ical diagnosis  in  tumors  of  the  breast;  and  if  the  sur- 
geon is  accurate  in  his  gross  pathology,  he  may  do  at 
the  time  that  which  is  necessary  to  be  done.  This  is  not 
as  difficult  a problem  as  it  is  ordinarily  considered,  be- 
cause the  class  of  cases  that  give  the  greatest  amount 
of  pathology  are  those  of  so-called  “cystic  mastitis,” 
“ Reclus’  disease,”  or,  as  Bloodgood  terms  it,  “ senile 
parenchymatous  hypertrophy.”  With  that  condition  we 
have  a diffuse  induration,  with  little  nodular  areas. 
They  may  be  as  small  as  No.  8 shot  or  larger  than  that, 
because  the  normal  acinous  breast  feels  that  large.  In 
those  cases  I think  there  is  but  one  thing  to  do,  and  that 
is  to  remove  the  breast.  I have  seen  a number  of  resec- 
tions of  the  breast  for  chronic  cystic  mastitis.  If  that 
is  referred  to  the.  pathologist  for  examination,  he  may 
strike  a portion  that  is  not  malignant,  or  the  surgeon 
may  resect  a portion  that  is  not  malignant ; and  the 
patient  gets  a diagnosis  from  the  pathologist  at  the  end 
of  a week  or  ten  days  of  a benign  tumor,  and  in  six 
months’  time  it  is  malignant.  If  it  is  not  malignant, 
there  is  a recurrence,  because  these  cases  of  cystic  mas- 
titis tend  to  recur  or  start  up  in  other  portions  of  the 
breast  rather  than  recur ; and  for  that  reason,  if  we 
make  a diagnosis  of  that  condition,  the  entire  breast 
should  be  removed. 

The  question  of  malignant  chronic  cystic  mastitis  is 
one  of  time.  A patient  comes  to  you  as  soon  as  she  no- 
tices it  and  says  it  causes  pain.  At  that  time  the  con- 
dition may  be  benign.  If  she  waits  long  enough,  it  may 
become  malignant.  All  surgeons  will  agree  that  cases 
come  to  them  for  consultation  with  a lump  in  the  breast 
that  has  been  present  for  four  or  five  years ; that  it  has 
gradually  been  getting  larger  and  the  other  lireast  be- 
coming involved ; but  the  patient  says  that  this  breast 
with  a lump  in  it  during  the  past  year  has  been  grow- 
ing rapidly.  The  longer  these  cases  wait  for  the  sur- 
geon, the  more  apt  the  tumor  is  to  be  malignant. 

The  surgeon  in  his  education  should  keep  abreast  of 
the  times,  and  particularly  in  the  matter  of  diagnosis. 
Bloodgood,  who  is  one  of  our  greatest  authorities  on 
breast  tumors  in  this  country,  admits  that  in  from  10 
to  20  per  cent  of  the  cases  he  cannot  make  the  diagnosis 
either  at  the  time  of  operation  or  with  a frozen  section; 
and  in  the  doubtful  cases  Bloodgood  never  allows  the 
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patient  to  go  to  the  frozen-section  stage.  In  a number 
of  doubtful  cases  he  not  only  removes  the  breast,  but 
removes  the  axilla  and  the  lymph  nodes.  The  removal 
of  the  breast  in  a malignant  condition,  without  doing  a 
complete  operation,  is  a reflection  on  the  surgeon. 


PRODUCTION  OF  SEXUAL  STERILITY 
EROM  A GYNECOLOGIC 
ST.'VNDPOINT.* 


By  George  R.  West,  ^I.D.,  E.A.C.S. 


A consideration  of  the  production  of  sterility 
in  the  childbearing  woman  is  always  a stttdy  of 
paramount  importance  and  of  grave  solicitude  to 
the  attending  gynecologist.  There  are  many  af- 
fections and  conditions  that  would  seem  at  once 
to  interdict  the  occurrence  of  pregnancy,  and  it  is 
in  these  selected  cases  where  foresight  and  dis- 
crimination are  so  essentially  required,  and 
where,  too  often — alas  ! — especially  among  occa- 
sional gynecologists,  temerity  rather  than  timidity 
is  the  blunder  of  the  operator. 

The  old  Latin  quotation,  “The  times  have 
changed,  and  we  have  changed  with  them,”  finds 
a fitting  counterpart  in  one  conspicuous  gyneco- 
logic operation — namely,  castration.  Late  in  the 
sixties  the  noted  gynecologist,  Robert  Battey,  of 
Rome,  Ga.,  promulgated  the  theory  and  carried- 
into  execution  the  castration  of  women  for  a 
score  of  maladies  that  baffled  all  attempts  at 
treatment  or  amelioration.  The  results  of  his 
labors  were  variously  interpreted ; but  the  bal- 
ance of  opinion  was  unalterably  opposed  to  this 
unsexing  of  women,  many  declaring  the  opera- 
tion too  radical,  or  too  frequently  resorted  to  by 
inexperienced  operators,  or  unnecessarily  severe, 
and  in  not  a few  instances  leaving  the  woman  a 
nervous  and  a physical  wreck. 

Fifty  years  ago  no  one  ever  dreamed  of  the 
existence  of  internal  secretions ; indeed,  twenty 
years  ago  the  ovary  was  merely  considered  from 
, a generative  standpoint,  and  all  of  the  anatomies 
of  that  rather  recent  date  mention  the  pituitary 
and  thyroid  glands  as  enigmatic  organs. 

Some  years  since,  scientific  investigators,  chief 
among  whom  was  Claude  Bernard,  discovered 
the  dual  nature  of  the  ovary.  Not  only  this,  but 
that  there  are,  in  all  probability,  two  ovarian 
hormones — one  produced  by  the  interstitial 
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stroma  of  the  gland,  probably  regulating  men-  1 
struation  and  bodily  nutrition  generally.  Again, 
the  corpus  luteum  elaborates  a hormone,  possi-  |i 
bly  an  antagonist  of  the  ovarian  hormone,  and  i 
which  is  supposed  to  inhibit  ovulation  between  < 
the  oestrus  periods  and  ovulation  during  preg-  | 
nancy.  Without  attempting  any  detailed  study  I 
of  internal  secretions,  these  few  words  will  suf-  j 
fice  to  show  the  immense  importance  of  these  se- 
cretions to  the  female  economy,  and  to  emphasize  i 
the  fact  that  it  is  far  better  for  a woman  to  retain 
her  ovaries  than  to  have  them  as  a proud  exhibit 
in  a pathologist’s  pickling  jar. 

As  was  just  remarked,  physicians  around  the 
seventies  and  eighties  and  nineties  knew  nothing 
of  these  studies,  'and  but  little  more  of  the  true 
nature  of  arterial  pressure  as  we  understand  it 
to-day.  It  was  not  until  1913  that  Tandler  and 
Grosz  announced  in  Berlin  the  indisputable  exist-  ' 
ence  of  ovarian  secretions,  and  urged  upon  the 
medical  profession  the  unwisdom  of  castration  in 
many  instances,  asserting  that  the  ovaries  are  re- 
productive organs,  and  also  organs  elaborating 
hormones,  and  that  the  distinction  between  these  ’ 
two  functions  has  an  anatomical  basis  in  the  local  I 
and  histological  differences  between  the  gener-  '■ 
ative  and  the  interstitial  cells,  and  that  the  normal  {! 
nervous  system  and  normal  mentality  cannot  be  , 
maintained  without  the  adequate  functioning  of  i 
the  system  of  glands  of  internal  secretion. 

The  consideration  of  arterial  tension  is  another  j 
very  important  factor  in  the  domain  of  medical  ! 
gynecology,  and  it  is  here  where  Battey  made  a^  i 
rather  natural  blunder  of  considering  the  eleva-  j 
tion  of  pressure  observable  at  each  re  arring  i 
menstrual  period  as  solely  related  to  the  sexual  : 
system,  instead  of  its  systemic  nature,  thus  ac-  j 
counting  for  a large  number  of  nerve  manifesta- 
tions so  often  evidenced  at  these  critical  periods. 

It  is  for  these  reasons  that  castration  finds  lit- 
tle favor  to-day,  when  less  formidable  procedures  , 
may  be  invoked  with  far  happier  results.  Few 
gynecologists  would  now  subscribe  to  this  radical  | 
innovation ; rather  would  they  attempt  in  such 
cases  the  production  of  an  amenorrhea  to  relieve  , ; 
the  exalted  tension  that  might  engender  a series  ; 
of  nervous  symptoms ; or  where  for  any  reason 
further  pregnancies  would  be  contraindicated,  be  b • 
these  on  account  of  impaired  health,  contracted 
pelvis,  inflammatory  affections,  etc.,  they  would  j|i 
more  scientifically  resort  to  the  production  of.  p 
sterility.  . 
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In  this  connection  it  seems  pertinent  to  remark 
that  sterilization  would  be  a desideratum  in  the 
hopelessly  insane,  in  the  innate  criminal,  and  in 
the  feeble-minded.  Statisticians  believe  the  An- 
elo-Saxon  race  doomed  to  the  fate  of  the  Greeks 
and  Romans ; especially  do  they  refer  to  the 
United  States,  with  its  influx  of  poor,  of  vicious, 
and  of  the  feeble-minded  from  many  strange 
lands;  for  insanity  is  a product  of  advancing  ciz'- 
ilization.  The  more  complicated  the  problems  of 
life,  the  greater  will  be  the  number  of  those  who 
will  fail  to  adapt  themselves  to  the  increasing 
complexity  of  their  environment. 

It  is  for  these  reasons  that  sterility,  and  not 
castration,  forms  so  important  a study'  in  ques- 
tions of  an  eugenic  nature.  In  some  states  laws 
have  been  enacted  and  imposed  upon  the  statute 
books  approving  sterilization  of  those  confined  in 
prisons,  insane  asylums,  almshouses,  and  other 
eleemosynary  institutions. 

Elaborate  laws,  planned  by  legal  luminaries, 
have  been  adopted  by  a dozen  states ; but  their 
results  will  form  no  conclusive  study,  because 
different  means  are  advised  to  accomplish  the  same 
end.  Indiana,  Washington,  and  Kansas  advise 
any  type  of  o])eration  so  as  to  render  the  individ- 
ual sterile  ; Connecticut  demands  oophorectomy  ; 
Iowa  and  Michigan,  salpingectomy;  Nevada  or- 
ders sterilization,  but  under  no  consideration  cas- 
tration. . 

Some  of  the  states  demand  sterilization  in 
cases  of  unreformed  prostitutes,  habitual  drunk- 
ards, syphilitics,  and  in  the  epileptic  the  result 
of  vicious  inheritance.  In  some  institutions  ster- 
ility is  urged  for  the  latter  and  for  the  feeble- 
minded in  support  of  the  hypothesis  that  each  is 
due  to  an  absence  of  a protoplasmic  factor  that 
determines  complete  nervous  development,  and 
that  persons  belonging  to  these  classes  usually 
carry  some  wholly  defective  germ  cells. 

There  is,  however,  a strong  prejudice  against 
many  of  the  operative  measures  advised ; and  but 
recently  the  Department  of  Research  of  the 
Training  School  of  Vineland,  N.  J.,  vehemently 
protested  against  these  more  radical  means  of 
sterilization,  urging  that  in  cases  where  steriliza- 
tion might  be  demanded  advantage  be  taken  of 
the  Rontgen  rays,  or  that  the  patient  be  subjected 
to  the  action  of  radium. 

Before  discussing  the  most  important  part  of 
our  paper — namely,  the  methods  and  the  results 
obtained  from  sterilization — a peculiar  coinci- 


dence has  been  noted  both  in  this  country  and 
abroad,  and  that  is  the  almost  constant  relation 
of  some  gynecologic-pathologic  process  to  be 
found  in  association  with  mental  affections.  The 
subject  has  received  careful  thought  from  Euro- 
pean physicians  ; and  Schauta,  in  the  hospitals  of 
Vienna,  and  Schultze,  of  Jena,  Germany,  are 
convinced  of  the  fact  that  sterilization  and  other 
gynecologic  procedures  are  of  immense  benefit  in 
those  patients  whose  minds  are  apparently  upon 
the  very  verge  of  hopeless  ruin,  and  they  urge 
the  wisdom  of  examining  every  female  admitted 
into  the  wards  of  the  insane  departments  for 
some  gynecologic  defect  or  pathologic  condition 
of  the  genital  or  reproductive  organs. 

In  this  country  the  subject  has  received  much 
thought,  and  we  need  but  mention  the  investiga- 
tions of  Taussig^  but  a few  years  since.  In  the 
St.  Louis  City  Sanitarium  in  1912,  of  537  in- 
mates, 252  had  more  or  less  serious  gynecologic 
conditions.  In  dementia  precox  alone  50  per 
cent  of  the  sufferers  had  gynecologic  affections, 
and  Taussig  arrived  at  the  following  conclusions: 

1.  Frequency  of  gynecologic  disease  in  maniac- 
depre'ssive  insanity. 

2.  The  large  proportion  of  chronic  inflamma- 
tory conditions  of  the  genital  tract. 

3.  Alental  recovery  following  operation  by  the 
gynecologist. 

W’hether  to  prevent  obstetric  mishaps,  or  to  in- 
terdict the  occurrence  of  pregnancy  because  of 
the  woman’s  ill  health,  or  deformity  of  the  pelvis, 
or  for  the  prevention  of  procreation  from  eugenic 
or  other  reasons,  as  has  been  previously  stated, 
sterilization  would  appear  to  be  the  operation  of 
choice,  and  the  logical  point  of  attack  in  an  oper- 
ation would  naturally  be  the  Fallopian  tubes. 
Oophorectomy  would  abolish  ovarian  internal  se- 
cretion, too  often  accentuating  rather  than  reliev- 
ing the  long  ch^iin  of  nerve  manifestations. 

Through  appropriate  methods  of  sterilization 
about  to  be  described,  we  have  a means  of  elimi- 
nating the  generative  function,  while  preserving 
the  interstitial  cells,  both  morphologically  and  in 
their  power  of  internal  secretion.  ^ 

For  the  purpose  of  securing  sterility  the  fol- 
lowing procedures  have  been  most  commonly  in- 
voked: 1.  Ligation  of  the  tubes.  2.  Section 

and  resection  of  the  tubes  between  two  ligatures. 
3.  Resection  of  the  tubes  between  two  ligatures, 
with  burial  of  the  uterine  end.  4.  Section  by 
means  of  cautery.  5.  Bilateral  salpingectomy. 
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6.  Resection  of  the  interstitial  canal  by  removal 
of  a wedge-shape  piece  of  uterine  cornu. 

1.  Ligation  of  the  Tubes. — This  method  has 
not  yielded  satisfactory  results  at  the  hands  of 
most  gynecologists,  and  was  first  experimentally 
performed  by  Kossmann  in  1875.  Just  a decade 
has  passed  since  many  able  obstetricians  here 
and  abroad  resorted  to  this  means  of  sterilizing 
by  tying  the  tubes  with  silk  or  with  catgut ; but 
the  results  of  these  efforts  have  been  unavailing. 
In  a very  large  number  of  instances  the  operation 
was  undertaken  to  prevent  future  childbearing 
because  of  many  and  difficult  labors.  In  a large 
proportion  of  these  cases  the  uterus  was  fixed  to 
the  anterior  abdominal  wall  and  tubal  ligation  in- 
stituted. In  almost  every  instance  pregnancy  fol- 
lowed. 

2.  Section  and  Resection  of  the  Tubes  Betzveen 
Tzvo  Ligatures. — Impressed  with  the  futility  of 
single  ligation,  because  complete  atresia  of  the 
tubes  could  not  possibly  be  attained  in  this  way, 
Abel  in  1899  reported  a most  interesting  case,  in 
which  he  sought  to  effect  sterility  by  cutting  the 
tube  between  two  ligatures  placed  about  the  isth- 
mus. A second  Cesarean  section  being  required 
upon  a certain  patient,  Abel-  doubly  ligated  the 
tubes  with  strong  silk  and  cut  between  the  liga- 
tures. Three  years  later  the  patient  again  be- 
came pregnant.  Another  operation  was  de- 
manded, and  the  tubes  were  found  to  be  united, 
and  one  of  them  was  patent  throughout  the  entire 
canal.  The  method  had  at  one  time  many  cham- 
pions in  Germany,  but  the  results  obtained  have 
been  as  disappointing  as  with  single  ligation. 

3.  Resection  of  the  Tubes  Betzveoi  Tzvo  Liga- 
tures, zji'ith  Burial  of  the  Uterine  End. — This  pro- 
cedure was  first  practiced  by  Ruhl,®  who  cut  the 
Fallopian  tube  between  two  ligatures,  buried  the 
uterine  end  in  the  broad  ligament  at  the  side  of 
the  uterus,  and  closed  it  over  with  peritoneum. 
•At  a subsequent  operation  he  found  the  uterine 
end  of  the  tube  opening  freely  in  the  abdominal 
cavity.  •Another  interesting  case  is  reported  from 
the  famous  clinic  at  Bonn,  Germany,'*  where  a 
woman  was  undergoing  a second  Cesarean  oper- 
ation. The  tubes  were  resected  between  double, 
nonabsorbable  ligatures ; the  uterine  stumps  were 
buried  and  covered  over  with  ])eritoneum.  The 
following  year  she  became  pregnant,  and  a third 
Cesarean  section  was  performed. 

4.  Section  of  the  Tubes  by  Means  of  Cau- 


tery.— This  consists  in  cauterization  of  the  cut  | 
ends  of  the  tubes  for  the  purpose  of  producing 
complete  occlusion  of  the  lumen.  The  Fallopian  r 
tube  is  first  tied  with  double  ligatures,  cut  be- 
tween the  ligatures,  and  the  actual  cautery  is  then  ! 
applied  to  the  sectioned  surfaces.  The  procedure 
is  absolutely  ineffective. 

5.  Bilateral  Salpingectomy. — Removal  of  both  j 
tubes,  leaving  a small  stump  at  the  uterine  end,  I 
has  not  in  the  vast  majority  of  cases  assured  ster- 
ility. An  interesting  case  is  that  reported  by  [ 
SchmidF  in  an  article  entitled  “ Results  Ob-  i 
tained  in  Resection  of  the  Tubes.”  In  one  pa-  | 
tient  he  found  it  necessary  to  remove  one  ovary 
and  both  tubes.  He  secured  the  uterine  ends  and  i 
ligated  them  with  heavy  silk,  removed  them,  and  | 
left  a stump  on  each  side  remain.  •A  few  years  : 
later  the  woman  again  became  pregnant.  In  1910  i 
Poliak,®  of  Brooklyn,  repoi'ted  three  cases  of 
pregnancy  following  salpingectomy.  In  one  case  ; 
sterility  had  been  engendered  tbrough  gonorrhoeal 
infection  of  the  husband.  •At  the  operation  both 
tubes  were  removed,  leaving  a small  stump  at 
each  cornu.  •A  few  years  later  the  patient  com- 
plained of  intense  abdominal  pain,  with  uterine 
hemorrhage.  Laparotomy  was  performed,  and 
an  interstitial  pregnancy  on  the  right  side  was 
revealed  and  excised. 

6.  Resection  of  the  Literstitial  Canal  b\'  Re-  ‘ 
moving  a Wedge-Shape  Piece  of  Uterine  Cornu. 
— This  consists  of  a fui'ther  step.  The  tubes  are 
ligated  near  the  uterine  end,  and  a wedge-shape 
section  of  uterine  cornu  is  excised  containing 
part  of  the  interstitial  canal.  The  method,  first 
advocated  by  Neumann,'*  is  to  bring  muscle  and 
peritoneum  together  with  sutures  of  catgut,  cov- 
ering the  small  raw  area  remaining  with  the  pe- 
ripheral portion  of  the  tube.  The  method  as  thus 
outlined  has  given  far  greater  assurance  of  suc- 
cess than  all  the  other  methods  enumerated. 
Only  recently  Taussig^  has  reported  most  e.xcel- 
lent  results  by  a method  of  combining  the  best  1 
features  of  several  operators.  He  resects  the 
interstitial  portion  of  the  tube,  closes  the  uterine  ' 
end  with  a double  layer  of  sutures — first,  of  the 
uterine  wall ; second,  of  the  round  ligament.  He 
then  buries  the  proximal  end  of  the  cut  tube  at 

a distance  from  the  uterine  cornu  between  the  i 
layers  of  the  hroad  ligament,  and  prevents  the  . 
occurrence  of  hydrosalpinx  by  leaving  the  fim- 
briated end  of  the  remaining  portion  of  the  tube 
oi)en.  Littig,-'  after  elaborate  studies  on  the  sub- 
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ject,  speaks  of  the  utter  failure  of  ligation.  He 
urges  excision  of  all  or  part  of  the  tube,  with  a 
deep,  wedge-shape  excision  of  the  uterine  horn, 
and  the  pars  uterina  of  the  tube,  the  uterine  de- 
fect to  be  closed  with  a musculo-muscular  and  a 
sero-serous  row  of  sutures.  The  anterior  ab- 
dominal approach  is  the  simplest,  easiest,  and 
safest. 

Host  elaborate  have  been  the  experimentations 
upon  the  lower  animals,  in  the  hope  of  solving 
the  problem  of  sterility,  by  tubal  procedures. 
While  some  of  the  results  arrived  at  have  been 
contradictory,  the  weight  of  the  evidence  has  thus 
be^n  tersely  expressed  by  Frankeld*^  “Total  ex- 
tirpation of  the  tubes,  including  part  of  the  uter- 
ine cornu  and  interstitial  canal,  is  the  only 
method  to  be  recommended  as  offering  any  cer- 
tainty in  its  results.” 

In  this  connection  much  interest  attaches  itself 
to  the  possible  production  of  sterility  through 
the  agency  of  the  invisible  rays  that  proceed  from 
a Rdntgen  ray  tube,  and  even  to  a greater  degree 
from  radio-active  substances,  including  especially 
radium  and  mesothorium.  The  study  of  these 
powerful  agents  upon  hemcJrrhage  in  instances  of 
rapidly  growing  fibromata  of  the  uterus  is  per- 
haps the  beginning  of  the  mastery  of  a solution 
of  the  production  of  sterility  in  the  human  fe- 
male; and  the  results  attained  by  many  investiga- 
tors, notably  Kelly,’-^  of  Baltimore,  prove  indis- 
putably that  in  very  many  instances  mild  meno- 
pausal symptoms  may  develop,  and  that  sterility 
can  undoubtedly  be  obtained  through  this  non- 
operative -means. 

A number  of  French  and  German  physicians 
assert  that  they  have  brought  about  sterility 
through  radio-active  means,  without  the  exhibi- 
tion of  menopausal  symptoms.  It  has  been  abun- 
dantly proved  by  animal  experimentation,  as  well 
as  by  clinical  observation,  that  the  X-rays  and 
the  penetrating  rays  of  radium  are  capable  of 
destroying  the  primordial  follicles  of  the  ovary 
and  the  spermatogenic  cells  of  the  testicle.  As 
the  former  are  concerned  in  menstruation,  and 
which  give  rise  to  the  corpus  luteum,  the  ration- 
ale of  the  production  of  sterility  becomes  appar- 
ent. In  place  of  the  older  method — i.  e.,  by  cas- 
tration— for  the  relief  of  the  intense  nerve  symp- 
toms at  each  recurring  monthly  epoch,  the  appli- 
cation of  the  emanations  of  radium,  for  the  pur- 
pose of  producing  an  amenorrhea  and  thus  reliev- 


ing the  economy  of  the  exalted  arterial  tension, 
has  been  tried  with  asserted  excellent  results. 

In  conclusion,  we  may  epitonrize  the  salient 
features  as  follorvs : 

1.  Castration  is  never  the  choice  of  operation 
for  sterility,  assuming  a fairly  normal  condition 
of  the  ovaries. 

2.  The  ovary  plays  a dual  role — it  is  a repro- 
ductive organ  and  one  elaborating  a most  neces- 
sary internal  secretion. 

3.  Sterilization  would  seem  to  be  a desideratum 
in  many  nervous  conditions,  depending  upon  and 
occurring  at  the  menstrual  periods. 

4.  Sterilization  is  the  object  aimed  at  by  many 
States  in  treating  for  eugenic  purposes  the  hope- 
less criminal,  the  habitual  drunkard,  the  feeble- 
minded, the  wanton  libertine  of  the  streets,  etc. 

5.  It  is  the  remedy  par  excellence  where  child- 
bearing for  any  reason  zvhatsoever  is  contraindi- 
cated. 

6.  Sterilization  is  advised  by  many  who  see  an 
intimate  relation  between  gynecologic  affections 
and  conditions  and  various  forms  of  insanity. 

7.  For  the  production  of  sterility,  the  Fallo- 
pian tubes  are  the  logical  points  of  attack.  For 
the  most  effective  result,  the  consensus  of  scien- 
tific opinion  favors  resection  of  the  interstitial 
canal  by  the  removal  of  a wedge-shape  piece  of 
uterine  cornu,  bringing  muscle  and  peritoneum 
together,  and  covering  the  remaining  small  area 
with  the  peripheral  portion  of  the  tube.  The 
same  opinion  obtains  in  animal  experimentation. 

8.  It  is  a little  early  as  yet  to  judge  of  the  value 
of  'the  X-rays  and  radio-active  emanations  for 
the  production  of  sterility,  but  indications  point 
strongly  to  the  successful  outcome  of  this  line  of 
therapy.  It  is  interesting  to  note  that  radio- 
active applications,  besides  producing  sterility, 
possess  the  power  of  bringing  about  an  amenor- 
rhea, relieving  many  nervous  manifestations  con- 
nected with  the  menstrual  epoch. 

^Jour.  Amer.  Med.  Ass'n,  August  31,  1912. 
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It’s  worry,  not  work,  which  shortens  life. 
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FOURTEEN  CASES  OF  TRACHOMA  OR 
GRANULAR  LIDS  TREATED  WITH 
BACILLUS  BULGARICUS.* 


By  James  P.  Crawford,  ]\I.D., 

Ophthalmologist  to  the  Tennessee  State  School  for  the  Blind, 

Nashville,  Tenn. 


Trachoma,  Granular  Lids,  Napoleonic 
Ophthalmia,  Egyptian  Ophthalmia. 

Trachoma  is  an  inflammation  of  the  conjunc- 
tiva distinguished  hy  its  chronic  course  and 
thickened  conjunctiva  due  to  hypertrophy  of  the 
normal  papillie,  and  characteristic  granular  bod- 
ies which  give  a more  or  less  roughened  appear- 
ance to  the  conjunctiva. 

The  disease  is  divided  into  three  stages.  The 
first  stage  consists  of  hypertrophy  of  the  normal 
papillas,  giving  to  the  conjunctiva  a velvety  ap- 
pearance which  may  later  show  numerous  gran- 
ules beneath  the  surface  of  the  conjunctiva, 
pushing  up  the  surface,  so  that  the  Meibomian 
glands  cannot  be  seen  through  the  thickened 
membrane.  This  form  is  more  clearly  shown  in 
the  tarsal  conjunctiva  of  the  upper  lid. 

Second  stage : The  velvety  appearance  of  the 
conjunctiva  disappears  in  a measure,  and  the 
conjunctiva  is  shown  thickened  and  studded  with 
granules,  btit  not,  as  they  appear  to  be,  on  the 
surface,  but  beneath  the  conjunctival  surface. 
These  little  bodies  or  granules  are  of  a translu- 
cent, gelatinous  character,  and  give,  when  the  lids 
are  drawn  down,  the  appearance  of  frog’s  spawn 
or  boiled  grains  of  sago.  The  granules  are  found 
principally  in  the  folds  of  transition,  and  often  in 
such  numbers  that  when  the  lids  are  drawn  down 
the  folds  seem  to  be  studded  with  granules  ar- 
ranged in  rows,  giving  the  appearance  of  a string 
of  pearls.  Over  the  tarsal  area  the  granules  are 
smaller  and  not  so  prominent ; but  they,  too,  push 
the  conjunctiva  up  and  appear  as  small  yellow 
spots  beneath  the  membrane.  While  either  form 
may  appear  separately,  as  a rule,  both  are.  found 
at  the  same  time  and  give  rise  to  the  third  or 
mixed  form,  which  is  only  an  exaggerated  con- 
dition of  the  other  forms,  with  more  or  less  dis- 
tortion of  the  cartilages  and  margins  of  the  lids, 
due  to  cicatricial  contraction  of  the  scar  tissue. 

riie  third  stage  is,  therefore,  only  a more  ex- 
aggerated condition  of  the  other  two  forms. 

*Kcad  before  the  Nashville  Academy  and  Davidson  County 
Society,  May  16,  1916,  and  the  Middle  Tennessee,  May  19,  1916. 


Usually  the  whole  conjunctiva  is  involved,  and  I 
the  granules  are  more  numerous  and  larger,  giv-  , 
ing  an  overhanging  or  shelving  appearance  in  i 
many  cases. 

Trachoma  was  thought  for  a long  time  to  have  ' 
originated  in  Egypt,  as  very  little  was  known  of 
the  disease  in  Europe  until  after  the  return  of 
Napoleon’s  army  from  the  conquest  of  Egypt,  j 
The  disease  was  so  prevalent  among  the  soldiers  ^ 
of  the  army  that  a celebrated  oculist  of  the  day  ; 
was  sent  to  investigate  the  disease  in  the  army. 
Lbi fortunately,  he  advised  that  all  the  affected 
soldiers  be  dismissed  from  the  army.  This  was  I 
done ; and,  as  a consequence,  the  dismissed  sol-  i 
diers  returned  to  their  respective  homes,  and 
thereby  scattered  the  disease  throughout  Europe. 
The  disease  is  found  more  extensively  distrib-  ! 
uted  in  the  East  than  in  the  West.  The  moun-  • 
tainous  lands  of  Switzerland  and  Tyrol  are  said  | 
to  be  almost  free  from  it ; but,  on  the  contrary,  j 
in  the  mountainous  regions  of  our  own  country  ! 
it  is  very  prevalent,  and  especially  in  North  Car- 
olina, Tjennessee,  and  Kentucky.  Just  why  this  ' 
should  be  the  case  is  hard  to  say,  unless  from 
lack  of  care  and  ignorance  of  the  proper  sanitary  | 
measures  with  the  people  of  those  regions.  In 
the  lowlands  of  Holland,  Belgium,  Hungary,  and  ; 
the  whole  region  along  the  Danube  the  disease  is 
very  prevalent.  In  Belgium  it  is  said  that  one  out 
of  every  five  persons  suffers  with  trachoma  in 
one  form  or  another.  From  the  above  we  are  i 
not  surprised  that  the  disease  was  thought  to 
have  its  origin  in  Egj'pt ; but  upon  later  investi- 
gation it  was  found  that  a writer  by  the  name 
of  Celsus  gave  a good  description  of  the  dis- 
ease about  the  year  A.D.  25,  and  made  reference 
to  some  earlier  Greek  and  Roman  writers. 
Strange  as  it  may  seem,  he  advised  that  the  lids 
be  turned,  the  granules  punctured,  and  their  con- 
tents be  squeezed  out  between  finger  nails.  So 
we  of  this  day  in  our  treatment  are  not  very  far 
ahead  of  the  time  of  Celsus,  as  it  is  the  almost 
universal  custom  to  open  the  granules  and 
squeeze  their  contents  out  with  fluted  roller  for- 
ceps instead  of  with  the  finger  nails. 

Etiologw — Trachoma  is  an  infectious  disease, 
and  the  secretion  must  be  brought  directly  in  con- 
tact with  the  conjunctiva  before  we  can  have  in- 
fection take  place  by  some  direct  means,  such  as 
the  common  use  of  wash  basins,  towels,  and  other 
articles  of  the  toilet.  By  such  means  the  disea.se 
is  spread.  Therefore  we  find  it  very  common  in 
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barracks,  schools,  and  orphan  asylums,  or  where 
many  people  are  crowded  together  and  use  arti- 
cles of  the  toilet  in  common.  It  is  very  common 
among  the  poor,  due  to  their  being  crowded  to- 
gether in  insanitary  surroundings.  Like  all  infec- 
tious diseases,  it  is  more  prevalent  during  the 
winter  months.  There  are  many  different  the- 
ories as  to  the  specific  cause.  Some  claim  a spore 
formation  ; others,  that  it  is  a plasmodium  ; while 
recently  has  come  the  suggestion  of  a filterable 
virus.  You  will  readily  see  from  what  has  been 
said  that  we  are  still  in  the  dark ; and  though  the 
consensus  of  opinion  is  that  the  disease  is  due 
to  a specific  germ,  no  such  germ  has  as  yet  been 
isolated.  The  United  States  Government  will 
not  permit  an  immigrant  with  trachoma  to  land 
in  this  country,  and  a law  has  just  recently  passed 
Congress  providing,  in  conjunction  with  the 
States,  for  the  establishment  of  trachoma  hos- 
pitals in  all  regions  where  trachoma  is  very  prev- 
alent, as  in  the  mountains  of  North  Carolina, 
Tennessee,  and  Kentucky. 

I confidently  predict  that  if  this  new  treatment 
proves  what  the  cases  before  you  promise,  the 
disease  can  be  better  and  more  economically  and 
conveniently  treated  in  the  homes  of  the  patients, 
Many  of  our  cities  and  towns  have  passed  laws 
to  prevent  the  spread  of  trachoma,  and  will  not 
permit  children  suffering  with  the  disease  to  at- 
tend public  schools.  As  you  perhaps  knOw,  the 
Nashville  schools  will  not  allow  children  with  tra- 
choma to  attend  school  unless  they  are  under  the 
care  of  a competent  physician. 

Symptoms. — The  eye  burns,  feels  gritty;  the 
discharge  varies  from  a small  amount  to  a pro- 
fuse discharge ; photophobia  and  lachrymation 
are  usually  present ; and  there  may  be  more  or 
less  ptosis  due  to  swelling  of  the  lids.  INIany 
cases  are  not  even  suspected  until  the  individuals 
are  examined  for  something  else,  as  they  have 
suffered  with  no  inconvenience,  and  only  by  in- 
spection is  the  diagnosis  made.  In  the  earlier 
cases,  when  the  lids  are  drawn  down,  the  con- 
junctiva appears  velvety  or  studded  with  gran- 
ules. 

Differential  Diagnosis. — From  follicular  con- 
junctivitis in  the  earlier  stages  the  diagnosis  is 
practically  impossible.  In  fact,  Fisch  makes  the 
statement  that  “ no  man,  it  matters  not  what  his 
experience  or  ability,  can  make  a positive  diag- 
nosis until  after  a lapse  of  time.”  Follicular 
conjunctivitis  is  of  much  shorter  duration,  and 


may  without  treatment  get  well  in  about  four  to 
six  weeks  and  leave  no  scar  tissue,  as  in  tra- 
choma. There  are  some,  however,  who  claim 
that  they  can  make  the  diagnosis  and  the  disease 
can  be  cured  with  no  resulting  scar  tissue.  This 
I very  much  doubt,  and  in  such  cases  I would 
not  hesitate  to  say  to  my  patient  that  I had  made 
a mistake  in  my  diagnosis.  The  difficulty  will  be 
apparent  if  you  will  examine  and  compare  pho- 
tographs numbered:  1,  “Follicular  Conjunc- 
tivitis, with  No  Thickening  of  the  Conjunc- 
tiva; ” 2,  “ Follicular  Trachoma  (Johnson)  ; ” 3, 
“ Everted  Granular  Lids;  ” 4,  “ Vernal  Conjunc- 
tivitis, or  Spring  Catarrh.”  (Numbered  by  me.) 
The  photographs  are  not  made  from  the  cases 
shown  here,  but  are  taken  from  standard  works, 
as  they  are  typical  pictures  of  the  different  classes 
of  disease  in  which  it  may  be  impossible  to  make 
an  early  diagnosis. 

Spring  Catarrh. — So' called  because  of  the  fact 
that  the  disease  occurs  at  the  beginning  of  spring 
and  lasts  with  more  or  less  severity  until  late 
fall,  to  reoccur  with  the  advent  of  spring.  YT 
usually  have  a circumcorneal  inflammation  or 
swelling,  which  is  very  hard  and  characteristic 
of  spring  catarrh.  The  treatment  in  these  cases 
is  palliative  rather  than  curative.  Our  patient 
may  be  kept  fairly  comfortable  by  the  proper 
treatment.  There  seems  to  be  no  tendency  to 
any  contagiousness,  although  you  may  have  more 
than  one  case  in  the  family,  indicating  that  it  is 
probably  hereditary  in  some  instances.  But  the 
history  of  the  reoccurrence  in  the  spring  is  suf- 
ficient to  make  the  diagnosis.  (See  Figure  4, 
“ Vernal  Conjunctivitis,  or  Spring  Catarrh  ; ” 
Figure  2,  “ Follicular  Trachoma  (Johnson)  ; ” 
Figure  3,  “ Everted  Granular  Lids.”) 

Paranaiid's  Conjunctivitis. — Is  a muco-puru- 
lent  affection  of  the  conjunctiva,  with  forma- 
tion of  very  large  granules  pediculated  in  char- 
acter, usually  accompanied  by  preauricular,  retro- 
maxillary, and  cervical  glandular  enlargement, 
and  may  or  may  not  go  on  to  suppuration  with 
chills  and  fever. 

Tuberculosis. — The  small  follicles  or  glands 
soon  break  down  and  form  little  ulcers  on  the 
conjunctiva.  The  microscope  will  settle  the  di- 
agnosis. 

Sequellae-Pannus. — A new  growth  of  blood 
vessels  on  the  upper  half  of  the  cornea  and  con- 
junctiva, which  is  shown  in  Figure  6 (“  Pannus 
Affecting  Upper  Half  of  Cornea  ”).  The  density 
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of  the  pannvis  does  not  always  depend  upon  the 
severity  of  the  disease.  The  pannus  is  claimed 
by  some  to  be  due  to  a direct  infection,  while 
the  majority  are  disposed  to  believe  it  due  to  the 
constant  friction  and  rubbing  of  the  roughened 


Figure  1.  Follicular  Conjunctivitis,  with  Xo  Thickening  of  the 
Conjunctiva. 


lid  over  the  cornea,  and  that  the  pannus  is  the 
effort  of  nature  to  protect  the  cornea. 

Ulcer  of  the  Cornea. — \"arying  in  severity,  at 
times  perforating  the  cornea,  with  loss  of-  vision 
and  subsequent  atrophy  or  phthisis  bulbi,  or  we 
may  have  a thinning  of  the  cornea  and  internal 
pressure  may  produce  conical  cornea,  necessi- 
tating enucleation  of  the  eye,  as  in  one  of  my 
cases  who  had  the  eye  enucleated  before  enter- 
ing the  school.  In  this  case  she  has  on  the  other 
eye  what  is  known  as  “ pannus  crassus  ” — that  is 
to  say,  a fleshlike  growth  on  the  upper  half  of 
the  cornea.  These  are  the  cases  in  which  jequir- 
it}'  is  used  to  destroy  the  pannus.  In  my  case  I 
could  not  use  jequirity  on  account  of  the  incar- 
cerated iris  in  an  old  central  ulcer  of  the  cornea, 
for  fear  of  perforation  and  loss  of  aqueous. 

Trichiasis. — A turning  in  of  the  e3^elashes, 
known  as  “ wild  hairs,”  occurs  usually  in  the 
third  or  worst  form. 

Ectropion — Or  rolling  out,  usually  of  the  lower 
lid,  caused  by  contraction  of  the  orbicularis  mus- 
cle, rolling  the  lid  away  from  the  eyeball,  with 
resulting  epiphora  (tears  flowing  over  the  face). 

Synihlepharon  Posterior. — A cicatricial  adhe- 
sion between  the  ball  and  the  lid,  iirterfering 
with  the  normal  movements  of  the  eye. 

Treatment. — I shall  only  attempt  to  give  an 
outline  of  the  old  treatment  that  has  been  almost 
universally  used  up  to  this  time  in  order  to  draw 


the  contrast  between  the  old  and  the  new  treat- 
ment. For  many  years  nitrate  of  silver,  bichlo- 
ride of  mercury,  bluestone,  alum,  etc.,  have  been 
used ; but  in  recent  years  the  albuminous  salts  of 
silver  have  been  substituted  for  nitrate  of  silver. 
They  are  not  so  severe  and  penetrate  the  tis- 
sues, thereby  being  more  effective. 

Operative  Treatment. — The  lids  are  everted, 
the  conjunctiva  is  scarified,  and  the  contents  of 
the  granules  are  squeezed  out  with  the  Knapp 
fluted  roller  forceps.  In  addition  to  this,  some 
do  what  is  known  as  “ grattage  ” — that  is,  after 
the  use  of  the  roller  forceps  they  use  a stiff  bris- 
tle toothbrush  to  scrub  the  conjunctiva  with  a so- 
lution of  bichloride  of  mercury,  which  necessarily 
sets  up  a violent  inflammation,  necessitating  the 
use  of  cold  applications  to  the  inflamed  lids.  In 
recent  years  a few  have  used  very  fine  sandpaper 
to  sandpaper  the  conjunctiva  and  granules  thor- 
oughl3^  While  I have  not  had  the  courage  or 
the  inclination  to  try  this,  it  has  been  highly  ex- 
tolled by  some.  Jequirity  is  C[uite  often  used  in 
fleshy  forms  of  pannus,  or  what  is  known  as 
“ pannus  crassus.”  Before  the  introduction  of 
jequirity  a few  men  were  bold  enough  in  this 
class  of  cases  to  inoculate  them  with  gonococci, 
and,  in  many  instances,  with  good  results,  though 
there  was  very  great  danger  of  the  loss  of  the 
eye.  I think,  however,  that  this  will  be  sufficient 
to  give  you  some  idea  of  the  problem  we  have 
been  “ up  against  ” in  the  treatment  of  this  dis- 
ease and  the  desperate  means  that  have  been 
resorted  to  in  some  cases.  The  results  of  the 
treatment  have  been,  on  the  whole,  far  from  sat- 
isfactory to  me  in  every  respect,  and  I believe  I 
can  claim  as  good,  if  not  better  results  than  aiw 
one,  especially  in  the  work  at  the  School  for  the 
Blind,  as  these  little  folks  have  been — at  least 
some  of  them — under  my  care  from  one  to  three 
or  four  years. 

From  eight  to  nine  months  of  each  A'ear,  and 
since  my  first  j^ear,  in  order  that  I might  not  lose 
the  benefit  obtained,  I gave  all  of  them  medicine 
to  be  used  at  home,  which  added  to  the  general 
efflcienc}'  of  the  treatment ; and  yet,  notwith- 
standing our  efforts,  many  of  the  cases  apparently 
would  do  well  for  a while,  only  to  relapse  with- 
out any  apparent  cause.  With  my  unsatisfactory 
experience  in  the  treatment,  under  what  I con- 
sider most  favorable  circumstances.  I have  been 
looking  for  something  better,  and,  in  fact,  have 
been  trying  annulling  which  came  under  m\-  no- 


August,  1916. 


TRACHOMA  OR  GRANULAR  LIDS  TREATED. 


173 


tice  that  held  out  any  possible  hope.  I have 
tried  many  things,  only  to  abandon  them ; and 
not  until  late  last  summer,  in  glancing  over  a lit- 
tle pamphlet  (“Therapeutic  Notes”)  sent  out 
by  Parke,  Davis  & Co.,  with  which  doubtless 
many  of  you  are  familiar,  I noticed  a short  ex- 
tract from  a paper  published  by  Dr.  C.  R.  Hud- 
gel,  of  Boise,  Idaho,  in  Northwest  Medicine, 
1914.  He  says : “A  case  of  trachoma  in  the  sec- 
ond stage  came  under  my  care.  I remembered 
to  have  seen  an  extract  reporting  a case  cured  by 
a general  practitioner  with  tablets  of  B.  B.  cul- 
ture. I am  unable  to  remember  his  name. 
However,  I determined  to  try  the  tablets.  I re- 
duced the  tablets  to  a fine  powder,  everted  and 
scarified  the  lids,  and  dusted  the  powder  on  the 
lids  night  and  morning.  I also  used  1 per  cent 
solution  atropine,  one  drop  three  times  a day, 
also  hot  applications.  The  lachrymation,  photo- 
phobia— in  fact,  all  other  symptoms — began  to 
subside  at  once.  The  pannus  disappeared,  and 
in  two  weeks  the  patient  was  well,  and,  with 
proper  correction  of  his  vision,  he  read  15-20. 
In  two  other  cases  I had  similar  results.” 

The  results  here  quoted  did  not  impress  me. 
In  fact,  with  my  experience  in  the  treatment  of 
trachoma  under  the  most  favorable  circum- 
stances, the  results  were  more  in  accord  with  the 
general  results  gotten  by  the  profession  in  this 
disease.  I,  therefore,  doubted  the  doctor’s  diag- 
nosis and  could  not  believe  he  had  to  deal  with 
cases  of  genuine  trachoma.  But  the  suggestion 
of  the  use  of  B.  B.  culture  did  appeal  to  me  very 
strongly  as  being  worthy  of  trial.  I wrote  Parke, 
Davis  & Co.,  calling  their  attention  to  the  doctor’s 
article  quoted  by  them,  and  asked  them  to  send 
me  any  literature  or  further  information  they 
might  have  bearing  upon  the  subject.  In  a few 
days  I received  two  bottles  of  samples  and  the 
usual  literature  sent  out  by  them  extolling  the 
drug’s  merit  in  other  conditions,  but  nothing  on 
the  subject  of  trachoma.  Naturally,  their  silence 
to  a specific  incjuiry,  coupled  with  the  fact  that 
there  was  nothing  in  the  literature  sent  me,  I' 
must  confess,  gave  me  very  little  encouragement. 
The  natural  presumption  was  that  if  there  was 
anything  in  the  treatment,  their  biological  work- 
ers would  be  quick  to  see  the  importance  of  such 
a remedy.  Notwithstanding  this  conclusion,  as 
stated  before,  the  idea  impressed  me  very  forci- 
bly for  the  following  reasons ; 

First,  having  in  mind  the  several  claims  as  to 


the  etiology  of  trachoma,  whether  or  not  it  were 
due  to  some  form  of  spore-bearing  organism, 
plasmodium,  filterable  virus,  or,  as  is  generally 
believed,  from  its  infectious  nature,  to  be  due  to 
some  specific  germ  as  yet  not  determined,  and, 
on  the  other  hand,  knowing  from  what  I had 
been  able  to  gather  that  the  bacillus  bulgaricus 
was  a lactic  acid-forming  germ  and  that  they 
thrived  best  in  an  alkaline  medium,  I reasoned, 
whether  right  or  wrong,  that  we  might  hope  for 
one  of  two  or  three  things — either  a direct  bac- 
teriological action  of  the  bacillus  or  a chemical 
or  fermentative  action  by  the  production  of  lac- 
tic acid  in  their  growth  and  multiplication. 

I had  in  mind  the  possibility  of  the  liberation 
of  a free  or  nascent  acid  that  might  destroy  the 
destructive  process  going  on  in  trachoma.  The 
more  I thought  over  the  matter,  the  more  I be- 
came convinced  that  there  was  merit  in  the  rem- 
edy. Although,  as  before  stated,  I had  little  to 
encourage  my  hopes  except  m}^  own  conception 
and  conclusions,  I felt  sure,  in  the  first  place,  that 
I would  do  no  harm  and  lose  little  time  in  giving 
the  culture  a trial.  While  my  reasons  may  not 


appeal  to  others  or  prove  to  be  correct,  I am 
frank  to  say  that  I never  before  used  an  untried 
remedy,  especially  on  a disease  that  had  j^uzzled 
the  skill  of  the  medical  profession  throughout 
the  ages,  with  such  confidence — more,  probably, 
than  I was  warranted  in  feeling.  The  question 
of  the  mode  of  action  and  the  cure  will  have  to 
be  worked  out  later  by  those  who  are  more  able 
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and  with  better  facilities  than  I can  command. 
I only  throw  out  these  few  suggestions,  with  the 
hope  that  others  may  confirm  or  give  a better  solu- 
tion than  I here  offer.  However,  the  thing 
which  most  concerns  us  here  is  the  treatment  and 


the  results,  and  not  the  etiology  and  mode  of  ac- 
tion of  the  bacilli. 

A few  weeks  ago  I presented  to  the  Academy 
four  of  my  cases,  and,  as  I stated  at  the  time, 
principally  for  three  reasons : First,  that  the 
members  of  the  Academy  might  have  an  opportu- 
nity to  make  their  own  diagnosis ; and  when  I 
presented  them  later  cured,  as  I fully  expected 
to  be  able  to  do,  no  one  could  raise  the  ciuestion 
of  a mistake  in  diagnosis.  iMy  second  reason  was 
to  show  what  I attempted  to  explain — the  marked 
improvement  as  clearly  shown  by  the  destruc- 
tion of  the  granules  indicated  by  the  pocklike 
pits  or  marks  left  as  shown  beneath  the  con- 
junctiva, although  this  apparently  was  not  noted 
by  some  even  after  I had  called  especial  attention 
to  the  marks  or  pits.  I then  outlined  the  treat- 
ment and  stated  from  the  rapid  improvement  of 
the  cases  that  l-felt  warranted  m promising  to 
show  the  cases  cured  by  June  1,  as  June  is  the 
close  of  the  school  session,  so  far  as  the  granules 
were  concerned,  but*could  not  expect  the  cloud- 
iness produced  by  the  pannus  to  clear  up  so  early. 
However,  you  will  notice  a marked  improvement 
in  this  respect,  too.  I should  state  that  through 
my  efforts  to  clear  up  the  cloudiness  1 am  em- 
ploying the  usual  remedies  to  keep  up  the  inflam- 
mation of  the  eyes ; otherwise  the  eyes  would 
look  much  better.  1 am  very  fortunate,  through 
the  interest  and  kindness  of  Mr.  Armstrong,  the 
superintendent  of  the  school,  to  not  only  be  able 
to  show  you  the  four  cases  shown  before,  but 
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tw:elve  of  the  fourteen  cases  under  treatment. 
The  two  I am  unable  to  show  are  both  sick  in 
bed.  I further  stated  at  the  time  that  while  I 
preferred  to  have  had  something  more  definite 
to  offer  in  view  of  the  almost  certain  value  of  the 
treatment,  I did  not  feel  that  I had  the  right  to 
withhold  the  knowledge  from  the  profession  in  ^ 
the  interest  of  humanity. 

Classification. — Ten  of  the  fourteen  cases  were 
in  the  second  stage  of  the  disease.  Two  of  these 
cases  entered  the  school  after  the  Christmas  hoi-  ’ 
idays,  and,  therefore,  have  been  under  treatment 
only  since  about  the  first  of  January,  1916;  while 
the  other  eight  cases  in  this  class  have  been  un- 
der me  on  the  old-line  treatment  from  one  to 
three  years.  All  except  one  of  the  ten  had  pan- 
nus, which  has  disappeared,  and  onlv  the  cloud- 
iness of  cornea  is  left.  The  boy  without  pannus, 
with  correction,  has  vision  15-15  in  both  eyes.  ' 
In  the  other  cases  vision  has  improved  very 
much ; but  as  the  cloudy  cornea  clears,  the  vision 
will  improve.  I feel  sure  that  with  proper  treat- 
ment such  will  be  the  case,  and  I hope  next  fall 
to  report  on  this  feature  of  the  cases.  Four  cases 
were  in  the  third  stage.  . As  you  will  notice, 
there  is  more  or  less  distortion  of  the  lids,  with 
lashes  turning  in  toward  the  ball,  producing 
trichiasis,  or  “ wild  hairs.”  These  cases  also 
have  been  under  the  old-line  treatment  from 
three  to  five  years.  One  of  this  class  had  had  , 
one  eye  enucleated  before  entering  the  school, 
and  the  other  eye  has  a thick,  fleshy  ])annus, 
termed  “ pannus  crassus  ” or  “ carnosus.”  She 
also  has  a very  cloudy  cornea,  with  thinning  of  . 
the  cornea  over  the  papillary  area,  with  an  oldjjl 
incarcerated  hernia  of  the  iris,  evidently  due  to  J jj 
perforation  • of  the  cornea  from  an  old  ulcer. 
This  occurred  before  she  entered  the  school.  1 1 
Under  the  old  treatment  I could  not  hold  out  any  I 
hope  for  her,  and  I may  be  oversanguine  at  this  If 
time;  but  as  she  still  has  light  perception  and  t 
the  pannus  is  improving,  we  can  hold  out  a rea- 1 
sonable  hope  that  as  the  improvement  progresses! 
the  cornea  may  clear  enough  in  some  sjiot  to  gi 
warrant  an  operation  for  an  iridectomy,  with  theF;| 
hope  of  giving  her  vision  enough  to  at  least  per-j  ji, 
mit  her  to  see  her  way  around,  if  no  more.  Inf 
the  other  three  cases  I have  advised  operation  onfi 
lids  for  trichiasis,  and  hope  to  operate  before  the  I 
end  of  the  session,  if  we  can  get  permission  fromfi 
their  parents  in  time.  If  we  take  each  eye  sep-||| 
arately,  we  have  before  you  twenty-seven  cases. 


August,  1916. 


TRACHOMA  OR  GRANULAR  LIDS  TREATED. 


175 


In  one  case  only  one  eye  was  treated  with  B.  B. 
culture,  as  the  other  eye  had  been  cured  by  the 
old  treatment,  and,  with  correction,  has  vision 
15-15  in  the  good  eye. 

Treatment. — About  October  20  I went  out  to 
the  school,  and  selected  two  of  the  worst  cases 
to  begin  the  treatment  on.  I had  the  nurse  un- 
der my  supervision  reduce  one  of  the  tablets  to  a 
powder,  evert  the  lids,  and  dust  the  conjunctiva 
well  with  the  powder.  Both  of  the  boys  com-,' 
plained  of  a little  smarting  and  burning,  and  kept 
their  eyes  closed  about  three  minutes.  When 
their  eyes  felt  more  comfortable  and  they  were 
enabled  to  open  them,  there  was  no  marked  red- 
ness of  injection  of  the  eyes,  I then  instructed 
the  nurse  to  use  a fresh  tablet  each  time,  for  ^ear 
that  the  powder  might  become  inert ; to  use  the 
powder  night  and  morning,  and  also  to  use  10 
per  cent  solution  of  argyrol  at  noon.  I had  her 
report  to  me  the  condition  after  the  use  o*f  the 
powder  at  the  night  application,  and  her  report 
was  favorable.  No  great  amount  of  inflamma- 
tion or  injection  followed  the  application  of  the 
powder.  I saw  the  cases  the  next  day  and  for 
several  days,  until  I fully  assured  myself  that  T 
at  least  was  doing  no  harm.  The  next  week  I 
saw  them  two  or  three  times.  In  the  meantime 
I had  cautioned  the  nurse,  in  whom  I have  a great 
deal  of  confidence,  to  promptly  report  any  un- 
usual condition.  In  about  ten  days  I noticed  a 
marked  improvement  in  both  cases  under  treat- 
ment, and  instructed  the  nurse  to  begin  the  treat- 
ment in  the  other  cases.  As  the  cases  began  to 
rapidly  improve,  as  shown  by  the  disappearance 
of  the  granules  and  improvement  in  all  other 
symptoms,  I then  only  used  the  powder  at  night 
or  once  a day.  We  then  began  the  use  of  dionin 
grs.  xii,  to  water  one  ounce,  one  drop  to  be  in- 
stilled into  the  eyes  every  other  day,  with  the  idea 
of  clearing  up  the  cornea.  I have  found  that 
dionin,  if  used  in  this  way,  will  not  establish  a 
tolerance  and  can  be  used  indefinitely  with  good 
results.  Atropine  solution  and  hot  applications 
were  used  as  the  indication  arose  from  time  to 
time.  This  is  an  outline  of  the  treatment  .fol- 
lowed by  me,  other  than  meeting  indications  as 
they  came  up. 

Of  course  it  is  too  early  to  say  with  any  assur- 
ance that  this  is  the  proper  line  of  treatment. 
This  will  have  to,  be  worked  out  by  me  or  others 
working  along  the  same  line.  I am  inclined  to  be- 
lieve that  we  may  get  quite  as  good  results  with 


the  B.  B.  culture  used  only  once  a day,  and  am 
not  so  sure  that  argyrol  is  not  a hindrance  in  the 
beginning  of  the  treatment  rather  than  a benefit, 
as  I understand  that  it  requires  about  twenty-four 
hours  for  the  bacilli  to  develop  and  form  a new 
growth  to  which  they  owe  their  efficiency.  How- 
ever, I am  not  inclined  to  believe  that  the  argyrol 
interfered  to  any  great  extent,  judging  by  the 
rajiid  improvement  in  these  cases. 

I had  four  cases  develop  iritis  ; but  I am  not 
able  to  ^ay  whether  or  not  .there  is  any  greater 
tendency  to  iritis  with  this  treatment — that  is  to 
say,  whether  or  not  the  bacilli  have  a tendency 
to  produce  iritis — though  I am  inclined  to  think 
not,  as  two  or  three  of  the  cases  have  had  pre- 
vious attacks  of  iritis. 

While  this  is\a  disease  that  comes  in  the  field 
of  the  specialist,  and,  I doubt  not,  will  be  in  the 
future  as  in  the  past  gladly  turned  over  to  the 
oculist  by  the  general  practitioner,  there  are  many 
unfortunates  in  the  rural  districts  who  are  un- 
able to  consult  an  oculist ; and  I shall  attempt  to 
outline  a course  of  treatment  to  be  followed  by 
the  family  physician  in  such  cases.  I am  con- 
vinced that  he  will  do  more  good  than  harm,  and, 
therefore,  would  advise  the  following  course  un- 
til something  more  definite  can  be  formulated  : 

The  first  thing  to  remember  is  that  this  is  an 
infectious  disease.  The  patients  should  have 


Figvire  4.  Vernal  Conjunctivitis,  or  Spring  Catarrh. 


their  own  articles  of  the  toilet — such  as  wash 
basin,  towels,  etc. ; and,  if  possible,  they  should 
sleep  by  themselves.  The  doctor  or  attendants 
should  be  careful  to  wash  their  hands  after 
handling  the  cases  to  avoid  infection.  To  turn 
the  lids,  the  lashes  should  be  grasped  by  the  fin- 
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gers  of  the  left  hand,  the  patient  instructed  to 
look  down,  and,  with  match  or  toothpick  placed 
over  the  lid  at  the  upper  border  of  the  tarsal  car- 
tilage, the  lid  turned  over  the  match,  and  the 
powder  well  dusted  once  or  twice  a day  on  the 
everted  lids.  Use  hot  applications  several  times 
a day.  In  children  up  to  ten  or  twelve  years  of 
age  I would  advise  a solution  of  atropine,  grains 
ii,  to  ounce  of  water,  one  drop  three  times  a day. 
In  all  other' cases  up  to  the  age  of  presbyopia — 
that  is,  up  to  forty-five — the  atropine  should  be 
grains  iv  to  the  ounce.  After  this  age  the  atro- 
pine should  only  be  used  as  indicated  by  increased 
lachrymation  photophobia  and  increased  redness 


Figure  6.  Pannus  Affecting  Upper  Half  of  Cornea. 


of  ‘the  eye,  indicating  iritis.  Keej^  in  mind  the 
danger  of  producing  glaucoma  in  the  old  cases, 
as  indicated  by  increased  tension  or  hardening  of 
the  eyeball.  As  all  symptoms  im])rove  and  the 
granules  begin  to  disappear,  use  the  powder  once 
a day ; continue  hot-water  applications,  argyrol 
solution,  or  any  of  the  silver  salts.  As  improve- 
ment is  noted  where  you  have  a cloudy  cornea, 
use  dionin,  yellow  oxide  mercury,  grains  i to  the 
dram ; place  a small  quantity  of  salve  on  the 
inner  surface  of  the  lid  at  night,  and  gently 
massage  the  closed  lids.  In  no  case  should  the 
eyes  be  kept  bandaged,  and  the  patients  should 
be  encouraged  to  get  out  in  the  fresh  air  as  much 
as  possible  as  soon  as  the  eyes  will  tolerate  the 
light ; but  avoid  too  much  sunlight. 

The  advantages  of  the  new  over  the  old  treat 
mcnt  are  as  follows : 


New. 

The  length  of  time  of 
treatment  is  from  three  to 
six  months — maybe  short- 
er. 

Simplicity  of  treatment 
and  little  discomfort. 

The  prospects  are  for 
permanent  cure  in  a few 
months. 

The  B.  B.  culture  has 
the  advantage  of  being  able 
to  reach  every  nook  and 
corner  of  the  diseased 
area ; and  there  is,  there- 
fore, less  likelihood  of  a 
recurrence. 

The  idea  is  to  avoid  op- 
eration when  possible,  and 
should  get  less  scar  tisue, 
as  we  do  not  have  to  cut 
or  lacerate  the  mucous 
membrane. 


The  treatment  promises 
more,  and,  to  say  the  least, 
is  humane. 


Old. 

From  one  year  to  a life- 
time. 

Treatment  complicated. 
Remedy  often  as  bad  as 
disease. 

Cure  uncertain  and  time 
indefinite. 

Inability  to  reach  all  the 
granules  with  the  drugs 
used  or  by  any  operation, 
and  more  liable  to  relapse. 


In  operation  we  not  only 
have  scar  tissue  from  the 
disease,  which  is  unavoid- 
able, but  we  add  to  the 
scar  tissue  in  any  opera- 
tion where  we  are  forced 
to  lacerate  the  conjunc- 
tiva. 

The  treatment  is  so 
painful  as  to  at  times  ap- 
proach the  border  line  of 
the  barbarous. 


The  question  may  properly  be  asked,'  with 
such  a disease  to  deal  with ; “ What  assurance 
have  you  that  the  treatment  will  effect  a perma- 
nent cure  ? ” I answer  that  time  alone  can  set- 
tle that  question.  At  the  same  time,  if  we  con- 
cede that  the  pits  or  marks  pointed  out  in  my 
preliminary  report,  and  which  can  be  seen  in 
some  of  the  cases  shown  here  to-night,  also  the 
typical  scar  formation,  are  characteristic  seciuellje 
of  trachoma  and  plain  to  be  seen  in  all  but  two 
.of  the  cases  shown,  then  to  all  ajjpearances  the 
glandular  tissue  has  been  destroyed  by  the  treat- 
ment and  the  cases  are  cured. 

Again,  the  amount  of  cicatricial  tissue,  to  those 
of  us  who  are  accustomed  to  deal  with  this  class 
of  troubles,  should  warrant  us  in  feeling  that 
there  is  little  glandular  tissue  left  to  make  us  very 
apprehensive  of  a return.  Another  reason: 
Taking  each  eye  separately,  we  have  twenty- 
seven  eyes.  The  trachoma  granules,  as  stated 
before,  have  disappeared,  except  in  two  of  the 
ca^  es ; and  they  are  markedly  improved,  and  in  a 
fe\.’  weeks  should  j)resent  the  same  appearance 
as  che  other  cases.  This  being  the  case,  we  should 
hardly  expect  the  improvement  in  the  whole  num- 
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her  to  be  a coincidence ; so  we  must  at  least  grant 
that  there  is  merit  in  the  remedy. 

I I have  had  no  experience  as  yet  in  the  treat- 
ment of  acute  cases ; but  I think  we  should  ex- 
, pect  ecjually  as  good,  if  not  better,  results  in  the 
I acute  cases.  It  will  be  of  interest  to  note  in  the 

I acute  cases  whether  or  not  there  will  be  left  any 

scar  tissue,  and  we  ought  to  be  able  to  settle  a 

h long-disputed  cjuestion.  It  is  too  early  yet  to  ven- 

ture a definite  opinion,  but  from  my  limited  ob- 
servation I am  firmly  convinced  that  thc'B.  B. 

I culture  ofifers  far  greater  hope  in  this  dread  dis- 
i ease  than  anything  up  to  this  time ; and  those  of 
; us  who  hav£  had  this  condition  to  deal  with  are 
i able  fully  to  appreciate  the  load,  in  the  event  that 
j it  proves  true,  which  it  will  forever  lift  from  our 

I shoulders.  Speaking  for  myself,  no  disease  with 
which  we  have  to  deal  gives  me  a greater  sense 
of  responsibility  and  worry,  especially  the  cases 

i in  the  school.  They  have  to  submit  to  treatment, 

i whether  they  want  to  or  not ; but  not  so  with  pri- 
,i  vate  patients — they  are  at  liberty  to  leave  me  at 

ii  any  time,  and,  I confess,  heretofore,  with  not  a 
' great  deal  of  chagrin  on  my  part.  And  should 
i the  results  prove  true,  I shall  rejoice  with  untold 

millions  of  suffering  humanity  that  the  day  is 

I I close  at  hand  when  the  suffering,  the  dread,  and 
: the  fear  of  this  scourge  to  mankind  will  have 
li  in  some  measure  lost  its  terrors,  and  we,  as 

physicians,  may  confidently  respond  to  the  Mace- 
donian cry  of  our  fellow-men  with  a new  hope 
and  message  of  good  cheer. 


, A PLEA  FOR  BETTER  PROPHYLACTIC 
Ij  MEASURES  FOR  THE  PREVENTION 
OF  SPECIFIC  INFECTIOUS  DIS- 
EASES OF  CHILDHOOD.* 


By  J.  T.  Moore,  M.D., 
Algood,  Tenn. 


I Every  general  practitioner  must  realize  the  se- 
rious effects  of  our  epidemics  of  specific  infec- 
tious diseases  of  childhood.  Every  woman  who 
has  a child  born  in  Tennessee  also  realizes  that, 
■sooner  or  later,  her  offspring  will  most  surely  un- 
dergo the  effects,  pain,  and  suffering  of  a number 
of  contagious  diseases  which  are  necessarily  al- 
jUrost  unavoidable  under  our  present  management. 

j 

I *Read  at  the  meeting-  of  the  Middle  Tennessee  Medical  As- 
sociation, Lewisburg,  May,  1916. 


I have  been  forcibly  impressed  that  such  a con- 
dition should  not  exist  in  our  state.  For  this 
reason  I thought  it  worth  while  to  bring  this  sub- 
ject before  this  society,  hoping  that  by  giving 
sonle  attention  and  discussion  to  it  we  could  by 
concerted  action  do  a great  deal  of  good  toward 
preventing  the  thousands  of  cases  of  measles, 
whooping  cough,  chickenpox,  mumps,  et  cetera, 
every  year. 

Is  it  right?  Is  it  necessary  that  our  children 
are  so  subjected  to  these  diseases?  You  often 
hear  the  mother,  with  a gasp  and  sigh,  accompa- 
nied by  fear,  say  : “ O,  well ! My  neighbors’  chil- 
dren have  measles ; mine  must  have  it  some  time  ; 
so  I guess  they  just  as  well  have  it  now  as  any 
time.”  What  can  be  done  to  prevent  this  state 
of  affairs?  Are  these  diseases  so  insignificant 
that  we  need  not  make  an  effort,  or  from  our 
present  knowledge  have  we  not  the  means  to  pre- 
vent ? 

We  cannot  admit  that  the  common  diseases  of 
children  are  of  small  consequence;  nor  can  we 
who  know  the  conditions  in  Tennessee  admit  that 
our  efforts  toward  stamping  out  these  diseases 
are  what  they  should  be.  Then,  it  seems  to  me, 
here  is  a field  of  service  for  the  general  practi- 
tioner. 

The  surgeon  claims,  and  justly  so,  that  by  the 
use  of  his  scalpel  he  saves  his  patient  from  de- 
formities and  malformations,  and  in  many  cases 
from  certain  death.  The  general-practice  man 
can  never  know,  except  in  a few  isolated  cases, 
whether  he  saves  them  or  not. 

Now  if  we  could  institute  a movement  by 
which  a large  part  of  cases  of  measles  and 
whooping  cough  are  prevented,  could  we  not  feel 
that  our  mission  is  more  thoroughly  fulfilled? 
If  by  so  doing,  would  we  prevent  suffering?  Cer- 
tainly so.  If  by  so  doing,  would  we  prevent 
death?  Certainly  so. 

If  a case  of  smallpox  is  discovered  anywhere 
in  Tennessee,  what  is  done?  Why,  everything 
which  has  been  exposed  to  it  is  immediately  quar- 
antined under  the  strong  arm  of  the  law,  and 
every  effort  is  made  by  the  health  authorities — 
county,  city,  and  state — to  prevent  the  spread  of 
this  disease.  Smallpox  is  a preventable  disease  ; 
every  human  being  in  the  state  of  Tennessee 
could  be  made  practically  immune  from  it ; yet 
we  may  have  measles  and  whooping  cough  com- 
bined— two  diseases  for  which  there  is  no  im- 
munizing remedy;  and,  so  far  as  I have  been 
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able  to  learn,  there  is  no  great  effort  to  isolate 
these  diseases. 

Is  it  worth  while?  Any  practitioner  who  has 
seen  epidemics  of  these  two  diseases  (mentioned 
because  they  are  the  ones  most  radically  neg- 
lected) and  observed  their  grave  complications, 
and  one  who  has  seen  sleepless  nights  of  moth- 
ers, the  suffering  and  coughing  of  these  little  fel- 
lows, the  occasional  death  from  one  or  both  dis- 
eases combined,  the  crippled  lungs,  and  other 
complications,  cannot  but  realize  that  they  de- 
mand a serious  effort  on  our  part  to  prevent. 

There  is  no  more  distressing  condition  than  to 
see  a small  infant  suffering  from  measles  and 
whooping  cough  together,  and  the  prognosis  is 
always  grave.  The  complications  of  these  dis- 
eases are  many — broncho-  or  lobar-pneumonia, 
membranous  laryngitis,  convulsions,  ilio-colitis, 
nephritis,  and  many  others.  A large  per  cent  of 
those  who  have  a tendency  to  tuberculosis  suc- 
cumb to  the  disease  following  measles.  Our  re- 
ports of  these  diseases  in  hospitals  for  children 
give  a large  mortality  from  broncho-pneumonia. 
Our  means  of  combating  diphtheria  are  good. 
It  is  a disease  which  attacks  only  a small  per  cent 
of  those  exposed,  and  our  almost  perfect  serum 
treatment  renders  it  a disease  not  to  be  greatly 
feared.  There  is  a greater  effort  on  our  part  to 
quarantine  and  isolate  scarlet  fever,  although  in 
some  localities  it  is  handled  in  a very  indifferent 
way.  Chickenpox  is  a nasty,  annoying  disease, 
and  makes  a child  sick  for  a few  days.  It 
should,  therefore,  demand  our  attention.  Mumps 
is  of  sufficient  consequence  to  be  avoided. 

We  fall  further  short  in  the  handling  of 
measles  and  whooping  cough  in  this  state  than 
the  other  childhood  infections.  Within  the  last 
few  months  Knoxville  has  suffered  an  epidemic 
of  measles,  and  I will  here  quote  a clip]>ing  from 
one  of  the  daily  papers  a few  weeks  ago,  as  fol- 
lows : 

“ Within  a period  of  four  days  three  small  children 
of  Mr.  and  Mrs.  G.  M.  Hill,  residents  here,  died  of 
measles.  The  first  child  died  while  the  other  two  were 
lingering  under  the  care  of  a physician.  No  sooner  had 
the  first  died  than  the  younger  two  grew  weaker,  and 
both  died  within  a few  hours  of  each  other.  A double 
funeral  was  held  when  the  two  younger  children  were 
buried.  The  children  were  aged  two,  four,  and  six 
years.” 

During  IMarch  the  corpse  of  a small  child  was 
brought  from  Knoxville  to  ^Vlgood  for  burial. 


The  death  certificate  was  labeled  “ Pneumonia.” 

A funeral  service  was  held  in  a church,  quite  a 
number  of  children  being  present.  The  day  fol- 
lowing the  brother  of  the  dead  child,  who  was  at  i 
the  funeral,  broke  out  with  measles.  From  this  i; 
exposure  we  had  about  a dozen  children  come 
down  with  the  disease.  With  so  many  scattered  ,i 
cases,  the  result  was,  we  have  had  an  epidemic  ; 
of  measles  so  widespread  that  it  would  be  impos-  | 
sible  to  estimate  the  number  of  cases  developing 
from  the  one  case.  The  last  epidemic  of  measles 
in  my  town  previous  to  this  was  in  1913.  This  | 
started  from  a young  man  who  contracted  the  . 
disease  in  Nashville.  They  did  not  call  a physi-  ! 
cian  until  late  in  the  disease,  and  when  several 
children  had  been  exposed.  This  resulted  in  a 
wide  epidemic  in  Putnam  and  Overton  Counties. 
There  were  a number  of  deaths  of  both  children 
and  adults  as  a result.  Whooping  cough  came 
in,  and  we  had  the  two  combined  sweeping  on- 
ward in  their  career,  maiming  and  sometimes 
producing  death,  the  populace  submitting  to  it 
as  an  inevitable  consequence.  Could  these  wide- 
spread epidemics  be  prevented?  \Xe  are  bound 
to  answer,  “ Yes.” 

These  diseases  of  childhood  should  be  rigidly 
quarantined.  It  would  be  far  better  for  all  in-  ! 
fected  and  exposed  cases  to  be  isolated,  and 
thereby  suffer  some  inconvenience,  than  for  them 
to  go  at  liberty,  exposing  a whole  neighborhood 
or  county  or  state. 

1 have  seen  cases  of  whooping  cough  on  trains, 
in  churches,  and  other  public  places.  I have  seen 
mild  cases  of  measles  in  the  eruptive  stage  going  ! 
at  liberty,  having  no  regard  for  the  welfare  of 
others.  The  same  is  true  of  chickenpox  and 
mumps.  There  are  occasionally  children  who  ' 
escape  some  of  these  diseases,  not  because  they 
have  not  been  exposed,  but  because  they  seem  to 
be  presentl}^  immune,  but  who  later  on  in  life  are 
infected.  Now,  especially  in  measles,  this  mayu 
be  very  serious.  It  may  come  on  an  individual 
struggling  to  overcome  tuberculosis.  I had  a case 
of  this  kind  in  1913,  a man  forty  years  of  age  I 
was  treating  for  tuberculosis.  He  had  gained 
twenty  pounds,  and  was  practically  a well  man, 
able  to  work  for  his  family.  He  was  the  father 
of  nine  children.  His  children  contracted' 
measles  and  infected  him.  He  never  regained 
his  strength.  Measles  gave  new  life  to  the  great 
“ white  plague,”  and  he  succumbed  in  a few 
months.  Now  this  is  only  a striking  example  of 
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many  such  cases.  Can  we  give  no  protection  to 
these  weakly  constituted  and  delicate  individuals 
from  such  contagious  diseases  which  further 
lower  their  vitality,  making  them  a prey  to  tuber- 
culosis? By  curtailing  the  number  of  cases  of 
measles  and  pertussis,  it  seems  to  me  we  would 
be  making  a step  forward  in  the  prevention  of 
tuberculosis. 

Then,  again,  what  could  be  very  much  more 
dreaded  than  to  see  a pregnant  woman  contract 
measles?  This  we  all  come  in  contact  with. 
This  woman  should  have  protection.  I repeat,  is 
it  not  worth  while  for  us  to  give  a little  more  at- 
tention to  measles  and  whooping  cough?  For 
several  years  I have  given  this  subject  consider- 
able thought,  but  little  action,  because  the  cases 
pile  up  on  us  in  such  numbers ; and  the  people, 
believing  it  has  to  be,  make  no  effort  to  avoid  it — 
just  throw  up  our  hands  and  say : “ Let  it  go.” 
But  we  should  come  to  the  parting  of  the  ways. 
We  should  make  a better  fight  against  these  two 
diseases.  We  should  have  some  concerted  ac- 
tion by  the  medical  profession,  so  that  these 
epidemics  may  not  be  so  widespread  in  Tennessee. 
They  are  diseases  which  are  not  readily  trans- 
mitted except  by  the  infected  person.  They  are 
diseases  which,  after  those  infected  recover,  the 
infection  does  not  exist  very  long.  For  this  rea- 
son the  length  of  time  in  which  isolation  is  re- 
quired would  be  of  short  duration,  and  a mode 
of  stamping  out  the  disease  certainly  , is  obtain- 
able. Would  it  not  be  best  to  isolate  absolutely 
so  far  as  possible  all  infected  and  exposed  sub- 
jects in  the  very  first  cases  that  come  under  our 
care,  and  so  at  least  confine  these  diseases  to  the 
grand  division  of  our  state  in  which  they  origi- 
nate ? 

If  every  health  officer  and  every  other  physi- 
cian in  Tennessee  should  make  an  effort  along 
this  line,  we  would  get  results.  In  the  first  place, 
we  have  to  get  the  cooperation  of  the  people, 
which  can  be  done  if  they  understand.  In  the 
second  place,  we  need  a sufficient  number  of 
health  officers  in  every  county  in  the  state  who 
should  have  strict  supervision  over  all  diseases, 
devoting  their  time  and  attention  to  better  our 
sanitary  conditions  and  receive  just  compensa- 
tion for  the  same.  What  intelligent  citizen  of 
Tennessee  would  not  rather  pay  a physician  to 
prevent  disease  than  to  pay  him  to  treat  it? 

Many  a severe  cold  ends  in  tuberculosis. 


REPORT  OF  TWO  GUNSHOT  CASES.* 

By  Wk  F.  Clary,  M.D., 

^Memphis,  Tenn. 

During  these  times,  when  the  whole  world  is 
engaging  in  the  pleasant  pastime  of  war,  when 
the  high  explosives  from  42  or  75-centimeter 
guns  are  doing  so  much  damage,  and  when  torpe- 
does from  submarines  or  bombs  from  aeroplanes 
are  astounding  the  world  with  their  terrific  de- 
struction, I feel  like'  offering  an  apology  when  I 
relate  two  cases  which  were  caused  by  38-caliber 
pistols. 

Mr.  G.  L.  T.  on  October  30,  1915,  was  brought 
to  the  Baptist  Hospital  in  jMemphis  about  six 
hours  after  engaging  in  a fight.  Upon  exami- 
nation, he  presented  the  appearance  of  a robust 
man,  230  pounds  in  weight,  and  forty  years  of 
age.  His  color  was  good ; temperature,  99.8 ; 
pulse,  96 ; respiration,  28.  He  was  suffering  with 
intense  pain  in  the  bladder  region.  He  was 
catheterized  immediately.  Twenty-six  ounces  of 
bloody  urine  was  drawn.  This  demonstrated  that 
the  bladder  was  not  perforated.  Just  below  the 
angle  of  the  left  scapula  there  was  a large,  ugly 
powder-burnt  wound.  His  assailant  had  shot 
him  in  a hand-to-hand  encounter  by  reaching 
over  his  shoulder  and  placing  the  muzzle  of  the 
gun  against  his  back  while  he  was  in  a crouched 
position.  The  ball  had  lodged  about  one-third 
the  way  down  the  left  thigh  and  a little  internal 
to  the  femoral  artery.  An  X-ray  picture  showed 
that  a piece  of  bone  had  bieen  broken  off  the  un- 
der surface  of  the  ramus  of  the  pubis  and  had 
been  carried  along  with  the  ball.  From  the  wound 
of  entrance  and  injury  to  the  ramus  of  the  pubis 
and  the  position  of  the  ball,  it  was  evident  that  the 
ball  had  'also  passed  through  the  kidney,  account- 
ing for  the  blood  in  the  bladder.  The  abdominal 
muscles  were  not  rigid,  and  there  was  no  evidence 
of  free  fluid  in  the  abdomen.  In  view  of  his 
good  physical  condition  and  the  extensive  range 
the  ball  had  taken,  I decided  to  watch  him  and 
await  developments.  His  pulse  and  temperature 
remained  about  normal  until  the  fourth  day, 
when  his  pulse  went  up  to  100  and  temperature 
to  102.  He  was  suffering  with  pain  about  his 
stomach  and  a shortness  of  breath.  A brisk  pur- 
gative relieved  these  symptoms.  His  condition 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association  at  Knoxville,  April,  1916. 
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remained  good,  temperature  and  pulse  about  nor- 
mal, until  the  tenth  day.  All  this  time,  however, 
the  urine  continued  to  contain  blood,  and  he  was 
passing  from  thirty  to  forty  ounces  of  urine  per 
day.  On  the  tenth  .day  his  urine  was  perfectly 
clear.  That  afternoon  he  had  a slight  rigor,  tem- 
perature of  102,  and  pulse  of  90.  'A  purgative 
failed  to  relieve  this ; and  on  the  following  day 
he  had  a hard  rigor,  temperature  of  106,  pulse  of 
130,  respiration  of  38,  and  was  delirious.  He  had 
never  complained  of  any  pain  in  the  region  of  the 
kidney,  and  had  no  tenderness  over  this  region. 
The  kidney  was  protected  by  very  heavy  lumbar 
muscles  and  a great  deal  of  fat ; consequently  it 
was  impossible  to  tell  much  by  palpation.  I im- 
mediately drained  the  suspected  kidney,  and 
found  that  the  ball  had  entered  the  upper  pole 
and  emerged  at  the  lower  pole  of  the  kidney. 
The  capsule  was  adherent  at  these  two  points, 
and  the  kidney  was  distended  to  about  three 
times  the  normal  size,  and  contained  a large 
quantity  of  urine,  clotted  blood,  and  kidney  de- 
bris. Free  drainage  and  packing  with  gauze  was 
instituted.  His  temperature  and  pulse  were  nor- 
mal in  twelve  hours,  and  he  was  able  to  leave  the 
hospital  in  one  week  from  the  operation.  Ordi- 
nariH  I think  it  the  best  plan  after  a severe  in- 
jury to  the  kidney  to  make  an  exploratory  in- 
cisiort  immediately ; but  in  this  case,  on  account 
of  the  long  course  the  ball  had  taken,  I pre- 
ferred the  plan  of  “ watchful  waiting.” 

Another  case  of  interest  is  that  of  H.  ]\I.,  age 
twenty-eight,  shot  in  abdomen  with  38-caliber 
pistol  on  December  10,  1915;  arrived  at  hospital 
six  hours  after  the  injury.  He  was  a fine  phys- 
ical specimen — athletic  build ; weight,  about  165 
pounds.  His  face  was  blanched ; temperature, 
99 ; pulse,  80.  The  ball  had  entered  the  abdomen 
just  above  the  crest  of  left  ilium.  Abdominal 
muscles  were  boardlike,  and  evidences  of  free 
fluid  in  peritoneal  cavity  were  marked.  An  im- 
mediate operation  was  performed — incision  in 
median  line.  The  abdomen  contained  a large 
quantity  of  blood  and  contents  from  the  bowel. 
The  ball  had  passed  through  the  lower  part  of 
the  descending  colon  and  a number  of  loops  of 
the  small  intestines.  All  together,  we  repaired 
sixteen  perforations  of  the  bowel  and,  a number 
of  mesenteric  j^erf orations.  A cigarette  drain 
was  i)laced  in  the  lower  al)domen.  I'he  rest  of 
the  wound  was  closed  with  catgut  and  reinforced 
with  silkworm-gut  tension  sutures.  After  a two 


hours’  session,  he  was  returned  to  his  room  with 
a pulse  of  90  and  of  good  volume.  For  four 
days  his  temperature  ranged  from  99  to  101  and 
pulse  from  70  to  90.  On  the  fourth  night  para- 
lytic ileus  was  marked,  and  traumatic  peritonitis 
was  evident.  About  1 : 30  A.iM.  of  the  fourth 
night,  during  a violent  spell  of  \'T)miting,  he  broke 
the  catgut  and  two  silkworm-gut  stitches  near- 
est the  drain.  This  allowed  a loop  of  gut  to  pro-  i 
trude  from  the  wound.  It  was  an  unpleasant  i 
message  at  that  time  of  the  morning,  but  it  did  i 
not  take  many  minutes  to  have  him  in  the  oper-  ■ 
ating  room  again.  The  loop  of  bowel  was  'i 
opened  and  gas  and  fecal  matter  allowed  to  es-  | 
cape.  Then  a large  rubber  drainage  tube  was  !| 
put  into  this  opening,  just  as  a gall  bladder  is  I 
drained.  I pulled  another  distended  coil  of  in-  : 
testine  outside  the  wound,  and  opened  this  in  the  : 
same  manner.  This  flattened  his  abdomen,  and 
I sewed  up  this  opening  and  replaced  the  bowel. 
He  was  returned  to  his  room  with  pulse  of  120 
and  respiration  4 to  the  minute.  This  slow  res-  j 
piration  continued  for  four  hours,  and  never  1 
reached  16  for  four  days.  ^ 

Fowler  position  and  Murphy  drip  were  used  ; 
from  the  time  of  his  first  operation,  and  nothing  ;i 
was  given  by  the  stomach"  except  water  for  eight  | 
days.  His  bowel  drained  through  the  tube  for  i 
several  days.  When  drainage  around  the  tube  | 
appeared,  the  tube  was  removed,  and  fecal  fistula  i 
remained.  The  intestinal  secretions  were  very  c 
irritating  to  the  skin.  The  surface  of  the  lower  t, 
abdomen  was  soon  raw  and  bleeding.  By  the  ; 
administration  of  Lederle’s  Bulgarian  bacillus 
preparation,  the  condition  of  irritation  was  re- 
moved to  a great  extent  and  the  intestinal  tract 
I^repared  for  future  closure  of  the  fistula. 

On  December  18  he  was  given  a flatus  enema,  i 
this  being  the  first  effort  to  get  his  bowels  to  ■ 
move.  This  had  the  desired  result.  From  this 
time  on  his  bowels  were  moved  once  a day  by  ' 
an  enema.  After  starving  for  a week,  the  pa- 
tient began  to  have  an  appetite ; but  the  fecal 
fistula  in  the  small  intestine  drained  continuously.  « 
and  for  several  weeks  it  looked  as  if  he  would  die  I 
of  starvation,  although  he  was  eating  enough  for  I 
two  or  three  men.  1 devised  the  ]')lan  of  plug-  j 
ging  the  wound  with  a large  piece  of  cotton  anclj  i 
strapj)ing  the  ahdomen  very  tightly  with  adhe-  ‘ 
sive  plaster.  This  solved  the  problem  of  retain-'  ! 
ing  his  food  long  enough  to  get  .some  ahsorption]|  . 
and  he  hegan  to  build  up.  After  two  weeks  ofj| 
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this,  I attempted  twice  to  close  the  fistula  under 
local  ansesthetic,  but  failed  in  both  instances. 
Then  I had  to  go  back  to  the  plugging  and  strap- 
ping and  feeding  procedure  until  he  was  in  a safe 
condition  to  take  a general  ansesthetic. 

On  February  12,  1916,  he  again  took  ether, 
and  I successfully  closed  the  fistula.  Three 
weeks  later  he  left  the  hospital,  having  recovered 
perfectly.  I saw  him  in  Memphis  last  week,  and 
he  was  about  the  healthiest-looking  man  on  the 
street. 

There  is  one  other  point  in  the  treatment  of 
this  case  to  which  I wish  to  call  your  particular 
attention.  This  patient  never  had  a single  dose 
of  purgative  or  laxative  medicine  during  the 
entire  time  he  was  under  my  care,  which  all  to- 
gether was  three  months.  It  is  my  opinion  that 
many  deaths  are  due  to  the  early  use  of  purga- 
tives in  severe  injuries  and  in  acute  inflamma- 
tory diseases  of  the  abdomen.  I mention  purga- 
tives only  to  give  them  the  proper  condemnation, 
but  I realize  that  there  are  proper  times  for  pur- 
gatives. 

One  thing  more  I am  going  to  advocate  and 
practice,  and  that  is  the  use  of  a rubber  drain- 
age tube,  placed  into  the  gut  through  an  origi- 
nal perforation,  whenever  much  trauma  has  been 
done  to  the  intestines  by  a bullet.  I will  use  the 
tube,  and  prefer  to  deal  later  with  a fecal  fistula 
rather  than  subject  my  patient  to  the  dangers  of 
paralytic  ileus  due  to  traumatic  peritonitis. 


•1. 

I DISCUSSION  ON  THE  PAPER  OF 
DR.  CLARY. 

- Dr.  William  Britt  Burns,  Memphis  : I have  nothing 
to  add  to  the  paper,  except  to  wonder  what  produced 
the  slow  pulse  after  his  second  operation.  The  doctor 
did  not  say  whether  the  slow-  respiration  was  produced 
from  an  overdose  of  morphine  that  the  nurse  might 
have  given,  or  whether  it  was  one  of  the  by-products 
that  is  built  up  in  the  economy,  the  nitrites,  or  those 
combinations  that  act  frequently  like  alkaloids.  At  any 
rate,  that  is  an  interesting  question,  and  one  I thought 
was  worth  mentioning. 

Dr.  C.  N.  Cowden,  Nashville ; There  is  one  feature  I 
would  like  to  speak  of  in  connection  with  this  paper, 
and  that  is  the  nourishment  of  the  patient.  It  becomes 
a serious  problem  sometimes  if,  in  doing  an  enteros- 
tomy,  you  take  hold  of  a loop  of  intestine  that  is  high 
up.  The  secretions  are  very  excoriating,  causing  red- 
ness and  inflammation  of  the  skin  surfaces  all  around, 
and  the  patient  takes  nourishment  with  fear  and  trem- 
bling. It  brings  out  from  the  wounded  surface  the  se- 
cretion. 


In  a case  we  had  not  many  months  ago  there  was 
great  difficulty  in  feeding.  In  fact,  we  failed  to  feed  the 
patient  in  any  way  satisfactorily.  The  wound  was  much 
inflamed,  the  secretions  were  pouring  out  until  the 
abdomen  looked  liked  a piece  of  raw  beef,  and  one  of  the 
assistants  at  the  hospital  suggested  the  idea  that  possi- 
bly we  might  feed  the  patient  through  the  fistula.  Ac- 
cordingly, we  got  a large-sized  catheter,  connected  it 
up,  and  from  that  day  the  problem  of  feeding  the  pa- 
tient was  solved.  I am  sure  if  it  had  not  been  for  that 
way  of  feeding  the  patient  through  the  fistula,  the  pa- 
tient would  not  have  lived.  The  third  day  we  began 
feeding  in  this  manner,  shortly  after  which  the  patient 
began  to  take  on  added  strength.  It  is  a simple  thing, 
after  getting  the  patient  nourished,  to  close  the  fistulous 
tract. 

Dr.  W.  T.  Black,  Memphis : This  case  was  certainly 
skillfully  managed.  The  manner  of  withholding  food 
for  so  long  a time  shows  the  proper  management  of  the 
case  all  the  way  through.  The  idea  of  draining  through 
the  original  wound  in  the  intestinal  tract  seems  to  be  a 
good  plan,  and  the  author’s  experience  in  treating  fecal 
fistulas  under  local  aniesthesia  is  to  be  commended. 
They  look  easy  to  close,  but  they  will  not  stay  healed 
usually  unless  all  adhesions  are  liberated.  Deep  fecal 
fistulas  are  easier  to  heal.  Where  you  have  a superfi- 
cial fecal  fistula,  even  if  you  can  get  at  it  and  close  it 
up,  it  will  not  stay  closed,  as  a rule. 

Dr.  W.  F.  Clary,  Memphis  (closing)  : The  question 
Dr  Burns  brought  up  of  slow  respiration  was  one  that 
bothered  me  considerably,  and  I do  not  know  that  I 
have  ever  become  any  wiser  in  regard  to  it.  The  pa- 
tient did  have  a dose  of  morphine,  one-quarter  of  a 
grain,  and  1-100  of  atrophine  just  before  the  operation 
was  done.  However,  before  the  first  operation  he  had 
the  same  dose,  which  apparently  had  no  effect  upon  the 
respiration  or  pulse.  He  suffered  very  little  from  either 
operation,  and  required  very  small  quantities  of  mor- 
phine to  relieve  his  pain.  I personally  stayed  with  him 
three  hours  after  the  operation  on  account  of  this  type 
of  respiration,  watched  it  myself  carefully,  and  saw 
that  it  did  not  vary.  His  pulse  was  of  good  volume,  al- 
though a little  fast ; and  1 do  not  know  whether  it  was 
the  poison  from  the  intestinal  tract  that  caused  the 
depression  or  whether  it  was  from  the  morphine. 


DOCTOR: 

This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 
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SOME  CO^IPARISONS. 

The  state  of  Florida  spends  $129,000  yearly 
for  the  promotion  of  public  health;  Tennessee 
spends  approximately  $16,000.  Florida’s  per 
capita  expenditure  is  15.21  cents;  Tennessee’s, 
seventy-three  hundredths  of  1 cent.  Virginia’s 
annual  appropriation  for  public-health  work  is 
about  $45,000;  Tennessee’s  is  nearly  two-thirds 
less.  Virginia  also  provides  $45,000  annually  for 
the  maintenance  of  a state  hospital  for  the  treat- 
ment of  tuberculosis ; Tennessee  has  no  such  in- 
stitution. IMississippi,  in  which  state  a state 
health  service  has  only  recently  been  established, 
appropriates  about  $23,000  yearly  for  the  use  of 
the  State  Board  of  Health;  Tennessee  has  about 
one-third  less.  And  so  it  goes,  with  only  one 
state  of  all  the  Southern  states  making  less  ade- 
quate provision  than  Tennessee  for  the  most  im- 
portant matter  of  health  conservation,  and  that 
state  Arkansas. 

In  one  county  in  Tennessee  the  County  Court 
Clerk  is  said  to  receive  from  $20,000  to  $25,000 
in  addition  to  the  amount  necessary  to  pay  the 
expenses  of  conducting  his  office ; this  is  from 
$4,000  to  $9,000  more  than  the  entire  appropri- 
ation by  the  state  for  public-health  work.  In 
this  same  county  a Register  of  Deeds  is  said  to 
gather  about  $15,000  into  his  pockets  each  year 
in  addition  to  the  two  or  three  thousand  that  it 
takes  to  pay  the  two  clerks  who  do  what  little 
work  there  is  to  be  done ; Tennessee’s  public- 
health  appropriation  would  just  about  pay  the 
fees  that  this  one  county  register  takes  in  “ clear  ” 
every  year. 

Tennessee  has  an  “ ouster  ” law  that  is  “ right 
up  to  the  minute,”  and  which  seems  to  be  easily 
enforcible,  if  we  are  allowed  to  form  conclusions 
from  the  numbers  of  hitherto  powerful  men  who 
have  been  ousted ; Tennessee  also  has  health  laws 
that  are  so  antiquated,  with  one  or  two  excep- 


tions, that  they  are  almost  laughable  to  contem- 
plate; and  who  is  to  enforce  them,. and  how? 

A number  of  progressive  states,  with  ade- 
quately supported  public-health  organizations, 
have  materially  reduced  their  death  rates  from 
tuberculosis,  typhoid  fever,  infantile  diarrhoeas, 
and  other  preventable  diseases;  Tennessee  con-  ( 
tinues  to  rock  along  wjth  her  long-established  j 
yearly  output  of  4,500  dead  from  tuberculosis,  j 
1,000  dead  from  typhoid.  1,200  babies  dead  from  i 
infantile  diarrhoea,  and  otherwise  fully  main- 
tains her  position  at  the  top  of  the  list  as  a fur-  ; 
nisher  of  human  victims  for  life-taking  maladies. 

The  dollars-and-cents  loss  to  Tennessee  from  i 
the  evil  effects  of  preventable  disease  annually 
amounts  to  a stupendous  sum.  No  other  influ- 
ence costs  the  state  as  much,  unless  it  be  Tennes- 
see politics — one  of  the  reasons  for  the  contin-  i 
nance  of  our  disgraceful  record  of  death  and 
disability  from  disease. 

What  is  to  be  done  about  it?  What  are  you 
going  to  do  about  it  ? 


STATE  BOARD  OF  MEDICAL 
EXAMINERS. 

A letter  to  the  Journal  from  Dr.  S.  W.  Wood- 
yard,  a member  of  the  State  Board  of  iMedical 
Examiners,  contains  the  information-  that  149 
applicants  appeared  before  the  board  for  exam- 
ination in  1916,  and  that  18  of  these  failed  to  se- 
cure license  because  of  failure  to  pass  satisfac- 
torily the  examination.  Dr.  \\'oodyard  states 
that  the  class  of  applicants  was  far  superior  to 
former  classes,  generally  speaking,  and  that'  the 
Board  of  Examiners  was  greatly  pleased  with  this 
evidence  of  the  improvement  iit  the  type  of  men 
who  desire  to  enter  the  medical  profession. 

Tennessee  now  enjoys  reciprocal  relations 
with  twenty-five  states — Arka,nsas,  Colorado. 
District  of  Columbia,  Georgia,  Indiana,  Kansas.  | 
IMaine,  iMibhigan,  ^Mississippi,  Alinnesota,  IMary-  j 
land,  ^Missouri,  North  Carolina,  New  Hainp-  i| 
shire.  New  Jersey,  New  Mexico,  Nebraska,  Ok-  I 
lahoma,  Pennsylvania,  Texas,  Utah,  X’irginia,  1 
West  Virginia,  Wisconsin,  Wyoming.  In  New 
Jersey,  New  Hampshire,  and  the  District  of  Co- 
lumbia there  are  certain  restrictions  which  do 
not  exist  with  reference  to  reciprocity  in  other 
states. 

Dr.  Ambrose  McCoy,  of  Jackson,  was  reelected  : 
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as  President  and  Dr.  A.  B.  DeLoach  as  Secre- 
tary of  the  Board  of  Medical  Examiners. 

The  Journal  is  very  grateful  to  Dr.  Wood- 
yard,  who  has  served  so  well  as  a member  from 
East  Tennessee,  for  the  information  concerning 
the  work  of  the  Board  of  Examiners. 


I TENNESSEE  PHYSICIANS  WITH  STATE 
TROOPS. 

The  health  of  Tennessee  state  troops  is  being- 
safeguarded  through  the  efforts  of  a corps  of 
splendid  physicians,  among  whom  are  surgeons, 
internists,  and  men  who  have  made  a special 
study  of  sanitation  and  preventive  medicine. 
Some  of  these  gentlemen  have  made  no  small 
I sacrifice  of  personal  interests  to  give  their  serv- 
ices to  the  soldiers  who  are  ready  to  meet  what- 
ever comes  in  upholding  the  proud  military  rec- 
tord  of  the  old  “ Volunteer  State.”  The  medical 
profession  of  Tennessee  is  proud  of  its  repre- 
lisentatives  in  the  soldier  forces  of  the  state,  and 
;the  Journal  is  glad  to  record  their  names  on 
This  page.  According  to  the  information  we  have 
I'been  able  to  secure,  the  names  and  rank  of  the 
medical  officers  now  at  Camp  Rye  are  as  follows : 

I,  Major  J.  H.  McCall,  Major  J.  R.  Nankivill,  Ma- 
®jor  J.  M.  Troutt,  Captain  R.  PI.  Newman,  Cap- 
|tain  Larkin  Smith,  Major  R.  B.  Dunnavant, 
.Captain  J.  L.  Morgan,  Captain  P.  A.  Perkins, 
iLieutenant  ]\I.  D.  Hartman,  Lieutenant  W.  J. 

Hillas,  Lieutenant  W.  L.  Williamson,  Lieutenant 

J.  D.  Capps,  Lieutenant  L.  D.  Hill,  Jr.,  Lieuten- 
jant  Jesse  Hill,  Lieutenant  Olin  W.  Rogers,  Lieu- 
Tenant  A.  S.  Dabney,  Lieutenant  W.  B.  Ward, 
■and  Lieutenant  K.  C.  Copenhaver. 


:INLANTILE  PARALYSIS  IN  TENNESSEE. 

There  is,  perhaps,  no 'disease  in  which  an  early 
diagnosis  is  more  important,  and  at  the  same 
time  more  difficult,  than  acute  poliomyelitis. 
iTennessee  physicians  should  exercise  extreme 
: care  to  avoid  the  possibility  of  a case  of  infantile 
; 'paralysis  “ getting  by  ” undiagnosed  and  un- 
guarded. 

I Infantile  paralysis  has  been  present  in  sev- 
‘ leral  counties  in  Tennessee  for  more  than  a year ; 
and  while  the  disease  has  become  epidemic  in 
only  one  community,  the  danger  of  a death-deal- 
jing  outbreak  is  very  real  as  long  as  sporadic 

i 

. i - 


cases  continue  to  appear.  There  have  been  sev- 
eral deaths  within  the  last  few  weeks. 

Poliomyelitis  may  occur  at  all  ages,  although 
children  between  the  ages  of  one  and  five  are 
far  more  often  attacked  than  persons  of  any 
other  age  period.  The  disease  is  transmitted 
from  secretions  from  the  nose  and  mouth  and 
I the  intestinal  discharges,  and  the  infection  is 
thought  to  be  transmitted  through  the  mouth, 
tonsils,  and  nasal  mucous  membranes.  In  no 
other  disease,  perhaps,  is  the  carrier  a more  im- 
portant factor  in  spreading  infection. 

It  is  very  important  to  remember  that  abortive 
cases  of  poliomyelitis  are  very  common  whenever 
the  disease  is  present  to  any  considerable  extent. 
These  may  present  no  very  pronounced  symp- 
toms beyond  irritability,  muscular  tenderness, 
and  spinal  pain ; and  even  these  symptoms  may 
he  transient.  Prom  the  standpoint  of  prophy- 
laxis, the  abortive  cases  are  of  very  great  im- 
portance. In  this  type  paralysis  of  one  or  more 
groups  of  muscles  may  develop,  only  to  disap- 
pear within  a few  hours.  Spinal  punctures  and 
examinations  of  the  cerebrospinal  fluid  will 
greatly  facilitate  diagnosis. 

In  severer  cases  paralysis  may  occur  as  early 
as  the  first  day,  and  escape  detection  for  some 
time  unless  the  physician  is  watchful  and  ob- 
servant. In  nearly  all  cases  of  the  cerebral 
group,  paralysis  develops  before  the  sixth  day. 

Symptoms  are  usually  manifest  in  the  infected 
nonimmune  person  in  from  five  to  ten  days  after 
exposure.  The  usual  period  of  incubation  is  said 
to  be  seven  days.  Isolation  should  be  maintained 
for  a period  of  eight  or  nine  weeks. 

Every  case  of  poliomyelitis  should  be  iso- 
lated—i-s-o-l-a-t-e-d — in  a room  screened  and 
free  from  carpets  and  curtains  and  stuff  and  with 
plenty 'of  fresh  air  admitted.  If  possible,  every 
case  should  go  to  a hospital. 

Every  case  should  be  reported  immediately. 

Every  doctor  in  Tennessee  should  at  once  turn 
to  his  best  possible  source  of  information  and 
prepare  himself  for  the  diagnosis,  treatment,  and 
prevention  of  acute  poliomyelitis. 


DISGRACING  A NOBLE  PROFESSION. 

It, seems  that  there  can  always  be  found  men 
who  class  themselves  as  members  of  the  medical 
profession  willing  to  do  almost  anything  for  a 
consideration.  It  matters  not  to  them  what  the 
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result  of  their  action  will  be  as  it  affects  the  . 
general  welfare  and  the  honor  of  the  profession 
of  which  they  claim  to  be  a part.  \Mth  them  the 
dollar  is  the  thing,  and  for  the  dollar  their  serv- 
ices may  be  had.  IMany  of  them  are  ignorant  far 
below  the  general  average,  it’s  true ; but  they  are 
smart  enough  to  demand  a price  and  to  give  the 
service,  whatever  it  may  be,  that  is  demanded  of 
them  for  a price.  There  are  others  who  are  in- 
telligent with  the  most  intelligent,  but  whose  eager- 
ness for  pecuniary  gain  leads  them  into  the  same 
reprehensible’  practices  as  those  of  which  the  ig- 
norant are  guilty.  The  first  class  are,  as  a rule, 
not  members  of  their  local  and  state  medical  or- 
ganizations ; the  latter  are  much  more  often 
found  enrolled  as  members.  Some  of  both  kinds 
were  hired  by  the  plaintiffs  in  the  recently  tried 
suit  against  the  Journal  of  the  A.  i\I.  A. 


DR.  J.  H.  LACKEY. 

Dr.  J.  H.  Lackey  died  at  his  home  in  W’est 
Nashville  on  July  26,  1916.  The  cause  of  death 
is  said  to  have  been  angina  pectoris. 

Dr.  Lackey  was  for  many  years  a practicing 
physician  in  Kentucky,  having  removed  to  Nash- 
ville about  three  years  ago  in  order  that  he  might 
be  with  his  children,  who  had  made  their  homes 
in  this  city.  Because  of  his  many  years  of  mem- 
bership in  the  Kentucky  State  Medical  Associa- 
tion and  because  of  the  ties  which  held  him  to 
the  profession  of  his  native  state,  he  continued 
his  affiliation  with  that  organization.  Since  tak- 
ing up  his  residence  and  the  practice  of  medicine 
in  Nashville,  Dr.  Lackey  had  made  many  friends, 
who  were  attracted  to  him  by  his  courteous  bear- 
ing, his  unfailing  good  humor,  his  straightfor- 
ward manliness,  and  his  unostentatious,  but  very 
genuine,  goodness. 

With  the  passing  of  Dr.  J.  H.  Lackey,  one 
more  of  the  old  order  of  doctors  who  believed 
in  honesty  for  honesty’s  sake  and  who  upheld 
the  highest  ideals  of  medicine,  for  medicine’s 
sake  has  fallen  from  the  ranks. 


WHAT  WE  CALL  “ GOOD  SENSE.” 

The  following  letter  to  the  Alemphis  Com- 
mercial-Appeal contains  just  such  common-sense 
information  as  should  he  given  to  the  people  of 


Tennessee.  Vaccination  against  typhoid  is  good, 
but  the  removal  of  the  cause  is  better. 

S.usriTATioN  Only  S.vfegcwrd. 

To  the  Commercial-Appeal: 

T3-phoid  can  only  be  eaten  or  drunk. 

If  we  sterilize  our  food  and  then  onh-  touch  it  with 
clean  hands,  we  cannot  take  typhoid  fever.  This  is 
why  the  disease  is  rare  in  infanc\’.  There  .should  be 
no  confusion  as  to  the  source  of  typhoid  fever. 

All  infectious  diseases  have  waves  of  increasing  or 
diminishing  intensity.  At  the  present  time  conditions . 
seem  to  prevail  which  favor  the  spread  of  typhoid  fever) 
and  infantile  paralysis.  So  long,  however,  as  we  de- 
rive our  produce  and  other  food  from  sources  where 
all  the  laws  of  health  are  disregarded,  we  will  have  an 
excessive  t3-phoid  rate. 

So  long  as  people  calling  themselves  “ civilized  ” in-' 
sist  upon  poisoning  each  other  with  their  excreta,  no 
substantial  improvement  may  be  looked  for.  The  ty- 
phoid rate  for  the  United  States,  as  a whole,  is  now  20 
per  100,000.  In  some  Southern  cities  it  is  50 ; in  cer- 
tain rural  districts  it  is  over  60,  according  to  Freeman, 
epidemiologist  of  the  Public  Health  Service. 

Taking  at  random  a few  European  cities  in  1910,  we 
find:  Stockholm,  1.8;  Christiania,  1.6;  IMunich,  1.4; 
Frankfurt,  0.9;  Paris,  5.6;  Brussels,  16;  St.  Petersburg, 
33.7.  The  average  for  European  cities  was  6.5;  fori 
Germany,  2.3.  ; 

The  rate  in  the  Memphis  district,  which  is  rather 
below  that  for  the  South  as  a whole,  is  20  times  the 
normal  for  German3- — in  normal  times,  not  in  epidemic 
years. 

This  situation  cannot  be  improved  unless  we  begin' 
a system  of  rural  sanitation.  There  must  be  full-time, 
specialR  trained  health  officers,  with  a budget  generous 
enough  to  start  something.  At  the  present  time  the 
local  health  officer  in  counties  and  small  communities 
is  nothing  more  than  a figurehead.  The  man  in  author- 
it3'  appoints  his  family  physician  local  health  officer,  for 
which  he  receives  a small  retainer  fee.  He  vaccinates 
school  children  (usualh'  unskillfulhO , signs  official  doc-' 
uments,  and  publishes  a few  bulletins. 

These  are  expected  to  scare  away  typhoid  fever 
malaria,  and  tuberculosis.  He  also  placards  houses  foi 
reported  infectious  diseases. 

There  is  entirely  too  much  money  spent  upon  count\ 
pesthouses.  If  people  refuse  to  be  vaccinated,  by  al 
means  let  them  have  smallpo.x.  For  this  disease  there 
is  no  other  remedy.  Isolation  is  usually  done  too  late 
Transporting  a case  of  virulent  infection  for  long  dis- 
tances is  not  good  practice.  Disinfection  where  tlu 
source  is  unknown  is  like  scaring  awa3-  blue  devils  witl 
unearthly  noises.  The  money  wasted  in  this  wa3’  woulc 
do  much  constructive  work. 

Human  excreta  is  the  source  of  typhoid  fever.  Tin 
etiology  of  typhoid  fever  can  he  summed  up  in  thret 
words — “ flies,”  “ fingers,”  and  “ filth.”  ' 

WlLLI.VM  Kr.-wss.  ^ 


A flyless  town  lias  few  funerals. 
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‘ TENNESSEE  DOCTORS  FOR  AND 
I AGAINST  CARDUI. 

The  Journal  has  secured  from  the  American 
: Medical  Association  the  names  of  Tennessee  doc- 
j tors  who  testified  for  Wine  of  Cardui  and  those 
who  testified  for  the  A.  M.  A.  in  the  recent  suit 
■at  Chicago.  Here  they  are: 

Tennessee  Physicians  Who  Testified  Favorably 
TO  Wine  of  Cardui. 

Ault,  Dr.  W.  H.,  Litton,  Tenn. 
lAusbrook,  Dr.  M.  T.,  Smartt,  Tenn. 

■Brown,  Dr.  W.  C.,  R.  D.  Henderson,  Tenn. 

■Cartwright,  Dr.  J.  N.,  Whitwell,  Tenn. 

Davis,  Dr.  T.  H.,  10  miles  south  of  Cleveland,  in  Brad- 
ley County. 

jFriddell,  Dr.  L.  L.,  Birchwood,  Tenn. 

Gates,  Dr.  B.  F.,  R.  D.  Cleveland,  Tenn. 

Goodner,  Dr.  J.  G.,  Big  Spring,  Tenn. 

SGreen,  Dr.  W.  T.,  Dayton,  .Rhea  County,  Tenn. 

Hyde,  Dr.  I.  N.,  625^  Church  Street,  Nashville,  Tenn. 
Lane,  Dr.  C.  M.,  R.  3,  Greenback,  Tenn. 

Lockert,  Dr.  W.  S.,  Lockertsville,  Tenn. 

.Loring,  Dr.  B.  F.,  Union  City,  Tenn. 

(Marsh,  Dr.  Newton  B.,  Henderson,  Tenn. 

McDonald,  Dr.  W.  C.,  Soddy,  Tenn. 

(McMillan,  Dr.  Tom,  Alexandria,  Tenn. 

[Massey,  Dr.  Z.  D.,  Sevierville,  Tenn. 

Ramsey,  Dr.  G.  A.,  Cleveland,  Tenn. 
iRoberts,  Dr.  A.  W.,  R.  D.  2,  Sevierville,  Tenn. 
Singleton,'  Dr.  J.  D.,  Maryville,  Tenn. 
ipwan.  Dr.  E.  A.,  Old  Fort,  Tenn. 
tvfcKenzie,  Dr.  W.  U.,  Center  Point,  Tenn. 

j Tennessee  Physicians  Who  Testified  for  the 
' Americ.\n  Medical  Association. 

Foster,  Dr.  J.  I.,  Huntsville,  Tenn. 

Haggard,  Dr.  W.  D.,  Nashville,  Tenn. 

Ceeton,  Dr.  W.  B.,  Scott’s  Hill,  Tenn. 

Reisman,  Dr.  Edward  E.,  Chattanooga,  Tenn. 
iRoberts,  Dr.  G.  M.,  Chattanooga,  Tenn. 

'■  Only  one  of  those  who  testified  for  Wine  of 
Cardui  is  a member  of  the  Tennessee  State  Med- 
ial Association ; all  of  those  who  testified  for 
'he  A.  ]\I.  A.,  and  who  thus  threw  their  weight 
Into  the  scale  against  patent  medicines  and  their 
; lernicious  influences,  are  members  of  the  asso- 
I ’.iation.  Without  further  comment,  we  invite  our 
\ j’eaders’  attention  to  the  two  lists  of  names  as 
ihey  appear  above  upon  information  from  the 
■ American  Aledical  Association. 

j 

I Better  wages  make  better  health, 
i ^ Better  health  makes  better  citizens. 

I Better  citizens  make  a better  nation. 
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There  are  now  more  than  1,550  of  the  best  doc- 
tors in  Tennessee  enrolled  as  members  of  the 
Tennessee  State  Aledical  Association.  Let’s 
make  it  2,000 ! 

Drs.  A.  S.  Dabney  and  W.  B.  Ward,  Nash- 
ville, and  Dr.  L.  D.  Hill,  Jr.,  Knoxville,  have 
received  commissions  as  medical  officers  with  the 
Tennessee  state  troops. 


Dr.  L.  E.  Ragsdale  has  resigned  the  superin- 
tendency of  the  East  Tennessee  Hospital  for  the 
Insane,  and  Dr.  E.  W.  Mitchell,  Crossville,  has 
been  elected  to  succeed  him. 


Sir  Victor  Horsley,  the  noted  British  brain 
surgeon,  died  in  Alesopotamia  on  July  16  while 
on  duty  with  the  troops  of  his  country,  his  death 
having  been  due  to  heat  stroke. 


Several  of  the  counties  in  which  doctors  are 
not  so  numerous  have  done  far  better  than  some 
of  the  larger  counties.  Two  or  three  of  these 
counties  have  nearly  every  eligible  man  enrolled. 


Dr.  and  Mrs.  Douglas  Hayes  announce  the 
marriage  of  their  daughter.  Miss  Dorothy  Au- 
gusta, to  Mr.  Frank  Clark  Scofield,  Lieutenant, 
Coast  Artillery,  U.  S.  A.,  on  the  22d  of  July, 
1917,  Tracy  City,  Tenn. 


Shelby  County  needs  one  more  man  to  make  it 
200.  Davidson  has  an  even  140 — considerably 
less  than  she  should  have.  Knox  has  reached 
new  figures,  with  115  names  enrolled.  Hamilton 
is  behind,  having  only  97  members. 


Dr.  R.  H.  Perry,  formerly  of  Russellville, 
Ky.,  having  completed  a service  of  three  years 
in  New  AMrk  hospitals,  has  located  in  Nashville 
for  practice  in  diseases  of  children.  Dr.  Perr}^ 
has  taken  offices  in  the  Jackson  Building. 


Poliomyelitis  is  one  of  those  sneaking  diseases 
which  slips  up  on  the  doctor,  hiding  its  identity 
until  there  has  been  plenty  of  time  for  its  spread 
from  the  original  case.  The  disease  is  present  in 
several  counties  in  Tennessee.  Watch  for  it. 
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Dr.  John  M.  Lee,  Nashville,  after  more  than 
two  years’  hospital  work  in  New  York,  has  en- 
tered upon  a six  months’  service  in  the  wards  of 
the  children’s  hospital  connected  with  Harvard 
University.  Dr.  Lee  will  return  to  Nashville 
next  winter. 


Alajor  Huntington,  M.  C.,  U.  S.  A.,  who  has 
been  Senior  Medical  Officer  at  Camp  Rye,  has 
been  detailed  to  duty  at  Plattsburg,  N.  Y.  IMa- 
jor  Huntington  made  many  friends  while  in 
Nashville.  He  delivered  a most  interesting  ad- 
dress to  the  Nashville  Academy  of  IMedicine  on 
July  11. 


Sullivan-Carter-Johnson  makes  a fine  showing 
with  54  names  on  the  roll.  Dyer  is  well  up  in 
the  list,  with  37.  Giles  has  28  members.  Hen- 
derson keeps  up  to  her  usual  fine  record,  with  27. 
Gibson’s  membership  is  28,  but  should  be  larger. 
Lauderdale  has  come  to  the  front  this  year,  with 
26,  which  number  exactly  equals  the  enrollment 
of  Lincoln.  Maury  has  done  exceptionally  well, 
with  35. 

The  Battle  Creek  Sanitarium  will  celebrate  its 
fiftieth  anniversary  on  October  3,  4,  and  5.  This 
great  sanitarium  occupies  a most  unique  place 
among  the  institutions  of  America.  In  the  fifty 
years  of  its  existence  it  has  contributed  mearly  a 
million  and  a half  of  dollars  for  the  care  of  the 
indigent  sick.  The  program  for  the  celebration 
includes  a big  outdoor  spectacle,  a street  pageant 
with  historical  floats,  a race-betterment  exhibit, 
conferences  on  child  labor,  eugenics,  tuber- 
culosis, a “ Health  Chautauqua,”  with  numerous 
prominent  speakers^  receptions,  and  a huge  ban- 
quet. All  physicians  are  invited  to  attend  the 
celebration. 


READ  BULLETIN  NO.  8. 

Our  readers  will  find  Bulletin  No.  8 on  adver- 
tising page  No.  19  in  this  Journal.  It  gives 
some  good  reasons  why  advertisers  should  pat- 
ronize us,  and  some  equally  good  reasons  why 
we  should  biu'  from  our  own  advertisers.  The 
JouRN.M,  is  proud  of  the  class  of  advertising  mat- 
ter that  is  carried,  and  considers  every  word  of 
it  depeiukible.  There  are  some  new  ads.  in  this 
number,  and  we  want  you  to  look  them  over, 
along  with  all  the  old  ones. 


SOCIETY  PROCEEDINGS 


BEDFORD  COUNTY. 

The  Bedford  County  iMedical  Society  met  in 
regular  session  on  July  20,  1916,  and  was  called 
to  order  by  the  President,  Dr.  S.  S.  IMoodv,  with 
the  following  members  present : Drs.  Thompson,  .j 
Dyer,  Coble,  Conditt,  Ray,  G.  W.  IMoody,  Avery,  jj 
Patton,  and  Reagor. 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

A communication  was  received  and  read  from  ' 
the  Coffee  County  Medical  Society,  asking  that  | 
a joint  meeting  of  the  Bedford,  Coffee,  and ' - 
Franklin  County  Medical  Societies  be  arranged  | 
for  some  time  in  August  or  September.  This  in-  ^ 
vitation  was  unanimously  accepted,  and  the  Sec- 
retary was  directed  to  notify  the  Coffee  County  • 
IMedical  Society  that  we  were  quite  ready  to 
meet  with  them,  and  to  request  that  a time  and 
place  for  meeting  be  named  by  them. 

Dr.  G.  W.  Moody  presented  a paper  entitled 
“ Improper  Feeding  in  Early  Childhood,  and  Its 
Sequellae.”  The  discussion  was  very  spirited 
and  interesting.  Drs.  Conditt,  Coble,  and  Ray 
reported  interesting  cases. 

Adjournment  was  taken  until  the  next  regu-  ' 
lar  time  for  meeting.  F.  B.  Reagor, 

Secretary. 


BRADLEY  COUNTY. 

The  Bradley  County  IMedical  Society  was  or-  ■ 
ganized  in  April  with  nine  members,  and  since  i 
that  time  two  additional  names  have  been  en- 
rolled. IMeetings  were  held  in  IMay  and  June  l 
but  the  July  meeting  had  to  be  missed  because  oi 
inclement  weather.  A most  interesting  progran 
has  been  arranged  for  each  monthly  meeting  un 
til  the  end  of  the  year,  a number  of  prominen 
physicians  from  other  counties  having  been  se 
cured  for  addresses  at  the  various  monthly  meet 
ings.  In  addition  to  the  scientific  programs,  tin 
society  has  arranged  a series  of  popular  meet 
ings,  at  which  the  public  will  have  opportunity 
to  hear  subjects  of  imjwrtant  interest  discussed. 
This  is  a fine  move  for  this  new  society  to  make'l 
and  it  is  to  be  hoped  that  their  effort  to  giv' 
helpful  protective  information  to  the  genera 
l)ublic  will  be  appreciated  and  taken  full  advan 
tage  of  by  the  people  of  Bradley  County. 


August,  1916. 
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Dr.  J.  L.  McKenzie  is  President ; Dr.  J.  L.  Mc- 
Clary,  Vice  President ; and  Dr.  Dabney  Minor, 
Secretary,  of  the  Bradley  County  Society ; and, 
in  addition  to  these  officers,  Drs.  T.  E.  P.  Cham- 
bers, E.  A.  Quinn,  J.  L.  Shugart,  R.  L.  Taylor, 
C.  T.  Speck,  J.  F.  Gilbert,  and  S.  B.  North  are 
enrolled  as  members.  The  Journal  extends  con- 
gratulations upon  the  splendid  start  this  new  so- 
ciety has  made,  and  hopes  to  see  its  list  of  mem- 
bers extended  to  include  every  reputable  physi- 
cian in  the  good  county  of  Bradley. 


SULLIVAN-CARTER-JOHNSON  COUNTY 
MEDICAL  SOCIETY. 

The  dividing  line  between  Tennessee  and 
North  Carolina  crosses  the  top  of  Roane  IMoun- 
tain,  towering  6,300  feet ; and  quite  near  by  is 
Mount  Mitchell,  the  highest  mountain  east  of  the 
Rockies.  This  entire  region  along  the  lower 
slopes  has  an  elevation  of  3,000  feet  above  the 
sea.  Nowhere  can  a more  delightful  climate  be 
found  nor  a more  ideal  location  for  a summer 
resort,  as  the  hundreds  who  go  to  Roane  Moun- 
tain each  year  will  bear  witness.  The  trip 
through  the  Doe  River  Gorge  en  route  to  Roane 
klountain  is  particularly  delightful  at  this  sea- 
son. The  rugged,  awe-inspiring  scenery,  which 
is  unexcelled  in  grandeur  and  which  never  fails 
to  fill  the  traveler  with  wonder  and  appreciation 
of  its  beauty,  greets  the  eye  on  every  side. 

On  Wednesday,  July  6,  1916,  Dr.  S.  B.  Wood 
was  the  hospitable  host  of  the  Sullivan-Carter- 
Johnson  County  Medical  Society  at  Roane  Moun- 
tain, and  what  proved  to  be  one  of  the  most 
pleasant  meetings  in  the  history  of  the  society 
was  held.  Upon  their  arrival,  the  visitors  were 
directed  to  Roane  Mountain  Inn,  of  which  Dr. 
Wood  is  the  genial  proprietor,  and  were  seated 
in  the  parlor  of  the  inn,  where  the  program  ar- 
ranged for  the  meeting  was  carried  out.  Dr.  C. 
J.  Broyles,  Johnson  City,  read  a highly  interesting 
and  instructive  paper  on  “ Deflections  of  the  Na- 
sal Septum,  and  Their  Correction,”  which  was 
given  very  earnest  attention  and  received  enthu- 
siastic discussion. 

After  the  business  of  the  society  was  dis- 
patched, tire  guests  were  invited  into  the  dining 
room  of  the  inn,  where  an  elegant  luncheon,  deli- 
ciously prepared  and  most  attractively  served  in 
six  courses,  was  partaken  of.  The  table  decora- 
tions carried  out  the  popular  “ preparedness  ” 


idea.  Small  canvas  tents  were  spread  to  mark 
each  plate,  and  miniature  cannon  held  the  place 
cards  and  served  as  favors,  while  the  flag  of  the 
nation  waved  in  majesty  in  most  unique  arrange- 
ment. 

Dr.  Wood  was  voted  an  ideal  host,  and  it  was 
with  reluctance  that  his  visitors  said  good-by  to 
return  to  their  respective  homes. 

G.  E.  Campbell. 

Note. — The  Sullivan-Carter-Johnson  County 
Medical  Society  has  grown  to  be  one  of  the 
largest  in  the  State  Association,  now  numbering 
54  members. — Ed. 


OBION  COUNTY. 

The  Obion  County  Medical  Society  had  a good 
meeting  on  July  11  in  Union  City.  As  this  is  the 
third  well-attended  meeting  our  society  has  had 
of  late,  we  begin  to  feel  like  telling  about  it.  At 
this  last  meeting  ten  fairly  respectable  doctors 
took  part  in  a very  interesting  discussion  of  “ Ty- 
phoid Fever,”  on  which  subject  Dr.  J.  B.  Adker- 
son  furnished  us  a paper.  The  discussion  was 
led  by  our  venerable  and  distinguished  Dr. 
Pierce. 

Our  society  is  working  hard  to  be  worth  while. 

J.  D.  Carleton, 

Secretary. 

Note. — If  the  Obion  County  Medical  Soci- 
ety, which  should  be  one  of  our  best,  will  “ work 
hard,”  it  will  be  “ worth  while  ” all  right.  It 
can’t  help  it. — Ed. 


JEFFERSON  COUNTY. 

The  Jefferson  County  Medical  Society  met  in 
regular  monthly  session  at  Jefferson  City  on  June 
13,  1916,  the  meeting  being  called  to  order  by 
President  Taylor.  The  discussion  of  “ Rheuma- 
tism,” which  was  continued  from  the  previous 
meeting,  was  carried  on  by  Drs.  Duke  and  Re- 
quire, and  the  discussion  was  closed  by  Dr.  Rob- 
erts. 

Dr.  Lec^uire  read  a paper  on  “ Influenza,” 
which  was  discussed  by  Drs.  King,  Roberts, 
Duke,  Walker,  and  Tittsworth,  and  the  discussion 
was  closed  by  the  essayist.  A paper  on  “ Hys- 
teria ” was  read  by  Dr.  Kinder  and  discussed  by 
Drs.  King  and  Walker.  This  subject  will  be  fur- 
ther considered  at  the  next  meeting. 

An  Obituary  Committee,  consisting  of  the 
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President  and  Drs.  Lequire  and  King,  was  chosen 
by  the  society,  and  all  physicians  of  Jefferson 
City  were  appointed  to  serve  as  members  of  the 
Reception  Committee  for  the  meeting  of  the  East 
Tennessee  INIedical  Association  in  October. 

Dr.  Roberts  was  requested  to  secure  the  paper 
prepared  by  Dr.  Tadlock  on  “ Constipation  ” in 
order  that  it  might  be  filed  with  the  important 
papers  of  the  society. 

Subjects  for  next  meeting:  “Diagnosis  of 
Pregnancy,”  Dr.  Tarr;  “ Pathologic  Pregnancy,” 

Dr.  ; “Toxaemia  of  Pregnancy,”  Dr. 

Dukes. 

Adjournment  was  taken  until  the  time  of  the 
next  regular  meeting,  to  be  held  at  Dandridge  on 
July  4,  1916.  B.  M.  Tittsworth, 

Secretary. 


RUTHERFORD  COUNTY. 

The  July  meeting  of  the  Rutherford  County 
Aledical  Society,  so  we  note  from  the  card  sent 
out  by  the  Secretary  urging  members  to  attend 
the  August  meeting,  was  more  largely  attended 
than  any  meeting  held  by  the  society  for  a num- 
ber of  years.  At  the  August  meeting  a general 
discussion  was  had  on  “ Fevers  Common  to  Our 
Section.” 

The  Rutherford  County  Society  now  has  24 
members  enrolled.  Dr.  J.  A.  Scott  is  President 
and  Dr.  E.  H.  Jones  is  Secretary. 


A cold  bath  every  morning  is  the  best  com- 
plexion remedy. 


A low  infant  mortality  rate  indicates  high  com- 
munity intelligence. 


Neglected  adenoids  and  defective  teeth  in 
childhood  menace  adult  health. 


Clean  water,  clean  food,  clean  houses  make 
clean,  healthy  American  citizens. 


^ The  registration  of  sickness  is  even  more  im- 
portant than  the  registration  of  deaths. 


The  state  of  California  has  reduced  its  typhoid 
death  rate  70  per  cent  in  the  past  ten  years. 


August,  1916. 

GIVE  THE  BABY  A CHANCE. 

Bad  air,  bad  milk,  overcrowding,  poverty,  dirt, 
ignorance,  heat — these  combine  in  summer  to  kill 
the  city  baby.  It  seems  as  though  the  brunt  of 
the  cities’  sanitary  sins  were  focused  on  the  baby. 
The  baby  didnt  ask  to  come,  to  live  in  a hot,  dark, 
air-tight  tenement,  to  be  fed  on  dirty,  half- 
spoiled  milk,  to  be  pestered  with  flies  and  mos- 
quitoes. He  is  not  responsible  for  any  of  these 
conditions,  and  it  is  his  right  that  he  have  fresh 
air,  clean  surroundings,  and  decent  food.  The 
United  States  Public  Health  Service  issues  free 
of  charge  to  all  applicants  a bulletin  on  “ The 
Summer  Care  of  Infants.”  It  should  be  in  the 
hands  of  every  mother. 
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VENESECTION.  By  Walton  Forest  Dutton,  AI.D., 

Philadelphia.  F.  A.  Davis  Company,  Philadelphia,  ; 

1916.  Cloth,  $2.50  net. 

This  is  a most  interesting  little  book  from  the  pen  of 
one  who  believes  in  venesection  because  he  knows  from 
his  own  e.xperience  that  venesection,  proper^  practiced, 
is  an  agent  of  great  therapeutic  value.  It  is  remark-  : 
able,  indeed,  that  scientific  venesection  has  fallen  so  || 
largely  into  disuse,  especially  in  the  face  of  its  wonder- 
ful success  as  a life-saving  measure  in  the  hands  of  a 
comparative  few  who  resort  to  it  as  a routine  measure 
in  numerous  grave  conditions,  many  times  with  most 
wonderful  success.  Not  intended  as  a treatise  on  dis- 
ease, this  book  is  a most  intelligent  presentation  of  facts 
establishing  the  value  of  blood-letting  and  giving  indi- 
cations and  contraindications  in  the  various  conditions 
in  which  venesection  is  applicable. 


PRACTICAL  MASSAGE  AND  CORRECTIVE  EX-  I 
ERCISES.  By  Hartvig  Nissen,  for  twenty-four  years  j 
Lecturer  and  Instructor  of  klassage  and  Swedish  j 
Gymnastics  at  Harvard  Lbiiversity  Summer  School,  i 
etc.,  etc.  F.  A.  Davis  Company,  Philadelphia,  1916.  i 
This  is  an  enlarged  and  revised  edition  of  Nissen’s  ' 
book,  and  is  a very  thorough  work  on  a subject  of  far 
greater  importance  than  the  average  man  attaches  to  it. 
The  author  is  inclined  to  make  somewhat  greater  claims 
than  are  altogether  justifiable  for  the  value  of  massage 
in  some  instances,  but  his  book  is  perhaps  worth  while 
for  a discriminating  reader. 


PR.A.CTICAL  MEDICINE  SERIES.  Vol.  III.,  1916; 
Eye,  Ear,  Nose,  and  Throat.  W'ood,  .Andrews,  Sham- 
baugh.  Yearbook  Publishers,  Chicago.  Cloth,  $1.50. 
$10  a year. 

This  is  the  usual  splendid  review  of  the  literature  of 
the  year  on  the  especial  branch  of  medicine  and  sur- 
gery to  which  this  volume  of  tlie  Practical  Aledicine 
Series  is  devoted. 


THE  JOURNAL 

OF  THE 

Tennessee  St  A te  Medical  Associa  tion 

. DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  OF  TENNESSEE 

ISSUED  MONTHLY,  under  Direction  of  the  Trustees 
OLIN  WEST,  M.  D.,  Editor  and  Secretary  J.  F.  GALLAGHER,  M.  D„  Associate  Editor 

OFFICE  OF  PUBLICATION;  306  First  National  Bldg,  NASHVILLE,  TENNESSEE 


Volume  IX. 


NASHVILLE,  TENN.,  SEPTEMBER,  1916 


Number  5 


ROUTINE  IN  EYE  WORK.* 


Bv  G.  C.  Savage  M.D., 
Nashville,  Tenn. 


1 


The  title  of  niy  address  presupposes  prepared- 
ness for  practice.  The  past,  in  many  instances, 
would  not  justify  this  presumption,  for  it  has 
been  notorious' that  the  six-weeks’  postgraduate 
course  ” has  plunged  many  a man  into  eye  work 
without  proper  preparation.  As  out  of  the  old- 
time  medical  course  of  two  years,  which  never 
did  fit  one  for  the  practice  of  medicine  and  sur- 
gery, there  occasionally  grew  giants — such  as 
Flint,  Gross,  and  others — so  out  of  a course  in 
ophthalmology  all  too  short  there  have  sprung 
some  men  of  might  in  our  specialty.  The  real 
preparation'  of  these  men  began  after  their  short 
courses  of  study,  under  teachers,  had  ended,  and 
was  carried  on  by  dint  of  personal  effort  in  pri- 
vate study  and  meditation,  long  continued. 


" The  heights  by  these  men  reached  and  kept 
Were  not  attained  by  sudden  flight ; 

But  they,  while  many  comrades  slept. 

Were  toiling  upward  in  the  night.” 


rimes  are  changing,  and  the  near  future  will 
reveal  a more  perfect  preparation  on  plans  more 
practical.  Rules  for  governing  the  future  teach- 
ing of  ophthalmology  are  now  being  formulated 
by  committees  from  the  American  Ophthalmo- 
ilogical  Society,  the  Section  of  Ophthalmology  of 
|the  American  Medical  Association,  and  the  Acad- 
icmy  of  Ophthalmology  and  Oto-Laryngology. 
jlhe  joint  report  of  these  committees,  doubtless, 
jwill  demand  that  only  graduates  in  medicine 
shall  be  permitted  to  enter  a specific  and  pro- 


Chairman’s  address,  read  before  the  Section  on  Eye,  Ear, 
^ose,  and  Throat  at  the  annual' meeting  of  the  Tennessee  State 
(Medical  Association,  Knoxville,  April,  1916. 


longed  course  in  ophthalmology,  in  a medical  in- 
stitution authorized  by  law  to  confer  degrees, 
and  that  only  such  a degree  will  entitle  an  appli- 
cant to  the  privilege  of  an  examination  by  a 
properly  constituted,  lawful  .national  board  of 
examiners,  whose  certificate  would  give  him  the 
legal  right  to  practice  in  any, state  of  our  Union. 

We  who  are  already  in  the  practice  need  not 
be  troubled  because  of  any  demands  ,to  be  made 
on  us,  for  the  new  rules  will  not  be  retroactive ; 
but  Ave  may  well  fear  the  competition  of  the 
products  of  future  teaching,  unless  we  ourselves 
become  better  grounded  in  the  principles  of 
ophthalmology  and  more  fully  equipped  for  its 
practice. 

There  is  no  specialty  in  medicine  and  surgery 
comparable  to  ours  in  scientific  depths  and  in 
practical  heights.  The  scientific  principles  can 
be  found  in  their  beauty  and  strength  only  by 
deep  digging ; the  practical  heights  can  he  at- 
tained only  by  him  who  is  willing  to  climb,  and 
to  keep  on  climbing,  though  he  may  have  stum- 
bled often. 

Whether  one  gets  into  the  practice  of  ophthal- 
mology through  the  short  route  of  the  past,  and 
straight  because  so  short,  or  through  the  longer 
a'nd  devious  road  of  the  future,  if  he  Avishes  for 
the  best  success,  he  must  be  a routinist  as  to 
methods  and  means.  Routine  in  eye  work  does 
not  mean  that  one  should  never  change  from  a 
method,  or  plan,  of  work,  unless  that  method, 
or  plan,  be  perfect.  One  routine  should  be  to 
change  from  worse  to  better  at  every  opportu- 
nity. There  are  some  perfected  methods  of  do- 
ing eye  work,  and  there  are  some  means  at  our 
command  that  cannot  be  improved.  I wish  I 
might  be  able  to  say  this  of  all  methods  and  of 
every  means ; but  this  cannot  be  said  until  oph- 
thalmology, both  as  a science  and  as  an  art,  has 
reached  perfection. 
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The  relationship  between  the  practitioner  and 
the  patient  sometimes  begins  when  the  one  has 
never  seen  the  other,  the  medium  between  the 
two  being  the  written  letter.  The  letter,  long  or 
short,  well  written  or  badly  composed,  pertinent 
or  impertinent,  pointed  or  without  point,  de- 
mands an  answer.  The  reply  should  disclaim 
any  ability  to  make  a diagnosis  without  a per- 
sonal investigation,  but  should  express  a will- 
ingness to  do  everything  possible  for  the  relief 
of  such  condition  as  might  be  found  on  careful 
examination.  Any  suggestion  as  to  “ absent 
treatment  ” should  be  courteously  declined  as  a 
thing  improper  and  impossible.  An  early  visit 
may  be  suggested  or  even  urged,  for  the  condi- 
tion may  be  serious.  Unless  the  patient’s  letter 
contains  a direct  question  as  to  fee,  the  reply 
should  make  no  mention  of  it.  If  there  be  a di- 
rect question  as  to  the  fee  for  examination  and 
advice,  the  amount  should  be  named  for  such 
preliminary  examination  as  would  justify  a diag- 
nosis and  include  a prescription  if  needed.  The 
letter  should  state  that  the  charge  for  a more 
extended  service,  or  an  operation,  if  necessary, 
can  be  learned  before  such  service  is  rendered. 
It  is  better  that  this  understanding  should  be 
had  beforehand. 

Uniformity  in  charges  against  those  who  are 
able  to  pay  should  be  a fixed  routine,  whether 
the  charge  be  named  in  a letter  or  spoken  in  per- 
son. “ The  same  fee  for  the  same  service  ” is  a 
splendid,  practical  motto.  Any  variation  from 
this  should  be  either  a professional  courtesy  or 
an  act  of  charity.  The  best  charity  in  this  re- 
spect is  to  allow  the  patient  to  pay  as  much  as 
possible  of  the  regular  charge  and  then  cancel 
the  remainder.  To  charge  a higher  fee  than 
usual  because  one  may  be  rich  is  not  good  rou- 
tine. It  is  not  good  even  on  the  ground  that 
this  would  enable  you  to  do  charity  work  for 
others.  Charity  thus  paid  for  by  another  is  no 
charity,  hence  would  not  be  credited  by  the  Re- 
cording Angel. 

The  majority  of  patients  come  without  pre- 
vious announcement,  often  with  the  family  physi- 
cian or  bearing  a letter  from  him.  If  the  pa- 
tient is  poor  or  in  moderate  circumstances  or 
rich,  it  is  usually  told.  If  poor  and  a charitable 
consideration  is  suggested,  it  should  be  heeded. 
No  one  can  know  the  financial  condition  of  a 
patient  better  than  the  family  physician.  What- 
ever may  be  the  state  of  finances,  the  patient  who 


has  been  assured  by  the  family  physician  that 
he  or  she  will  be  properly  treated  in  every  re- 
pect  is  not  likely  to  ask  a question  as  to  the 
charge  until  the  service  has  been  rendered.  Let- 
ters from  physicians  should  be  acknowledged  ) 
with  thanks,  and  they  should  be  told  of  condi-  r 
tions  found  and  of  treatment  instituted  for  the 
relief  of  their  patients.  i\Iany  patients  come  | 
without  a letter  of  introduction  and  commenda- 
tion. 

In  whatever  manner  patients  may  come,  they 
should  be  courteously  met  at  the  door  by  the 
office  girl,  who,  after  seating  them,  should  pre- 
sent them  with  a Keller  book  of  perforated  cards,  ^ 
every  other  leaf  of  which  is  nonperforated.  Be- 
tween the  two  leaves  there  should  be  a carbon  ■ 
paper,  with  the  black  face  toward  the  solid  leaf, 
with  a pencil  provided — better  tied  to  the  book,;. 
Each  patient  should  be  asked  to  write  his  or  her 
name  and  address  on  the  lowest  card.  The  next 
patient  should  write  on  the  next  card  above,  anc 
soon  until  every  recent  arrival  shall  have  fillec 
a card.  Each  name  should  be  taken  in  the  order 
of  arrival.  The  names  of  attendants  or  chap 
erons  should  not  be  taken.  Whether  one  or  sev 
eral  names  have  been  written,  only  the  filler 
cards  should  be  torn  away.  The  next  duty  of  th. 
office  girl  is  to  place  the  cards,  in  the  order  ii| 
which  they  have  been  filled,  under  the  doubl 
punch  in  such  a way  that  one  of  the  holes  to  b 
made  shall  be  close  to  the  right  end  of  the  care 
On  the  same  board  with  the  punch  there  shoul 
be  two  uprights,  with  movable  clips  for  openin 
and  closing  them.  The  cards  should  be  filed,  i 
their  proper  order,  on  the  left  upright,  throug 
the  hole  at  the  end  of  the  name  and  close  to  tb 
end  of  the  card.  As  others  arrive,  the  same  oi  ; 
der  of  procedure  should  follow.  On  this  stanc  , 
ard  will  appear  only  the  names  of  patients  ik  > 
yet  seen.  The  card  that  is  lowest  always  belom 
to  the  patient  next  to  be  seen.  The  best  methc  ! 
of  procedure  now  is  to  call,  by  bell  tap,  the  offi(  / 
girl  to  your  desk,  while  you  pull  the  bottom  cai 
loose  from  the  left  standard.  Reading  the  nan 
and  address,  you  direct  the  girl  to  bring  that  p. 
tient  in,  while  you  place  the  card  on  the  righ 
hand  standard  through  the  untorn  opening 
the  other  end  of  the  card.  Remembering  tl 
name,  or  glancing  at  it  again,  you  are  enabled 
greet  the  patient  by  the  name  as  she  enters,  ; 
be  seated  near  your  desk.  ; 

i'his  transference  of  cards  from  one  standa  i 
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to  the  other  is  made,  as  patient  after  patient  is 
seen,  until  every  one  has  been  presented.  As 
each  patient  is  retiring,  the  proper  entering  of 
the  fee  should  be  made  on  the  card,  and  either 
the  word  “ charge  ” or  “ paid  ” should  be  written. 

At  each  subsequent  bell  tap  the  office  girl  could 
bring  the  next  patient,  in  order,  from  the  car- 
bon writing  on  the  solid  leaf,  checking  each  name 
as  the  patient  is  sent  in.  But  this  is  not  the  bet- 
ter routine.  This  would  not  insure  your  having 
looked  at  the  name,  for  you  may  have  failed  to 
transfer  that  patient’s  card  from  the  one  stand- 
ard to  the  other ; hence  the  failure  to  greet  by 
name — a failure  that  would  have  a bad  effect  on 
ja  new  patient  and  a worse  effect  still  on  an  old 
patient.  The  main  purpose  of  the  carbon  writ- 
ing is  that  it  may  be  referred  to  at  any  subse- 
iquent  time,  and  for  this  reason  every  solid  page 
should  be  dated  at  the  top.  At  the  end  of  every 
day,  after  transferring  all  charges  to  the  blotter 
jor  daybook,  the  cards  filed  during  the  day  should 
jbe  thrown  away. 

, The  routine  use  of  the  Keller  registration  book 
produces  the  following  results : ( 1 ) It  insures 
jthe  presentation  of  patients  in  the  order  of  ar- 
rival; (2)  it  enables  the  doctor  to  greet  the  pa- 
tient by  name;  (3)  if  the  patient  is  an  old  one, 
the  record  may  be  looked  into  before  the  presen- 
tation ; (4)  it  insures  against  failure  to  make  the 
proper  financial  entry  ; (5)  at  the  close  of  the  day 
jthe  exact  number  of  patients  may  be  known  by 
icounting  the  cards;  (6)  a permanent  carbon 
copy  of  each  day’s  record  is  kept  for  reference. 

When  in  the  consulting  room,  some  patients 
will  hesitate  to  take  the  offered  chair  until  they 
know  something  about  the  cost  of  the  consulta- 
tion. One  question  sometimes  asked  is : “ Do 
you  charge  anything  for  the  examination  ? ” 
This  question,  doubtless,  is  more  often  asked  of 
oculists  than  of  any  other  class  of  physicians,  for 
!the  reason  that  so-called  “ oculists  ” advertise : 
^‘‘Examinations  free.”  The  routine  answer  to 
'this  question  should  be : “ If  I did  not  charge,  I 
would  have  to  spend  all  my  time  treating  curi- 
osity.” This  statement,  in  such  cases,  should  be 
immediately  followed  by  the  naming  of  the  usual 
fee  for  a preliminary  examination.  Only  rarely 
will  such  a prospective  patient  depart  without  a 
proper  consultation. 

A large  number  of  patients,  after  being- 
seated,  will  ask : “ Doctor,  what  will  be  your 
;charge  for  finding  out  what  my  condition  is,  and 


what  ought  to  be  done  for  me,  for  I am  not 
sure  that  I will  want  treatment  to-day.”  They 
should  be  told  the  usual  fee,  which  should  always 
be  uniform,  and  this  charge  should  include  a 
prescription,  should  the  condition  call  for  that 
only.  If  this  investigation  is  carefully  made,  in 
a routine,  but  thorough,  manner,  the  patient  will 
be  ready  and  willing  to  submit  to  whatever  sub- 
sequent procedure  may  be  advised,  as  soon  as 
the  fee  for  same  may  have  been  named,  whether 
it  be  the  fitting  of  glasses,  operations  on  the 
muscles,  or  other  operative  work. 

A still  larger  number  of  patients  will  indicate 
that  their  chief  desire  is  to  know  the  nature  of 
their  cases  and  to  obtain  relief,  willing  to  leave 
the  matter  of  fee  for  the  final  consideration,  hav- 
ing, the  conscious  assurance  that  they  will  not  be 
overcharged,  and  this  confidence  should  not  be 
abused. 

Whether  a patient  belongs  to  one  or  the  other 
of  these  three  classes,  or  even  if  the  patient  be 
known  to  be  penniless,  the  same  conscientious, 
careful  consideration  should  be  given  to  every 
detail  of  the  investigation.  The  oculist  should 
be  a good  listener ; for,  whether  necessary  or 
not,  the  patient  believes  that  the  story  of  sufifer- 
ing  and  other  facts  of  personal  or  family  history 
should  be  told.  Routine  listening  is  not  dam- 
aged by  a question  properly  propounded.  The 
question  may  impress  the  patient  that  your  in- 
terest is  deepening.  The  patient’s  story  may  be 
cut  short  by  a very  simple  little  procedure,  which 
may  not  always  be  necessary,  but,  because  of  its 
effectiveness,  should  be  practiced.  It  is  the  pull- 
ing down  of  the  lower  lid,  first  on  one  side  and 
then  on  the  other,  accompanied  by  a look  into 
the  lower  conjunctival  fold.  If  this  is  found 
perfectly  healthy,  there  is  but  little  need  for 
everting  the  upper  lid ; but  if  the  lymph  follicles 
are  enlarged,  the  upper  lid  should  be  turned  to 
ascertain  if  trachoma  bodies  are  present.  One 
can  then  proceed  with  the  investigation,  the  pa- 
tient now  being  pleased  to  answer  questions  only. 
The  presence  of  a pterygium,  corneal  ulcer,  scar, 
or  opacity  can  now  be  noted.  The  size  of  the 
pupil  and  its  reaction  to  light  should  be  observed. 
The  pupil  may  be  found  black  or  hazy,  as  in  cat- 
aract. No  comment  should  now  be  made  on  any 
of  these  observations.  If  small,  inactive  pupil, 
circumcorneal,  or  even  general,  redness,  with 
lachrymation,  pain  and  dread  of  light  should  in- 
dicate iritis,  the  touchstone  of  the  investigation 
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should  be  applied — atropine  solution  instilled — 
and  the  patient  should  be  sent  to  some  dark  cor- 
ner to  await  the  efifect.  No  dilatation  at  all,  or 
irregular  or  jagged  dilatation,  now  justifies  the 
diagnosis  of  iritis.  Not  only  the  diagnosis,  but 
also  the  seriousness  of  the  disease,  should  be 
told : and  the  routine  treatment  should  be  insti- 
tuted. 

Should  the  pupil  be  dilated,  inactive,  and  ap- 
parently greenish,  whether  redness  or  pain  ex- 
ists or  not,  glaucoma  should  be  suspected.  In- 
creased tension,  whether  shown  to  the  fingers  or 
by  the  tonometer,  would  make  the  case  more 
suspicious ; but  the  diagnosis  should  not  be  given 
until  the  ophthalmoscope  has  revealed  the  cupped 
disc.  In  giving  the  diagnosis,  the  gravity  of  the 
condition  should  be  mentioned  to  either  the  pa- 
tient or  to  a relative  or  near  friend.  The  acute- 
ness of  vision,  if  any,  should  be  noted.  As  in  all 
others,  the  case  history  should  be  taken.  Treat- 
ment suited  to  the  case  should  be  instituted.  Op- 
eration must  be  done  if  the  case  is  acute,  and 
may  be  done  if  the  case  is  subacute  or  chronic. 
Every  operator  should  select  that  method  of  op- 
erating which  api^eals  to  him  most,  and  should 
do  it  routinely — if  trephining,  by  all  means  tre- 
phine ; if  LaGrange’s  operation,  do  it  constantly ; 
if  the  modified  LaGrange — the- cutting  off  of  the 
corneal  lip — do  it ; if  the  iris-incarceration  op- 
eration, do  it;  if  the  Graefe  broad  iridectomy,  do 
it.  As  for  myself,  I prefer  the  modified  La- 
Grange  ; and  the  more  often  I do  it,  the  better 
able  I am  to  do  it  and  the  more  successful  I will 
be  in  my  results. 

To  outline  my  routine  in  connection  with  other 
diseases  would  make  this  address  entirely  too 
long.  Iviy  main  purpose,  from  the  beginning, 
was  to  outline  and  emphasize  the  importance  of 
routine  work  in  detecting  and  correcting  errors 
of  refraction  and  muscle  errors. 

In  a given  case  we  have  found  no  evidence  of 
the  existence  of  any  ocular  disease.  The  jjatient 
has  given  a history  pointing  more  or  less  strong- 
ly to  some  visual  defect. 

Routine  work  of  investigation  should  now  be- 
gin. If  not  alread}^  .seated  between  the  refrac- 
tion case  and  the  ])horometer.  the  patient  should 
be  so  placed.  'I'lie  card  of  test  letters  should  be 
immediately  in  front,  and  distant  twenty  feet. 
The  patient  should  .now  be  asked  to  read  with 
the  two  eyes  the  smallest  letters  possible  to  her. 
The  result  should  be  noted.  Then  each  eye 


should  be  tested  alone  in  the  same  manner.  Thi 
fact  that  vision  with  each  eye  alone  is  20-20  i 
no  evidence  that  hyperopia  does  not  exist  anc 
that  astigmatism  is  absent;  but  myopia  and  higl.- 
degrees  of  astigmatism  have  been  eliminated  J 
The  next  routine  step  should  be  to  prove  th  i 
presence  or  absence  of  hyperopia,  and  this  i 
done  by  holding  a pair  of  spheres,  +2.00  D,  be! 
fore  the  eyes  and  noting  the  acuteness  of  visioij 
through  them.  If  vision  is  20-20  through  thesi 
lenses,  there  is  a high  degree  of  hyperopia ; ani|. 
if  better  than  20-100,  there  is  more  or  less  hyper, 
opia  present  in  one  or  both  eyes.  In  a case  O; 
this  kind  astigmatism  of  low  degree  may  b; 
easily  detected  by  means  of  a pair  of  +.50  li 
cylinders.  If,  with  the  axes  vertical,  the  visiofl 
is  more  acute  than  when  they  are  horizonta'l 
there  is  astigmatism  according  to  the  rule;  iljJ 
with  these  cylinders  with  axes-  horizontal,  visio  'l 
is  more  acute  than  when  vertical,  there  is  astigi 
matism  against  the  rule.  If,  without  lense;.j 
vision  is  low,  it  may  be  due  to  a very  high  de  I 
gree  of  hyperopia,  which  would  be  shown  by  th  J 
fact  that  vision  is  improved  by  strong  plull 
spheres ; or  it  may  be  chargeable  to  myopi;  jj 
which  will  be  shown  by  more  acute  visioj 
through  strong  minus  spheres;  or  the  low  visio'| 
may  depend  on  high  degrees  of  astigmatisn  J 
which  will  be  shown  by  increased  acuity  cy 
vision  through  strong  cylinders,  either  plus  c 
minus,  with  their  axes  in  certain  positions. 

The  routine  of  the  preliminary  examinatioi  . 
might  end  here  if  the  ciliary  muscles,  as  one* 
claimed,  were  Pandora’s  box,  out  of  which  coir  , 
all  evils  chargeable  to  the  eyes ; and  projier  stejj 
might  be  taken  at  once  to  prepare  the  patient  fc 
the  final  examination,  looking  toward  the  correi 
tion  of  the  focal  errors  just  detected.  If  thei 
is  but  one  eye,  the  preliminary  examination  ou 
lined  above  is  the  beginning  and  the  end.  N( 
so  when  there  are  two  eyes.  Not  to  go  furtlii  i 
would  mean  failure  iii  a large  percent  of  cases. 

The  routine  worker  now  turns  from  the  tri,  ' 
ca.se  to  the  phorometer,  with  confidence  that  i: 
findings  will  hel]i  him  to  render  better  service  l 
his  patient. 

A word  as  to  the  jihorometer  itself  before  pu 
ting  it  to  routine  use.  While  on  the  floor  in  Dei 
ver,  in  1898,  discussing  the  method  of  detcriiiii  t 

® [||  J 

ing  heterophoric  conditions,  I stated  that  the  pc"  1 
feet  jihorometer  has  not  yet  been  invented,  bir 
when  invented,  it  would  be  built  on  the  princip  i 
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i that  the  retinal  image  in  one  eye  should  be  undis- 
; turbed  throughout  any  given  test  of  the  other 
! eye ; that  no  binocular  phorometer  is  trustworthy, 
i Hesitating  a moment,  I said : “At  this  very  mo- 
I ment  the  monocular  phorometer  has  taken  form 
j in  my  mind,  and  as  soon  as  I return  home  I will 
have  it  made  and  put  to  the  test.”  Many  of  you 
■ are  acquainted  with  that  device  which  was  made, 
at  my  suggestion,  by  F.  A.  Hardy  & Co.  in  the 
early  fall  of  1898,  since  which  time,  until  recent- 
ly, it  has  had  no  rival  as  a monocular  instru- 
ment. While,  through  the  years,  many  have  been 
convinced  that  the  monocular  principle  is  the  cor- 
rect one,  and  that  the  monocular  phorometer  is 
the  only  one  worthy  of  trust,  many  others  have 
held  on  to  the  binocular  idea  and  have  used  only 
the  binocular  instrument.  The  day  for  the  dis- 

icard  of  the  binocular  phorometer  has  come,  and 
the  monocular  phorometer  is  here  to  reign  for 
J all  time.  The  day  of  retirement  of  my  own 
I monocular  phorometer  has  come,  and  likewise 
that  of  my  cyclophoronieter,  which  of  necessity 
is  a binocular  instrument ; but  the  principle  stands 
forever.  DeZeng  has  eliminated  from  his  beau- 
i tiful  optophorometer  the  binocular  feature,  the 
only  thing  that  ever  marred  his  instrument.  In 
its  perfected  state  is  in  a monocular  phorometer 
i and  a cyclophoronieter  m combination.  Its 
I beauty  and  utility  are  beyond  criticism,  and,  at 
the  risk  of  damaging  it,  I have  brought  it  with 
I me  to  show  it.  It  is  more  beautiful  than  mine, 
jinore  convenient  of  use,  and  just  as  accurate. 
I With  the  DeZeng  instrument  all  the  tests  of  the 
^ two  eyes,  taken  separately,  can  be  made  in  six  to 
I ten  mihutes,  including  the  record  of  the  findings, 
f It  will  quickly  drive  all  binocular  phorometers 
s from  the  field. 

I Having  said  this- much  about  the  monocular 
j phorometer,  we  can  now  take  up  the  routine  of 
its  use.  The  test  object  should  be  a small  point 
of  light,  though  it  may  he  the  blaze  of  an  ordi- 
nary candle.  It  should  be  distant  from  the  pa- 
1 tient  twenty  feet — practical  infinity.  The  pupil 
must  not  be  under  the  influence  of  either  a mydri- 
atic or  a myotic,  but  the  two  eyes  should  be  as 
set  forth  in  the  routine  test  for  determining  the 
presence  or  absence  of  focal  errors,  and,  if  pres- 
ent, their  character.  The  uninfluenced  pupils 
and  ciliary  muscles,  throughout  the  preliminary 
I test,  are  implied  in  the  expression:  “The  rou- 
|tine  worker  now  turns  from  the  trial  case  to  the 
I phorometer.” 
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With  the  DeZeng  monocular  phorometer 
turned  into  position,  as  if  the  optometer  part  was 
to  be  used,  but  with  its  cells  empty,  the  spirit 
level  should  be  regulated  and  one  eye  or  the 
other  chosen  for  the  testing  of  the  tonicity  of  the 
four  recti  muscles  in  the  four  cardinal  directions 
only.  Take  the  right  eye,  since  in  making  rec- 
ords “ O.  D.”  is  always  written  first.  There 
should  be  nothing  but  empty  space  in  front  of 
the  left  eye,  and  this,  throughout  the  test  of  the 
right  eye,  should  be  the  fixing  eye.  The  ten- 
degree  prism  should  be  turned  into  position,  base 
in,  before  the  right  eye,  which  will  throw  the' 
retinal  image  nasalward,  outside  the  fusion  area. 
The  false  object  will  be  thrown  directly  to  the 
right,  and  it  should  be  perfectly  level  with  the 
true  or  fixed  object.  If  not  level,  it  is  because 
muscle  tonicity  has  turned  the  eye  either  up  or 
down,  the  false  object  having  gone  in  the  oppo- 
site direction.  Want  of  levelness  demands  that 
the  rotary  prism  should  be  turned  into  position, 
the  rotary  screw  directly  out,  and  the  index  of 
prism  at  zero.  The  prism  is  now  so  rotated  as 
to  bring  the  false  object  level  with  the  true  or 
fixed  object.  The  extent  of  this  rotation  is 
noted ; and  if  the  false  object  had  to  be  elevated, 
the  note  would  read  R.  hyperphoria  “ so  many  ” 
degrees;  but  if  the  false  object  had  to  be  de- 
pressed,, the  reading  would  be  R.  cataphoria  “ so 
many  ” degrees.  Either  now  or  as  well  at  the 
end  of  the  tonicity  tests  of  the  recti  muscles  the 
proof  test  for  hyperphoria  should  be  applied. 
It  consists  of  a Maddox  double  prism,  3 to  5 
degrees  each,  to  be  held,  base  line  horizontal, 
first  before  one  eye  and  then  before  the  other, 
allowing  the  patient  to  look  through  only  one  of 
the  prisms  at  a time.  Raising  and  lowering  the 
prisms,  the  patient  is  asked  to  name  the  position 
which  makes  the  false  object  nearer  the  true. 
If  there  is  right  hyperphoria,  the  false  object 
will  fuse  with  the  true  or  be  near  it  through  the 
upper  prism,  but  far  removed  when  seen  through 
the  lower  prism  by  the  right  eye.  The  reverse 
will  be  true  when  the  double  prism  is  moved  up 
and  down  before  the  cataphoric  eye.  If  the  false 
and  true  objects  are  practically  the  same  distance 
apart,  as  the  double  prism  is  raised  and  lowered 
before  each  eye,  there  is  no  vertical  imbalance. 

The  ten-degree  prism  must  now  be  turned  out 
of  the  way,  and  the  six-degree  prism,  base  up, 
should  be  turned  into  position.  The  rotary  prism 
is  now  turned  so  that  the  screw  is  directly  up 
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and  the  index  at  zero.  The  retinal  image  for 
this  eye  is  now  displaced  directly  above,  beyond 
the  fusion  area,  so  that  the  false  object  would 
appear  below,  and  should  be  directly  below  the 
true  or  fixed  object.  If  directly  in  line,  there  is 
lateral  orthophoria  for  distance ; but  if  not  verti- 
cally beneath,  the  rotary  prism  must  be  made  to 
move  it  into  that  position.  The  index  will  mark 
the  extent  of  the  rotation.  If  the  false  object 
had  to  be  moved  from  the  left,  the  record  would 
read  R.  exophoria  “ so  many  ” degrees;  but  if  it 
had  to  be  moved  from  the  right,  the  reading 
would  be  R.  esophoria  “ so  many  ” degrees. 

Again  revolving  the  rotary  prism  into  neutral- 
ity, the  convergence  test,  by  means  of  a dot  with- 
out lines,  must  be  made.  The  false  dot  standing 
directly  under  the  true  would  show  lateral  ortho- 
phoria in  the  near,  for  the  card  on  which  is  the 
dot  should  be  held  at  the  reading  distance,  with 
the  dot  in  the  horizontal  plane  with  the  eyes. 
Should  the  false  dot  not  be  in  the  vertical  plane 
with  the  true  dot,  the  rotary  prism  should  be 
made  to  move  it  into  that  plane.  If  it  had  to  be 
brought  from  the  left,  the  reading  should  be  R. 
exophoria  “ so  many  ” degrees  in  the  near ; but 
if  from  the  right,  it  should  be  recorded  R.  eso- 
phoria “ so  many  ” degrees  in  the  near.  Since 
this  is  the  convergence  test  and  both  interni  have 
received  the  same  impulse  from  the  convergence 
center,  the  record  could  leave  out  “ R.,”  if  it  be 
the  right  eye  under  test — that  is,  if  the  false  im- 
age belongs  to  the  right  eye ; and  the  same  should 
be  done  in  the  near  test  of  the  left  eye.  In  either 
case  want  of  convergence  power  would  be  re- 
corded, “ Exophoria  in  the  near ; ” and  excess 
of  convergence  would  be  recorded,  “ Esophoria 
in  the  near.”  The  far  and  the  near  tests  always 
correspond  when  the  ciliary  muscles  have  normal 
tonicity ; they  are  always  out  of  harmony  when 
the  ciliary  muscles  are  wanting  in  tonicity  or 
when  they  have  excessive  tonicity.  The  right 
eye  having  been  tested,  the  left  may  be  tested  in 
the  same  manner  and  proper  records  made. 

The  recti  muscles  of  both  eyes  having  been 
tested  as  above  set  forth,  the  next  step  in  the 
routine  use  of  the  phorometer  should  be  to  deter- 
mine the  presence  or  absence  of  cyclophoria,  and, 
if  present,  whether  plus  or  minus.  To  do  this, 
the  rods  on  both  sides  must  be  placed  in  front 
of  their  respective  eyes,  with  the  axes  of  the 
rods  vertical,  so  that  the  streak  of  light  may  be 
horizontal  for  each  eye  alone.  The  six-degree 


prism,  base  up,  must  be  placed  in  position  be- 
fore one  eye,  so  as  to  throw  the  retinal  image 
of  that  streak  entirely  above  the  fusion  area,  the 
streak  itself  being  below.  If  the  two  streaks  are 
parallel,  the  obliques  have  normal  tonicity.  If 
these  streaks  diverge  on  the  side  opposite  the 
prism,  there  is  plus  cyclophoria;  but  if  they  di- 
verge on  the  side  corresponding  to  the  prism, 
there  is  minus  cyclophoria.  In  either  case  the 
rod  in  front  of  the  prisms  should  be  so  revolved 
as  to  make  the  two  streaks  parallel.  The  index 
will  name  the  amount  of  the  error,  and  the  direc- 
tion of  its  rotation  will  name  the  kind  of  error. 
The  eye  behind  the  displacing  prism  is  the  one 
under  test.  The  one  eye  having  been  tested,  its 
displacing  prism  should  be  turned  out  of  the  way, 
and  the  six-degree  prism  belonging  to  the  other 
side  should  be  placed  for  testing  it.  Usually 
when  one  eye  shows  plus  cyclophoria,  the  other 
will  show  the  same ; and  since  this  is  the  case, 
the  record  would  read  plus  (or  minus)  cyclo- 
phoria “ so  many  ” degrees,  leaving  out  the  let- 
ters “ R ” and  “ L.” 

Immediately  following  the  tonicity  tests  of  the 
twelve  ocular  muscles  and  the  taking  of  the  con- 
vergence power  of  the  interni,  the  duction  power 
of  each  individual  muscle  should  be  ascertained. 
The  routine  order  should  be : First,  superduc- 
tion ; second,  subduction ; third,  abduction ; 
fourth,  adduction ; fifth,  minus  cycloduction ; 
sixth,  plus  cycloduction.  In  taking  the  duction 
power  of  the  recti  muscles,  the  rotary  prism 
alone  is  necessary,  and  this  before  one  eye  only. 
The  test  object  should  be  a point  of  light  or  even 
a candle  blaze.  This  testing  of  the  recti  muscles 
should  be  in  the  four  cardinal  directions  only. 
For  the  vertical  ductions  the  screw  of  the  rotary 
prism  must  be  horizontal  and  the  index  of  prism 
must  be  at  zero.  Rotating  the  apex  of  the  prism 
up,  the  retinal  image  of  the  test  object  is  being 
moved  downward.  The  superior  rectus  makes 
the  macula  keep  pace  with  the  moving  image  tc 
the  extent  of  its  power,  thus  preventing  diplopia 
The  point  reached  by  the  index  at  the  moment 
diplopia  occurs  is  the  measure  of  superduction 
which  should  be  noted  as  “ so  many  ” degrees 
R.  (or  left)  superduction.  Returning  the  indeM' 
to  zero,  the  apex  should  now  be  rotated  down 
which  carries  the  retinal  image  upward,  the  in- 
ferior rectus  compelling  the  macula  to  keep  pact 
with  the  moving  image  so  long  as  possible,  thus 
preventing  diplopia.  At  the  moment  of  diplopia 
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the  index  points  to  the  degree  mark  of  subduc- 
tion,  to  be  noted  as  “ so  many  ” degrees  of  R.  (or 
L.)  subduction. 

Moving  the  screw  into  the  vertical  position 
and  placing  the  index  at  zero,  the  phorometer  is 
ready  for  taking  horizontal  dnction,  both  right 
and  left.  Rotating  the  prism  apex  out,  the  reti- 
nal image  in  that  eye  is  made'  to  move  directly 
nasalward,  while  the  external  rectus  is  compell- 
ing the  macula  to  keep  pace  with  the  moving 
image  in  the  interest  of  binocular  single  vision. 
At  the  moment  of  diplopia  the  index  points  to 
the  degree  of  abduction  for  that  eye,  and  the  note 
should  be  made  “so  many”  degrees  of  R.  (or 
L.)  abduction.  Returning  the  index  to  zero,  the 
apex  of  the  prism  should  now  be  rotated  nasal- 
ward.  This  will  cause  the  retinal  image  to  move 
directly  outward,  but  the  internal  rectus  will 
make  the  macula  keep  pace  with  the  moving 
image  to  the  extent  of  its  power,  and  up  to  this 
limit  there  will  be  binocular  single  vision.  When 
the  rotation  passes  the  limit  of  power,  diplopia 
at  once  manifests  itself.  The  index  will  then 
stand  at  the  point  marking  the  extent  of  the  ro- 
tation of  the  eye,  which  should  be  noted  as  “ so 
many”  degrees  of  R.  (or  L.)  adduction. 

The  duction  power  of  all  the  recti  of  one  eye 
having  been  taken,  the  rotary  prism  for  that  eye 
should  be  turned  out  of  the  way,  and  that  for 
the  other  eye  should  be  placed  ready  for  action. 
Precisely  the  same  steps  should  be  repeated  in 
determining  the  duction  power  of  its  four  recti. 
The  same  records  should  be  noted  as  in  connec- 
tion with  the  tests  of  the  muscles  of  the  other 
eye.  The  results  of  these  tests  must  be  com- 
pared with  what  is  known  to  be  the  normal  duc- 
tion power  of  these  several  muscles. 

In  taking  cycloduction,  the  rods  only  must 
stand  before  the  two  eyes,  and  their  axes  must 
be  vertical.  The  rods  should  be  the  same  color 
I on  each  side,  for  otherwise  the  fusion  effort  on 
the  part  of  the  obliques  would  fall  short  of  the 
normal  to  them.  Only  one  rod  should  be  rotated 
at  a time.  Rotating  the  axis  out  tests  the  power 
of  the  inferior  oblique  of  that  eye.  The  instant 
that  the  streak  of  light  doubles,  the  rotation 
should  cease.  The  index  now  points  to  the  de- 
, gree  mark  on  the  scale,  showing  the  extent  of 
the  wheel-like  motion  effected  by  the  inferior 
! oblique  of  that  eye,  and  should  be  noted  “ so 
many”  degrees  of  R.  (or  L.)  plus  cycloduction. 

, The  axis  of  the  rod  having  been  returned  to  zero 


for  a moment’s  rest,  it  should  now  be  rotated 
toward  the  nose  up  to  the  point  of  doubling  the 
streak.  The  index  at  this  point  indicates  the  ex- 
tent of  the  wheel-like  rotation  effected  by  the 
superior  oblique  of  that  eye,  and  it  should  be 
noted  as  “ so  many  ” degrees  of  R.  (or  L. ) minus 
cycloduction. 

The  cycloduction  of  the  one  eye  having  been 
taken,  the  rod  before  it  should  be  set  in  the  verti- 
cal, and  the  rod  before  the  other  eye  should  be 
rotated  first  out,  for  determining  its  plus  cyclo- 
duction, and  then  in,  for  showing  the  minus 
cycloduction.  These  cycloductions  should  be 
compared  with  what  is  known  to  be  normal. 

It  should  be  clearly  understood  that  cardinal 
ductions  are  measvtred  in  “ degrees  of  pi-ism,” 
while  cycloductions  are  measured  in  “ degrees  of 
arc.” 

If  the  tonicity  tests  and  the  duction  measure- 
ments are  so  nearly  normal  that  no  operation, 
would  be  indicated,  the  preliminary  examination 
may  end  here. 

The  tonicity  tests  having  shown  a high  degree 
of  heterophoria,  routine  would  call  for  the  plac- 
ing of  a deep-red  glass  before  one  eye.  Should 
this  cause  diplopia,  the  case  is  clearly  one  fo'" 
operation.  The  cardinal  versions  should  now  be 
taken,  either  by  means  of  the  tropometer  or  the 
perimeter.  Oblique  versions  need  never  be  taken. 
The  cardinal  versions  should  be  noted — up, 
down,  right,  left.  “ Superversion,”  “ subver- 
sion,” “ abversion,”  and  “ adversion  ” are  all 
good  terms  and  in  harmony  with  other  nomen- 
clature. In  order  to  reach  a correct  conclusion 
as  to  what  muscle  should  be  operated  upon  in  a 
given  case  of  heterophoria,  and  whether  the  op- 
eration should  be  a partial  tenotomy  of  the 
stronger  muscle  or  a shortening  of  the  weaker 
muscle,  one  or  both,  the  tonicity,  duction,  and 
version  tests  must  all  be  compounded,  and  each 
test  must  be  given  its  proper  value. 

If  a given  case  is  one  of  heterotropia,  the  to- 
nicity and  version  tests  only  are  possible.  Duction 
is  out  of  the  question,  because  of  the  absence  of 
binocular  single  vision.  Vision  in  one  eye  may 
be  so  low  as  to  make  the  tonicity  tests  very  dif- 
ficult, if  not  impossible ; but  they  should  be  at- 
tempted in  every  case.  In  this  a red  glass  in 
front  of  the  dull  eye  will  be  helpful.  Version 
tests  are  not  so  important  in  cases  of  heterotro- 
pia as  in  cases  of  heterophoria. 

The  most  important  step  in  the  study  of  any 
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case  of  heterotropia,  unless  one  of  the  eyes  is 
mentally  blind,  is  the  fusion  test.  If  the  two 
images  cannot  be.  brought  together  by  the  rotary 
prism,  binocular  single  vision  can  never  be  es- 
tablished by  any  operative  procedure.  This  is  es- 
pecially true  of  squinting  eyes,  with  vision  about 
as  good  in  one  eye  as  in  the  other — cases  of  an- 
tipathy to  binocular  single  vision. 

When  one  eye  is  totally  blind  or  absent,  the 
preliminary  test  is  a very  short  one  and  consists 
in  first  placing  a ^2.00  .sphere  before  the  seeing 
eye  and  thus  determine  if  it  is  hyperopic,  or  a 
— 1.00  or  — 2.00  to  determine  if  it  is  myopic,  and 
next  hold  a +.50  cylinder,  axis  first  vertical  and 
then  horizontal,  to  determine  the  absence  or  pres- 
ence of  astigmatism. 

Now  the  patient  is  ready  to  be  sent  into  the 
waiting  room  to  be  prepared  for  the  final  exam- 
ination. The  routine  use  of  homatropine,  gr. 
viii  to  distilled  water  one  fluid  ounce,  for  putting 
at  rest  the  ciliary  muscles,  is  the  most  satisfac- 
tory agent,  both  to  the  patient  and  to  the  practi- 
tioner. One  drop  in  each  eye  every  three  to  five 
minutes  until  ten  drops  have  been  instilled  into 
each  eye  should  be  the  rule  in  all  patients  under 
forty-five  years  of  age.  From  the  age  of  forty- 
five  to  forty-eight,  five  to  seven  drops  would  be 
sufficient.  Beyond  forty-eight,  one  drop  should 
be  put  in  each  eye.  Patients  will  often  plead 
that  “ drops  ” be  not  used,  not  understanding 
the  “ why  and  wherefore.”  If  the  explanation  is 
not  accepted,  declination  to  further  investigate 
should  be  made.  They  will  say,  sometimes,  that 
opticians  claim  that  “ drops  ” are  not  necessary, 
but  even  harmful.  This  should  be  met  by  the 
statement : “Any  work  done  without  the  drops 
is  giiesszvork,  and  this  I cannot  afford  to  do.  I 
cannot  do  the  further  work  unless  you'  submit 
to  the  use  of  the  drops,  nor  can  anybody  else  do 
it  as  it  should  be  done  without  them.  They  are 
not  harmful.”  The  necessity  for  enforced  rest 
of  the  ciliary  muscles  in  those  under  forty-eight 
years  should  be  made  clear,  and  the  importance 
of  detecting  disease  processes  in  the  older  should 
be  emphasized,  a wide-open  pupil  being  essential 
for  this.  Rarely  will  one  refuse  to  submit. 

The  routine  of  drops  having  been  completed, 
the  patient  is  ready  to  be  returned  to  the  consul- 
tation room  for  the  final  examination.  While 
the  ophthalmometer  might  have  been  used  as  a 
part  of  the  preliminary  examination,  since  its 
findings  are  not  altered  by  the  mydriatic,  it  seems 


better  to  use  it  immediately  before  resorting  to 
the  trial  lenses.  The  value  of  the  ophthalmom- 
eter is  now  universally  conceded,  which  consi.sts 
in  locating  the  axis  of  the  astigmatism  and  in 
showing  the  quantity  usually  within  .50  D.  The 
skillful  use  of  trial  cylinders  a little  later  will 
show  if  lenticular  astigmatism  is  a complication. 
The  ophthalmometer  findings  should  be  noted  as 
made.  Retinoscopy  in  children  and  in  the  un- 
lettered is  essential,  and  is  of  value  in  all  cases. 

While  the  room  is  darkened,  other  patients  in 
process  of  preparation  by  the  mydriatic,  in  what- 
ever stage,  should  be  brought  in  and  measured 
with  the  ophthalmometer  and  then  retvarned  to 
the  waiting  room,  to  be  recalled  in  the  same  or-' 
der  later. 

Now  the  trial  case  must  be  appealed  to  as  a 
finality  in  order  that  proper  lenses  may  be  or- 
dered. With  the  trial  frames  properly  placed, 
the  opaque  disc  should  be  placed  before  the  right 
eye.  The  letters  called  with  the  left  eye  shows 
the  unaided  acuteness  of  vision  for  that  eye.  If 
worse  than  the  vision  shown  in  the  preliminarv 
test,  the  appeal  must  be  made  to  the  plus  lenses : 
if  no  worse  than  the  vision  shown  in  the  prelimi- 
nary test,  minus  lenses,  spherical  and  cylindrical, 
must  be  resorted  to. 

I would  have  you  "iew  the  test  case  for  a mo- 
ment as  to  the  arrangement  of  the  lenses.  The 
cylinders  all  have  their  handles  at  35  degrees  to 
the  axis,  those  in  one  row  being  to  the  right  of 
the  axis  and  those  in  the  other  row  to  the  left  of 
the  axis.  The  former  should  all  be  in  the  right- 
hand  row,  and  the  latter  all  in  the  left-hand  row. 
For  this  arrangement  of  handles  we  are  indebted 
to  A.  E.  Prince.  The  convex  cylinders  in  the 
right  row  should  be  used  in  testing  the  left  eye. 
and  those  in  the  left  row  for  testing  the  right 
eye  in  astigmatism  according  to  the  rule.  When 
these  cylinders  are  thus  placed,  with  axes  at  90 
degrees,  the  handles  will  be  up  and  out  35  de- 
grees. The  concave  cylinders  in  the  right  row 
should  be  used  for  the  right  eye,  and  those  in  the 
left  row  for  the  left;  for  thus  used,  when  their 
axes  are  at  180  degrees,  the  handles  will  be  upt, 
and  out  35  degrees.  In  astigmatism  against  th^^ 
rule  the  order  of  use  would  be  reversed.  Thet 
full  diopter  spheres  and  cylinders  in  all  the  right^* 
hand  rows  should  have  their  handles  turned  to| 
the  left,  which  adds  greatly  to  the  convenience® 
of  handling  both  the  full  and  fractional  lenses. 

Hyperopia  being  suspected,  in  the  front  cell  I 
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should  be  placed  the  plus  cylinder  indicated  by 
the  ophthalmometer,  less  .50  D,  with  its  axis  in 
the  position  located  by  it.  In  the  back  cell  should 
be  placed,  by  guess,  the  plus  sphere  indicated 
by  the  acuteness  of  vision  through  the  cylinder 
only.  Now  with  a +.50  D in  the  left  hand  and  a 
— .50  D in  the  right  hand,  they  should  be  held 
alternately  in  front  of  the  combination  already 
in  the  frame  for  determining  if  the  first  sphere 
must  be  increased  in  strength  or  must  be  made 
weaker.  Thus  proceeding,  it  is  not  long  until  the 
sphere  of  proper  strength  has  been  found.  By 
means  of  either  a +.50  cylinder  or  a — .50 
cylinder  it  may  be  shown  quickly  if  the  original 
cylinder  is  of  proper  strength  or  must  be  made 
stronger  or  weaker,  and  by  use  of  the  two  it 
may  be  shown  if  the  sphere  must  remain  the 
same  as  already  shown  or  be  changed  in  har- 
mony with  a change  in  the  strength  of  the  cylin- 
der. 

The  left  eye  having  been  thus  tested,  the 
opaque  disc  should  be  placed  before  it  in  the 
extra  cell  in  front  of  the  cylinder,  and  the  test 
of  the  right  eye  should  be  accomplished  in  the 
manner  outlined  in  the  correction  of  the  left  eye. 

The  combinations  determined  by  the  trial 
lenses  and  the  acuteness  of  vision  obtained  should 
be  recorded.  The  pupillary  distance  and  the 
bridge  measurement  must  be  accurately  taken 
and  recorded.  If  the  patient  is  forty-five  or 
older,  the  presbyopia  for  the  given  age  must  be 
entered.  These  things  are  all  to  be  done  without 
consulting  the  will  of  the  patient ; . but  in  the 
choice  of  frames,  both  as  to  character  and  qual- 
ity, the  patient’s  desire  must  be  gratified. 

When  ready  to  write  the  order  for  the  glasses, 
the  record  as  a whole  must  be  studied.  Should 
two  cases  be  exactly  alike  as  to  spherical  correc- 
tion, but  different  as  to  adjustment  of  the  lateral 
muscles,  one  esophotic  and  the  other  exophoric, 
the  plus  correction  for  the  former  should  be  full, 
but  for  the  latter  a deduction  should  be  made 
from  the  plus  correction.  The  reverse  would  be 
true  of  the  same  two  cases  if  minus  sphericals 
stood  in  the  record  and  the  lenses  are  intended 
for  near  use.  A full  minus  correction  is  always 
proper  for  distant  wear.  In  making  the  order, 
the  strength  of  the  astigmatic  correction  should 
be  accurately  copied  in  all  cases.  If  there  is  a 
hyperphoria  of  quantity  too  slight  to  demand  op- 
eration, the  lens  for  the  hyperphoric  eye  should 
be  ground  on  a prism  of  proper  strength,  base 


down.  The  lens  for  the  cataphoric  eye  should 
not  be  prismatic.  Esophoria  and  exophoria,  not 
requiring  operation,  should  be  helped  by  mak- 
ing both  lenses  prismatic  to  an  equal  extent,  the 
bases  for  the  former  being  out  and  for  the  lat- 
ter being  in.  This  could  be  done  by  adding  to  or 
taking  from  the  pupillary  measurement,  by  de- 
centering the  lenses  in  or  out,  or  by  having  each 
ground  on  a proper  prism.  While  the  record 
should  be  copied  as  to  the  strength  of  required 
cylinders,  a complicating  cyclophoria  would  jus- 
tify a slight  change  of  axes.  If  there  is  plus 
cyclophoria  and  the  record  shows  plus  cylinders 
converging,  they  should  be  ordered  less  converg- 
ing ; but  if  diverging,  the  order  should  call  for 
greater  divergence.  The  variation,  however, 
should  rarely  be  more  than  5 degrees  for  each 
cylinder.  In  cases  of  astigmatism  against  the 
rule,  in  changing  the  axes  of  plus  cylinders,  the 
reverse  of  the  rule  given  above,  known  as  the 
N.  C.  Steele  rule,  should  be  observed.  In  either 
case,  should  the  cylinders  be  minus,  the  reverse 
of  all  said  above  about  plus  cylinders  would  be 
the  order. 

The  patient  should  be  told  that  high  degrees 
of  a muscle  error,  or  any  combination  of  muscle 
errors,  demand  operations.  A moderate  want  of 
tonicity  of  the  recti  muscles  may  be  remedied  by 
rhythmic  prismatic  exercise,  while  such  a condi- 
tion of  the  obliques  may  be  cured  by  the  same 
character  of  exercise  by  means  of  weak  plus  or 
minus  cylinders  so  placed  as  to  call  into  action 
the  weak  obliques.  Deficient  convergence  power 
should  be  treated  by  candle  exercise — moved 
from  arm’s  length  to  a point  seven  inches  from 
the  eyes,  also  rhythmic  in  character.  Want  of 
ciliary  power  should  be  remedied  by  exercise 
with  weak  minus  spherical  lenses. 

There  are  some  important  points  about  bifo- 
cals which  should  be  routinely  observed  in  mak- 
ing the  order.  Bifocals  should  never  be  given 
if  there  is  much  difference  in  the  spherical  re- 
fraction of  the  two  eyes,  for  such  patients  must 
learn  to  look  through  the  lens  centers  both  in 
far  and  near  seeing.  Perfection  bifocals  and  the 
Franklin  divided  lenses  have  the  advantage  over 
all  others  in  that  the  cutting  can  be  done,  and 
should  be  done,  so  that  the  centers  of  the  upper 
and  lower  parts  may  coincide.  In  these  combi- 
nations the  eyes  glide  from  one  part  to  the  other. 
In  the  fused  and  cemented  bifocals  the  centers 
of  the  upper  and  lower  parts  cannot  coincide; 
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hence  in  passing  from  one  to  the  other  the  eyes 
must  jump.  In  any  form  of  bifocals  the  centers 
of  the  reading  lenses  must  be  on  the  same  hori- 
zontal lines ; otherwise  comfortable  near  work 
through  them  cannot  be  done. 

After  lenses  have  been  finished,  they  should 
always  be  inspected ; and  if  any  error  has  been 
made  in  grinding  or  cutting,  it  should  be  cor- 
rected. One  of  the  most  important  things  in 
the  inspection  is  the  proper  centering  of  lenses, 
whether  for  distant  or  near  use ; and  especially 
is  this  important  as  to  the  reading  part  of  bifo- 
cals of  whatever  kind. 

One  of  the  most  important  things  in  the  whole 
routine  of  eye  work  is  the  delivery  of  the  lenses 
to  the  patient,  which  should  never  be  done  with- 
out explicit  instructions  on  two  points : ( 1 ) A 
straight  edge  should  always  pass  through  the 
four  joints  of  spectacles,  or  should  coincide  with 
the  long  axes  of  the  eyeglasses;  (2)  'whether  the 
lenses  are  in  spectacle  frames  or  eyeglass  trap- 
pings, they  must  always  be  level  in  front  of  the 
eyes  and  equally  distant  from  them ; and  if  in- 
clined at  all,  this  should  be  slightly  out  at  the  top. 

Many  a complaint  comes  to  an  oculist  either 
because  these  points  have  not  been  impressed  or 
because  they  have  not  been  observed.  If  a pa- 
tient should  ask  for  a guarantee  (which  should 
never  be  granted),  the  above  rules  should  be 
doubly  or  trebly  impressed. 

There  is  nothing  simple  about  the  work  of  cor- 
recting visual  defects  and  muscular  deficiencies, 
and  it  should  be  unlawful  for  any  one  to  engage 
in  this  practice  who  is  not  educated  medically 
and  scientifically. 


DISCUSSION  ON  DR.  SAVAGE’S 
ADDRESS. 

Dr.  Walter  Dotson,  Lebanon  : Will  you  permit  me 
to  ask  a question  or  two? 

Dr.  Savage;  Yes,  sir. 

Dr.  Dotson  : Do  you  use  these  cards  as  a routine  in 
all  cases? 

Dr.  Savage  : Yes,  in  every  one.  As  I stated  in  the 
address,  the  versions  need  not  be  taken  unless  we  are 
going  to  operate.  They  might  be  taken  as  a matter  of 
interest  and  noted.  In  every  other  respect  the  routine 
as  outlined  should  be  carried  out. 

Dr.  Dotson  : I was  wondering  if  you  used  these  in 
all  cases,  why  would  this  other  card  be  necessary? 

Dr.  Savage  : The  patients  write  their  names  on  the 
other  cards,  and  the  carbon  copy  is  on  the  leaf  below 
the  card.  The  cards  are 'brought  to  me  and  filed,  the 
patients  to  be  called  in  the  order  of  arrival. 


Dr.  Dotson  ; I should  think,  if  you  use  all  of  this  |j 
routine,  you  would  not  see  more  than  two  patients  a 
day. 

Dr.  S.avage  : All  of  the  tests  e.xcept  the  versions  can 
be  taken  in  from  six  to  ten  minutes — I mean  all  the  j 
preliminary  tests.  I have  timed  myself  many  times,  and  || 
it  does  not  take  any  longer  than  I have  stated.  The  ii 
second  series  of  tests  takes  more  time. 

Dr.  Dotson  : In  what  percentage  of  cases  do  you 
prescribe  prisms  for  the  correction  of  these  phorias? 

- Dr.  Savage:  The  percentage  is  quite  large,  so  far 
as  the  vertical  errors  are  concerned.  It  is  much  smaller 
in  lateral  errors.  The  lateral  errors  can  be  managed 
by  the  regulation  of  pupillary  distance,  as  a rule.  That 
feature  I also  brought  out  in  the  body  of  the  address.  | 

Dr.  E.  C.  Ellett,  Memphis : I think  it  is  important 
that  these  questions  should  come  up  for  discussion  ' 
sometimes  to  the  exclusion  of  operative  measures  and 
of  other  things  we  are  comparatively  seldom  called 
upon  to  do. 

There  are  one  or  two  little  points  that  have  ap- 
pealed to  me  about  the  trial  frame  in  regard  to  the 
cylinders.  Instead  of  having  the  cylinders  made  as 
these  are  made,  I find  it  is  a great  help  to  have  the 
cylinders  with  the  axis  marked  by  a good-sized  hole 
drilled  halfway  through  at  each  end  of  the  axis  and 
filled  with  white  cement,  which  is  quite  as  easy  to  see 
as  a ground  area ; and  that  is  quite  a point  when  you 
have  reached  the  fatal  age  of  presbyopia. 

Another  thing  is  the  use  of  a simple  cylinder  in  the 
checking  of  your  refraction — a cylinder  with  a handle 
on  it  at  45  degrees  to  the  axis.  The  idea  of  the  han- 
dle is  this : that  by  simply  turning  it  over  in  the  finger 
you  change  the  axis  to  one  at  right  angles.  Let  us  take 
an  example.  Suppose  you  have  a -i-l  with  +1  Cy.  Ax. 
90°  in  the  trial  frame — i.  e.,  you  have  a +1  in  the  verti- 
cal meridian  and  +2  in  the  horizontal  meridian.  By 
placing  in  front  of  this  a +.50  Cy.  Ax.  90°,  j'ou  change  i 
the  correction  to  a +1  combined  with  a +1.50=90.  By  ; 
placing  the  4-.50  Cy.  Ax.  180°  in  front  of  the  trial 
frame,  the  correction  is  changed  to  +1.50  with  +.50  Cy. 
Ax.  90°.  A — .50  Cy.  Ax.  vertical  changes  the  correc-  ' 
tion  to  ^1  with  ^.50  Cy.  Ax.  90° ; a — .50  Cy.  Ax.  hori- 
zontal changes  it  to  +.50  with  +1.50=90°.  By  using  . 
.25  cyls.  or  1.00  cyls.,  corresponding  changes  are  pro- 
duced. 

I have  not  been  able  to  do  anything  with  the  cross- 
cylinders. The  foregoing  is  what  people  think  the 
cross-cylinders  do ; but  if  you  figure  it  out,  they  do  not 
do  that  at  all.  Yet  we  see  articles  describing  cross-  ^ 
cylinders  to  the  effect  that  they  produce  these  changes.  i 

Dr.  S.wwge  (closing)  : I did  not  mention  cross- 
cylinders in  my  address,  simply  because  I thought  it 
was  a subject  not  worth  mentioning. 


Reports  received  at  the  Secretary’s  office  are 
to  the  effect  that  most  of  our  county  societies 
liave  held  regular  meetings  throughout  the  sum- 
mer. A few  have  been  inexcusably  inactive. 
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THE  SOLAR  TREATMENT  IN  AFFEC- 
TIONS OF  BONES  AND  JOINTS.* 


By  Willis  C.  Campbell,  M.D., 
Memphis,  Term. 


Local  heliotherapy,  or  exposure  to  the  sun’s 
rays  of  indolent  ulcers,  fistulie,  tubercular  joints, 
and  certain  chronic  skin  affections,  is  a well- 
known  measure,  which  is  not  under  discussion. 
It  is  my  purpose  to  deal  only  with  general  helio- 
therapy, or  the  systematic  exposure  of  the  nude 
body  without  regard  to  local  disease.  Fresh  air 
and  sunshine  as  therapeutic  agents  have  been 
known  since  ancient  times,  as  shown  by  the  writ- 
ings of  Herodotus  (431  B.C.)  and  Hypocrates 
(212  B.C.),  while  Greek  heliosis  and  the  Ro- 
man Solarium  are  described  by  the  historians. 
iJowever,  the  recent  conception  of  heliotherapy 
is  largely  due  to  Rollier,  of  Leysin,  Switzerland, 
who  very  modestly  calls  attention  to  the  use  of 
the  sun  as  a curative  agent  by  many  others  prior 
to  his  time ; but  no  one  in  the  past  has  so  per- 
sistently carried  out  this  tedious  method  as  to 'dem- 
onstrate the  real  value  by  producing  results  in  a 
large  number  of  cases  heretofore  inconceivable. 
Besides,  he  has  devised  a systematic  procedure 
on  scientific  lines  for  which  he  well  deserves  to 
be  called  the  “ father  of  modern  heliotherapy.” 

Bonnet,  of  Lyons,  in  1845  used  heliotherapy 
in  the  treatment  of  tubercular  joints ; but  to  a 
large  extent  only  affected  parts  were  so  treated. 
Later  Poncet  and  Ollier  continued  the  work  of 
Bonnet,  though  no  great  attention  was  given  the 
method  until  the  report  of  Rollier’s  special  tech- 
nic and  results  during  the  past  ten  years.  He 
established  a sanitarium  at  Leysin,  Switzerland, 
in  1903,  making  his  first  preliminary  report  in 
1904  before  the  Swiss  Medical  Association.  In 
1913,  before  the  International  Congress,  he  re- 
ported 804  with  closed  tubercular  lesions,  703 
cured,  73  improved,  22  stationary,  6 died.  Of 
328  with  open  fistulae,  248  were  cured,  39  im- 
proved, 19  stationary,  and  25  died. 

Rollier  considers  high  altitude  of  great  advan- 
tage on  account  of  light  and  atmospheric  condi- 
tions, though  many  other  observers  regard  any 
place  with  sufficient  sunny  days  equally  satisfac- 
tory. Personally,  I have  been  very  successful  in 
a number  of  cases  in  Memphis  and  vicinity,  prac- 
tically at  sea  level. 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Med- 
ical Association,  Knoxville,  April,  1916. 


Heliotherapy  is  extensively  used  in  Europe  on 
account  of  the  large  number  of  established  in- 
stitutions for  the  treatment  of  surgical  tubercu- 
losis. As  far  as  I can  ascertain,  I demonstrated 
the  first  cure  by  general  heliotherapy  in  Amer- 
ica before  the  Memphis  and  Shelby  County  Med- 
ical Society  in  November,  1913,  and  later  be- 
fore this  association  in  Memphis,  April,  1914, 
since  which  time  I have  reported  a number  of 
others. 

Rollier  exposes  the  entire  body  to  solar  rays 
from  five  to  seven  hours  per  day  in  both  winter 
and  summer,  beginning  by  insulating  small  areas, 
which  are  increased  daily  until  the  patient  is  ex- 
posed in  the  nude  state.  At  the  same  time,  ra- 
tional orthopedic  measures  are  faithfully  car- 
ried out  in  all  affections  of  joints  and  of  the 
spinal  column. 

Rollier  regards  the  ultra  violet  or  actinic  rays 
as  the  curative  agent ; but  so  far  no  one  has 
proven  the  therapeutic  or  physiological  action, 
though  many  theories  have  been  advanced.  Con- 
sequently the  method  for  the  present  must  be 
considered  as  purely  empirical. 

In  1912  I first  used  the  solar  treatment  at  the 
Memphis  City  Hospital  in  a few  tubercular 
joints,  which  was  most  unsatisfactory  on  account 
of  the  lack  of  cooperation  on  the  part  of  the  hos- 
pital and  the  patients.  In  February,  1913,  I was 
able  to  apply  the  method  systematically  and  con- 
tinuously in  an  apparently  hopeless  tubercular 
spine  and  hip  in  a man  aged  22,  6 feet  3 inches 
in  height,  weighing  only  75  pounds.  When  he 
entered  the  hospital,  he  had  been  ill  about  one 
year,  and  a large  fluctuating  abscess  was  con- 
spicuous on  both  sides  of  the  lumbar  spine.  The 
diurnal  range  of  temperature  was  from  100  to 
105  F. ; skiagrams  confirmed  diagnosis.  The 
abscess  was  incised,  and  a large  quantity  of  thin 
pus  escaped ; but  there  was  no  cessation  in  symp- 
toms. When  insolation  was  begun,  snow  was 
three  inches  deep  on  the  ground,  and  the  temper- 
ature was  24  F.  Within  six  weeks  general  im- 
provement was  marked,  and  at  the  end  of  five 
months  and  ten  days  the  patient  had  gained  110 
pounds  in  weight,  and  no  symptoms  of  a tuber- 
cular spine  or  hip  existed.  Since  this  time  three 
years  have  elapsed,  with  no  recurrence,  though 
no  after  treatment  was  used. 

The  improvement  in  my  first  case  was  so 
marked  that  I at  once  instituted  the  method  on 
the  orthopedic  service  of  the  Memphis  City,  Bap- 
tist Memorial,  and  Lucy  Brinkley  Hospitals,  and 
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later  at  St.  Joseph  Hospital  and  the  Home  for  In- 
curables. During  the  past  three  years  I have  ap- 
plied heliotherapy  in  over  75  cases,  and  each  year 
have  become  a more  enthusiastic  advocate  of  the 
sun  treatment.  A large  per  cent  of  my  cases 
were  tubercular,  but  quite  a number  were  other 
affections  of  bones  and  joints.  The  clinical  im- 
provement in  many  instances  is  indescribable. 
There  is  a gain  in  flesh,  increase  in  haemoglobin 
and  erythrocytes,  while  on  the  local  process  there 
is  an  increase  in  rate  of  evolution  and  a sclerog- 
enous  action  on  diseased  tissue,  as  evidenced 
by  the  X-ray.  In  cases  with  fistulae  the  dis- 
charge is  at  first  purulent  and  increased  in 
amount,  but  later  becomes  serous  and  more  scant 
as  healing  takes  place.  I have  seen  closure  of 
sinuses  which  have  persisted  for  years  after  a 
few  months’  insolation. 

Orthopedic  measures  in  conformation  to  the 
affected  part  are  essential  to  success,  but  all  ap- 
pliances should  be  so  devised  as  to  either  allow 
exposure  of  the  entire  body  or  to  be  removable 
at  the  time  of  insolation.  Unless  this  is  strictly 
enforced,  deformity  will  be  the  inevitable  result, 
as  well  as  less  forcible  action  in  the  diseased  area. 

In  instituting  exposures  it  is  unnecessary  to 
consider  the  part  affected,  but  only  the  surface 
of  the  entire  body.  In  order  to  simplify  mat- 
ters, I usually  begin  at  the  feet,  increasing  sur- 
face and  time  of  insolation  until  the  entire  body 
is  exposed  from  five  to  ten  hours  per  day.  The 
greatest  care  must  be  given  to  avoid  blistering, 
which  may  seriously  interrupt  in  grave  cases. 

Pigmentation  indicates  that  the  treatment  has 
been  both  properly  and  satisfactorily  carried  out. 
No  improvement  is  apparent  until  pigmentation 
is  established,  the  depth  of  which  depends  on 
the  type  of  the  individual.  In  brunettes  a deep, 
almost  mahogany  brown  should  be  maintained ; 
otherwise  the  treatment  is  inefficient. 

Successive  skiagrams  will  show  that  the  evo- 
lution of  the  disease  is  hastened.  Necrosed  areas 
rapidly  disintegrate  and  disappear,  while  the  ad- 
jacent bone  becomes  more  dense,  and  the  in- 
flammatory exudate  about  the  diseased  area  is 
gradually  absorbed.  In  favorable  cases  the  X- 
ray  will  show  a greater  change  in  six  months 
than  in  years  by  the  older  methods. 

The  length  of  time  necessary  to  effect  a cure 
in  tubercular  lesions  naturally  depends  on  the 
part  affected,  extent  and  duration  of  disease,  and 
complications ; but,  from  my  limited  experience. 


1, ; 

1,:  , 

I believe  that  every  case  should  receive  at  least  ' 
eighteeen  months’  continuous  insolation,  though;  ; 
I have  had  perfect  cures  in  less  than  six  months.'^"  ’ 
Some  cases  will  undoubtedly  require  years,  while 
others  may  never  respond  successfully.  ^ 

It  is  not  alone  the  effect  on  the  local  process,', 
as  evidenced  by  the  arrest  of  symptoms,  but  the 
action  of  a given  measure  on  the  tubercular  in- 
dividual, that  should  be  considered.  Undoubted- 
ly with  the  older  procedures  many  have  been  per- 
manently cured,  and  many  have  recrudesced 
years  later,  while  a number  have  had  recurrences 
in  other  organs,  as  the  testicle,  lymph  glands, 
lungs,  etc.  Statistics  of  these  are  not  forthcom- 
ing. No  one  who  has  consistently  applied  the 
older  methods  and  heliotherapy  could  avoid  see- 
ing the  relatively  greater  value  of  the  latter,  not 
only  clinically,  as  evidenced  by  increase  in  weight 
and  stability  of  tissues,  but  the  X-ray  also  shows 
a vast  difference.  The  operative  treatments  of 
Albee  and  Hibbs  are  advanced,  and  excellent 
methods  of  fixation  in  Pott’s  disease  which  I 
have  used  in  the  mid-dorsal  region  as  an  adju- 
vant ito  heliotherapy.  I have  done  these  oper- 
ations in  nine  cases,  but  the  great  improvement  i 
in  general  conditions  or  the  increase  in  bone  : 
density  do  not  compare  with  those  treated  by 
the  solar  rays. 

On  account  of  the  nature  of  all  tubercular  af- 
fections, one  should  be  most  conservative  in  re- 
porting results.  Of  thirty  tubercular  cases  which 
have  been  exposed  sufficient  time  to  consider  ef- 
fect of  treatment,  twenty-five  have  responded  fa- 
vorably, while  five  should  require  further  insola- 
tion. Ten  of  the  twenty-five  are  apparently  . 
cured.  The  tabulated  results  are  as  follows : 


Case.  No. 

Age. 

Seat. 

Insolation 

No  recur- 
rence after — 

1. 

Man 

22 

Spine  and  hip 

5 

1-3  months  3 years 

2. 

Boy 

5 

Mid-dorsal 

6 

months 

1 hi  years 

3. 

Girl 

3 

Hip 

6 

months 

2 >4  years 

4. 

Boy 

5 

Upper  dorsal 

6 

months 

1 hi  years 

5. 

Girl 

7 

Hip 

6 

months 

1 % years 

6. 

Boy 

2%  Upper  dorsal 

6 

months 

9 months 

7. 

Negro  girl 

5 

Mid-dorsal 

0 

months 

9 months 

S. 

Negro  girl 

8 

Knee 

6 

months 

9 months 

9. 

Gin 

8 

High  cervical 

months 

G months 

10. 

Woman 

32 

Mid-dorsal 

9 

months 

-G  months 

There  has  been  no  evidence  of  recurrence  in  a !; 
single  instance,  though  no  braces  or  supports^* 
were  used  in  8 as  an  after  treatment.  yy 

I have  found  heliotherapy  not  alone  efficacious  i . 
in  tubercular  lesions,  but  also  in  many  other  afjiji 
fections  of  bones  and  joints,  ten  of  which  wcrem 
intensely  septic  conditions  not  relieved  by  drain^^  ], 
age,  and  I believe  that  the  solar  rays  might  prove  j 
successful  in  general  sepsis  from  any  source,  jf 
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In  conclusion,  I desire  to  emphasize — - 

1.  That  heliotherapy  (as  advocated  by  RolHer; 
is  by  no  means  a simple  measure  to  be  light!  ■» 
intrusted,  but  must  be  carefully  and  scientijicall- 
carried  out  directly  under  the  supervision  of  one 
experienced  with  the  method  and  with  necessary 
orthopedic  measures. 

2.  That  a most  careful  adjustment  of  ortho- 
pedic appliances  is  essential  to  healing  of  the 
process  and  the  prevention  of  serious  and  un- 
sightly deformities  and  malformations. 

3.  That  skiagrams  should  be  made  at  regular 
intervals,  which  will  indicate  the  effect  of  trea< 
ment  by  the  changes  in  the  bone. 

4.  The  solar  rays  not  only  cause  improvement 
in  the  general  condition  of  the  patient,  but  defi- 
nite curative  action  on  the  local  process  as  evi- 
denced by  the  X-ray. 

5.  That  improvement  of  the  patient  is  syn- 
chronous with  pigmentation  of  the  skin. 

6.  The  marked  and  decided  beneficial  effect 
on  acute  nontubercular  septic  conditions,  and 
also  tubercular  lesions  secondarily  infected. 

7.  That  consistent  espionage  is  required  on  the 
part  of  the  surgeon  to  obtain  perfect  cooperation 
on  the  part  of  the  patient. 


DISCUSSION  ON  THE  PAPER  OE 
DR.  CAMPBELL. 

Dr.  W.  a.  Bryan,  Nashville:  This  subject  is  of 
great  importance  to  us  as  surgeons,  for  the  reason 
that  we  have  been  in  the  habit  of  mispracticing  on  “tu- 
bercular surgical  lesions,”  as  they  are  called.  To  get 
clearly  before  you  what  I mean,  I will  say  that  we 
have  been  in  the  habit  of  operating  on  cases  of  tuber- 
cular peritonitis  and  leaving  the  patient  and  family 
more  or  less  under  the  impression  that  we  have  done 
all  that  could  be  done  for  the  patient.  We  have  been 
letting  these  patients  go  home  without  any  further  at- 
tempts at  treatment  or  after  care,  thus  getting  poor  or 
unsatisfactory  results.  We  have  been  operating  on  hip- 
joint  cases  and  thigh  cases;  we  have  been  operating  on 
bone  cases  and  on  cases  in  which  the  glands  of  the  neck 
have  been  involved ; we  have  been  operating  on  cases 
of  tuberculosis  of  various  organs  and  tissues  of  the 
body  that  commonly  go  under  the  name  of  “ surgical 
tuberculosis,”  and'  leaving  the  impression  upon  the  peo- 
ple that  all  has  been  done  that  could  be  done  without 
further  giving  these  patients  to  understand  that  they 
need  after  a surgical  tubercular  lesion  the  same  after 
care  and  attention  as  patients  with  a pulmonary  lesion. 
That  is  the  mistake  we  have  been  making  in  this  work. 

Rollier  began  to  make  his  work  felt  in  1903,  when 
he  gathered  the  idea  that  sunshine  represented  the  sum 
total  of  treatment  for  surgical  lesions  produced  by  tu- 


berculosis ; so  that  he  has  been  considered  by  some  a 
crank  on  this  subject.  You  would  gather  from  reading 
after  him  and  from  .hearing  some  of  us  talk  after  him, 
as  I have  seen  happen  more  than  once,  that  he  thought 
the  sum  total  of  treatment  was  sunshine. 

Now  the  truth  of  the  matter  is,  there  are  various 
things,  as  Dr.  Campbell  has  indicated,  that  are  benefi- 
cial in  the  treatment  of  tuberculosis  in  general.  There 
are  various  things  that  are  beneficial  in  the  treatment  of 
tuberculosis  of  the  so-called  “ surgical  type.”  These 
various  things  all  of  us  know.  We  know  that  a patient 
who  has  tuberculosis  needs  rest;  we  know  that  a pa- 
tient who  has  tuberculosis  must  have  fresh  air  and  a 
certain  amount  of  food  of  a certain  kind  that  must 
be  nourishing.  We  know  that  tuberculin  does  its  part: 
we  know  that  surgery  does  its  part ; and  that  part  which 
we  have  been  trying  to  do  has  been  overestimated,  and 
I think  the  biggest  factor  of  treatment  in  these  cases — • 
namely,  sunshine — does  its  part  when  it  has  been  used 
as  the  doctor  has  indicated. 

I do  not  think  I can  give  you  any  better  or  clearer 
idea  of  the  subject  of  surgical  tuberculosis  than  to  re- 
peat in  substance  a talk  which  I gave  recently  before 
the  Nashville  Academy  of  Medicine,  and  by  reading 
extracts  from  Rollier’s  work.  Somebody  asked  me  if 
this  work  was  reliable.  There  are  practitioners  who 
doubt  the  reliability  of  the  Bible ; there  are  others  who 
doubt  the  reliability  of  Dr.  A and  Dr.  B,  the  President, 
and  everybody  else.  I think  it  is  as  reliable  as  scientific 
medical  papers  usually  are.  It  stands  at  the  head  of 
the  list  of  German  medical  literature. 

The  total  number  of  cases  treated  from  1903  to  1914 
was  1,129  infants,  625  adults,  and  477  children.  Of  tlie 
removal  of  closed  tuberculosis,  there  were  804  cases ; 
of  this  number,  703  were  cured,  73  improved,  22  re- 
mained stationary,  and  6 died.  Of  open  tuberculosis, 
spontaneous  or  otherwise,  as  a result  of  surgery,  there 
were  '325  cases,  242  of  which  were  cured,  39  improved, 
19  remained  stationary,  and  25  died.  Spondylitis  with- 
out abscess,  102  cases  were  admitted,  90  were  healed, 
10  improved,  1 remained  stationary,  and  1 died.  The 
one  that  died  was  admitted  with  complete  paraplegia 
and  cystitis.  Spondylitis  with  abscess,  68  cases  ad- 
mitted, 64  healed,  2 improved,  1 remained  stationary, 
and  1 died.  This  latter  case  was  admitted  with  severe 
pulmonary  tuberculosis.  Spondylitis  with  abscess  and 
secondary  infection,  28  cases  admitted,  17  healed,  6 im- 
proved, 3 remained  stationary,  and  2 died.  The  pa- 
tients who  died  came  with  multiple  tuberculosis  and 
were  in  an  extreme  condition.  Of  199  cases  of  spinal 
tuberculosis,  171  healed,  18  improved,  5 unimproved, 
and  4 died.  Of  tuberculosis  of  the  bones  of  the  pelvis' 
without  abscess,  there  were  6 cases  admitted  and 
6 healed.  With  abscess,  10  cases  admitted  and  10  healed. 
With  abscess  and  secondary  infection,  21  cases  were 
admitted,  9 were  healed,  1 was  improved,  6 remained 
stationary,  and  5 died.  Tuberculosis  of  the  hip  with- 
out abscess,  83  cases,  76  healed,  7 improved,  and  none 
stationary.  With  abscess,  36  cases  admitted,  29  healed, 
5 improved,  and  2 remained  stationary.  With  abscess 
plus  septic  infection,  39  were  admitted,  20  healed,  9 
improved,  3 remained  stationary,  and  7 died.  Of  hip 
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cases,  158  were  admitted,  125  cured,  21  improved,  5 re- 
mained stationary,  and  7 died.  That  makes  125  out  of 
158  hip  cases  cured.  What  about  the  joints?  In  102  of 
the  125  cases  cured,  the  joint  function  was  reestab- 
lished. Tuberculosis  of  the  knee  without  abscess,  94 
cases  admitted,  85  cured,  7 improved,  2 remained  sta- 
tionary. With  abscess,  14  cases  admitted,  12  healed,  2 
improved.  With  secondary  infection,  12  cases  admitted, 
9 healed,  1 improved,  1 remained  stationary,  and  1 died. 
One  died  of  hemorrhage.  Of  120  knee  cases,  106  were 
cured — that  is,  what  he  calls  healed.  Of  the  106  healed, 
joint  function  was  reestablished  in  78.  Tuberculosis  of 
the  foot  without  abscess,  35  cases,  33  healed  and  2 im- 
proved. Tuberculosis  of  the  foot  with  abscess,  17  cases 
admitted,  15  healed,  1 remained  stationary,  and  1 died. 
The  one  who  died  had  brain  abscess  in  consequence  of 
alveolar  infection.  Tuberculosis  of  the  foot  with  ab- 
scess plus  secondary  infection,  42  cases  admitted,  39 
healed,  2 improved,  1 remained  stationary — making  a 
total  of  94  cases  of  tuberculosis  of  the  foot  admitted, 
with  87  healed,  4 improved,  2 stationary,  and  1 died.  In 
the  87  healed  cases  there  was  a return  of  joint  function. 
Tuberculosis  of  the  shoulder  without  abscess,  3 cases  ad- 
mitted, 3 healed.  Tuberculosis  of  the  shoulder  with  ab- 
scess, 4 cases  admitted,  3 healed,  1 improved.  Tuberculo- 
sis of  the  shoulder  with  abscess  plus  secondary  infection, 
5 cases  admitted,  2 healed,  3 improved — making  a total 
of  12  cases  admitted  with  tuberculosis  of  the  shoulder, 

8 of  which  healed  and  4 improved. 

In  478  healed  cases  there  was  reestablishment  of 
joint  function.  Tuberculosis  of  the  elbow  with  abscess, 

9 cases  admitted,  8 healed,  and  1 improved.  With  ab- 
scess, 6 cases  admitted,  6 healed.  With  abscess  plus 
-septic  infection,  15  cases  admitted,  14  healed.  1 im- 
proved— making  a total  of  30  cases  treated,  28  of  which 
were  healed;  and  in  20  of  the  28  healed  cases,  joint 
function  was  reestablished.  [Time  called.] 

Dr.  a.  G.  Nichol,  Nashville ; I think  Dr.  Campbell 
has  had  the  usual  results  as  compared  with  others  who 
have  used  this  treatment  scientifically.  To  successfully 
carry  out  the  Rollier  treatment,  it  is  essential  to  have 
institutional  care,  because  it  is  rather  unusual.  The 
public  is  not  educated  up  to  it,  especially  the  mother ; 
and  as  this  disease  frequently  occurs  in  children,  if  you 
restrict  the  liberty  of  the  child,  you  are  liable  to  step 
upon  the  mother’s  toe,  and  you  have  as  much  trouble 
with  the  parents  as  you  have  with  the  child.  In  an  in- 
stitution where  you  can  carry  it  out  faithfully,  un- 
doubtedly you  will  get  good  results.  The  results,  as 
far  as  function  is  concerned,  as  reported  by  Rollier, 
are  much  better  than  we  could  get  in  any  part  of  this 
country,  because  people  are  educated  much  better  as  to 
the  requirements  in  Europe  than  are  our  people.  There 
they  get  the  cases  much  earlier  than  we  do.  I do  not 
think  we  get  much  function  in  a number  of  cases  be- 
cause of  the  great  amount  of  destruction  in  the  bones. 
The  head  and  the  acetabulum  are  eroded.  I recall  a 
case  in  which  the  neck  and  head  were  destroyed  and 
the  acetabulum  twice  the  normal  size.  If  we  get  these 
cases  early,  we  will  get  satisfactory  results  from  treat- 
ment. 

.Another  i)oint  Dr.  Campbell  tried  to  imjjress  is  this: 


That  we  must  not  rely  on  the  Rollier  treatment  to  pre- 
vent deformity,,  because  irritation  about  the  joints  will 
invariably  be  followed  by  deformity  unless  orthopedic 
measures  are  carried  out  to  protect  the  joint  and  pre- 
vent deformity.  It  is  much  better  to  prevent  deform- 
ity than  to  find  it  necessary  to  correct  it  afterwards. 
That  is  a thing  we  should  bear  in  mind ; and  I do  not 
rely  upon  the  Rollier  treatment  or  any  other  treatment 
exclusively,  but  try  to  keep  the  part  in  as  normal  posi- 
tion as  possible  by  orthopedic  appliances.  Within  the 
course  of  time  you  will  find  this  treatment  will  be  not 
only  universally  used  in  connection  with  the  joints,  but 
with  lung  conditions  and  in  cases  of  tuberculosis  in 
other  parts  of  the  body. 

Another  thing:  It  is  not  only  the  diseased  area,  but 
the  entire  body  should  be  exposed  to  get  the  full  ther- 
apeutic value  of  the  solar  ray.  I think  the  point  in  Dr. 
Campbell’s  paper  of  great  importance  is  that  we  are  not 
to  neglect  to  protect  the  joint  that  is  diseased,  and  in 
this  way  we  will  save  future  trouble  for  the  patients. 

Dr.  C.  a.  Robertson,  Ridgetop : When  this  question 
of  heliotherapy  was  first  brought  to  my  notice,  it  did 
not  appeal  to  me  very  strongly,  because  it  was  such  a 
radical  departure  from  our  previous  understanding  of  the 
treatment  of  these  conditions.  So  I began  to  investigate 
what  was  really  being  done  in  this  country  in  connec- 
tion with  the  treatment  of  surgical  tuberculosis.  I vis- 
ited an  institution  maintained  by  the  city  of  Buffalo, 
and  there  found  ample  material  upon  which  to  base 
very  satisfactory  conclusions.  This  institution  is  un- 
der the  care  of  a very  able  man.  Dr.  C.  L.  Hyde,  who 
has  been  following  with  the  closest  detail  the  princi- 
ples of  sunshine  treatment  as  enunciated  by  Rollier  for 
several  years.  He  is  very  careful — exceedingly  care- 
ful— to  maintain  the  Rollier  technic  in  its  minutest  de- 
tails. So  careful  is  he  that  at  considerable  expense  he 
has  undertaken  the  translation  of  Dr.  Rollier’s  work, 
which  is  soon  to  be  published  in  English  in  this  country. 
There  I not  only  saw  one  case  or  half  a dozen  cases, 
but  a great  number  of  cases,  which  had  been  treated 
anywhere  from  six  months  to  eighteen  months,  which 
conclusively  proves  the  truth  of  the  statements  made 
by  Rollier  as  well  as  Dr.  Campbell;  and  if  any  of  vou 
who  are  sufficiently  interested  in  the  question  will  make 
this  investigation  as  I did,  I am  sure  you  would  become 
at  once  an  enthusiastic  convert  to  the  treatment  of 
these  so-called  “ tubercular  surgical  lesions  ” by  sun- 
shine. 

Dr.  Pottenger,  of  Monrovia,  Cal.,  has  been  applying 
the  sun’s  rays  to  the  treatment  of  pulmonary  cases.  We 
find  also  that  sunshine  is  being  rather  extensively  used 
at  one  of  the  beaches  near  New  York,  and  they  arc 
getting  results  that  are  really  astonishing. 

Since  the  establishment  of  the  Watauga  Sanitarium 
at  Ridgetop  we  have  been  carrying  on  the  sunshine 
treatment,  somewhat  modified  after  the  method  of  Rol- 
lier; and  our  results  thus  far  have  been  very  satisfac- 
tory indeed,  and  confirm  every  statement  made  by  Dr. 
Campbell  in  his  paper. 

There  is  one  feature  in  connection  with  the  applica- 
tion of  sunshine  that  I desire  to  emphasize  which  was 
mentioned  by  the  essayist,  and  that  is  the  dosage  of 
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sunshine.  We  have  plenty  of  it.  It  does  not  cost  any- 
thing; but  we  are  liable  to  become  too  enthusiastic 
about  it,  and,  therefore,  liable  to  give  it  in  too  large 
doses.  An  overdose  of  sunshine  is  a serious  condition, 
and  we  should  guard  carefully  against  an  excessive 
dose  which  will  produce  burning.  A patient  burned  by 
the  sun  is  injured — how  permanently,  I am  not  able  to 
say;  but  I know  there  is  a great  deal  of  temporary 
harm  done  by  an  overdose  of  sunshine.  The  applica- 
tion of  heliotherapy  is  not  an  easy  matter.  It  means 
work;  it  means  close  scrutiny  of  the  patient;  it  means 
detailed  attention  in  order  that  you  can  get  the  patient 
accustomed  to  insolation  to  the  extent  that  the  patient 
will  be  able  to  remain  in  the  sunshine  for  a number  of 
hours.  But  he  who  would  be  willing  to  give  careful 
attention  and  prepare  for  heliotherapy  intelligently  in 
accordance  with  the  principles  of  Rollier  will  be  re- 
warded with  one  of  the  greatest  therapeutic  results  that 
he  has  ever  received. 

I want  to  thank  Dr.  Campbell  personally  for  bring- 
ing this  paper  before  the  society.  I have  been  inter- 
ested in  it,  and  I think  it  is  a matter  of  very  great  im- 
portance. 

Dr.  Brown  : In  listening  to  these  discussions  I have 
not  heard  any  one  explain  how  this  is  to  be  used ; and 
I would  like  Dr.  Campbell  to  tell  us  if  this  method 
can  be  employed  in  country  practice,  and,  if  so,  how. 

Dr.  Willis  C.  Campbell,  Memphis  (closing)  > A 
great  many  of  these  conditions  which  we  have  hereto- 
fore thought  possibly  amenable  to  surgical  treatment, 
and  so  considered,  need  other  therapeutic  measures  to 
effect  a cure ; and  a great  many  other  surgeons  have 
been  converted  to  the  Rollier  treatment  besides  Dr. 
Bryan. 

A point  was  emphasized  in  the  discussion  which  I 
brought  out  in  my  paper  and  which  I will  mention 
again — namely,  that  surgical  tuberculosis  will  require 
the  same  hygienic  careful  treatment  as  tuberculosis 
anywhere  else  in  the  body,  and  we  cannot  expect  to 
bring  about  a cure  without  the  use  of  these  adjuncts 
to  operative  treatment.  One  cannot  cure  the  disease  by 
inserting  bone  grafts  without  hygienic  treatment,  and 
this  particular  treatment  seems  to  have  a wonderful 
tonic  effect — much  better  than  anything  that  has  been 
advanced. 

Dr.  Nichol  spoke  of  the  value  of  institutional  care. 
It  is  true,  that  is  valuable  if  we  can  have  the  patients 
in  an  institution  for  a long  period  of  time ; but  it  is 
not  absolutely  necessary,  as  I have  successfully  treated 
quite  a number  of  patients  in  their  homes.  I have  had 
thirty  or  more  cases  under  treatment  at  their  private 
homes.  The  cases  under  treatment  in  private  homes 
are  cases  that  have  been  in  hospitals  for  a short  period 
of  time — say,  one  or  two  months.  The  advantage 
of  institutional  treatment  is  to  teach  people  how  to 
carry  out  the  treatment.  It  is  impossible  to  tell  a pa- 
tient to  go  home  and  carry  out  the  treatment,  and  it  is 
impossible  to  carry  it  out  in  private  practice  as  many  do. 

I recently  had  a young  man  under  treatment  for  tu- 
berculosis of  the  knee  in  a private  home.  He  was  im- 
proving nicely.  He  was  previously  under  the  care  of  a 
local  physician,  who  told  me  that  he  put  on  a bathing 
suit  and  ran  out  in  the  sun. 


The  dosage,  as  Dr.  Robertson  brought  out,  is  to  be 
given  as  accurately  as  any  medical  treatment ; and  the 
patient  is  to  be  watched  carefully,  otherwise  he  will  be 
given  an  underdose  or  an  overdose,  and  may  have 
symptoms  of  malaise,  loss  of  appetite ; and  the  patient 
will  rapidly  go  downhill  if  the  proper  dosage  is  not 
given  in  each  individual  case.  After  pigmentation  is 
well  established,  let  them  go  home,  and  they  can  stand 
from  five  to  seven  hours’  insolation  per  day.  One  may 
take  three  or  four  hours  a day,  while  others  will  take 
sun  treatment  for  ten  hours.  Brunettes  respond  better 
than  blondes,  and  red  blondes  do  not  respond  as  well  as 
brunettes.  These  do  not  pigment  uniformly. 

I have  read  of  Pryor’s  results,  whose  work  has  been 
referred  to  by  Dr.  Robertson,  and  their  claim  that  they 
are  not  near  so  satisfactory  as  the  results  we  get  here 
in  Tennessee.  We  know  that  the  amount  of  wind  and 
rainfall  they  have  in  the  North  is  not  adaptable  to  this 
particular  type  of  treatment.  Climate,  I think,  is  an 
important  factor ; but  I do  not  believe,  however,  that 
altitude  has  a great  deal  to  do  with  it. 

Dr.  Brown  has  asked  how  this  method  of  treatment 
may  be  used  in  private  or  country  practice.  It  can  be 
used  in  country  practice  by  those  who  will  give  indi- 
vidual attention  to  patients  three  or  four  times  a day 
and  carry  out  the  orthopedic  end  of  the  treatment.  The 
orthopedic  measures  not  only  prevent  deformity,  but 
they  tend  to  effect  a cure.  I do  not  think  we  will  get 
results  without  orthopedic  measures,  because  I have  had 
cases  where  orthopedic  measures  could  not  be  enforced 
properly,  and  they  did  not  respond  so  well  nor  was  the 
sun  treatment  so  satisfactory  as  where  orthopedic 
measures  were  also  used. 


THE  PERCY  CAUTERY  TREATMENT  OF 
INOPERABLE  CARCINOMA  OF  THE 
UTERUS,  WITH  PRELIMINARY 
REPORT  OF  CASES.* 

By  Edward  T.  Newell,  M.D., 
Chattanooga,  Tenn. 

Cancer  in  general,  and  especially  carcinoma  of 
the  uterus,  is  a subject  of  prime  importance  to 
physicians  and  surgeons  alike.  When  we  stop 
to  think  that  one  woman  in  every  twelve  that 
we  know  between  the  ages  of  thirty-five  and 
sixty  either  has  a carcinoma  of  the  uterus  to-day 
or  will  have  one  before  she  passes  the  upper-age 
limit,  you  fully  realize  the  importance  of  this 
subject.  I believe  that  most  of  you  do  appreciate 
the  gravity  of  this  subject  and  the  importance 
of  early  diagnosis  and  treatment.  So  much  has 
been  said  and  written  along  these  lines  in  the 
last  few  years  by  medical  men,  as  well  as  the  lay 

♦Read  at  the  annual  meeting  of  the  Tennessee  State  Med- 
ical Association,  Knoxville,  April,  1916. 
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press,  that  I do  not  intend  to  intrude  upon  your 
time  with  further  remarks,  save  to  add  my  fer- 
vent plea  for  frequent  and  thorough  vaginal  and 
intrauterine  examination  of  all  women  between 
the  ages  of  thirty-five  and  fifty-five  or  sixty  that 
have  the  slightest  symptoms  of  uterine  trouble. 
It  is  well  known  to  all  of  you  that  carcinoma  of 
the  uterus  is  a painless  and  insidious  disease  in 
its  early  stage.  When  a patient  recognizes  symp- 
toms sufficient  to  cause  her  to  go  to  a physician 
and  request  an  examination,  it  is  usually  too  late 
for  operative  interference. 

This  unfortunate  condition  is  the  subject  of 
this  pqper,  and  it  is  to  this  class  of  cases  of  so- 
called  “ inoperable  carcinoma  ” that  I would  in- 
vite your  attention.  The  question  of  just  what 
may  be  classified  as  operable  and  inoperable  car- 
cinoma of  the  uterus  will  always  be  in  many  cases 
unsettled.  The  reason : Carcinomata  of  the 
uterus  are  variable  in  their  virulence,  and  the  in- 
dividual resistance  of  patients  is  also  variable. 
The  location  of  the  disease,  extent  and  the  vari- 
ety, whether  squamons-celled  or  adenocarci- 
noma, all  play  a part  in  the  question  of  the  oper- 
ability. Adenocarcinoma  is  most  frequently 
found  in  the  fundus.  The  tumors  of  the  fundus 
are  slower  in  growth  and  less  liable  to  early  me- 
tastases  than  those  of  the  cervix. 

Adenocarcinomata  usually  occupy  the  cervical 
canal.  They  are  more  malignant  than  the  squa- 
mous-celled  type  that  usually,  though  not  inva- 
riably, occur  on  the  vaginal  portion  of  the  cervix. 
It  is  said  that  when  adenocarcinoma  occurs  just 
at  the  junction  of  the  cervix  and  the  uterus,  it 
is  more  resistant  here  than  anywhere  else  to  all 
forms  of  treatment.  In  the  beginning  of  these 
cases  there  is  present  no  ocular  evidence  of  the 
disease  on  examination.  It  is  usually  felt  as  a 
small  nodule  or  nodules  in  the  upper  part  of  the 
cervix.  The  parametrium  is  affected  early  in 
this  class  of  cases,  and  radical  operation  is  of  lit- 
tle avail. 

Cancer  of  the  cervix  is  frequently  classified  as 
everting  or  vegetative  and  inverting  or  scirrhus ; 
but  as  the  scope  of  this  paper  only  deals  with 
prognosis  and  treatment,  I shall  not  go  into  de- 
tails in  regard  to  classification,  diagnosis,  symp- 
toms, etc. 

It  is  said  on  good  authority  that  seventy-five 
])er  cent  of  carcinomas  of  the  uterus  when  dis- 
covered by  the  general  practitioner  and  surgeon 
are  in  an  inoperable  condition.  This  percentage 


is  too  high,  in  my  opinion,  at  least  in  my  per- 
sonal experience,  unless  the  author  of  this  state- 
ment means  that  less  than  twenty-five  per  cent 
are  permanently  cured  by  operation.  This  I take 
to  be  what  he  means.  I do  not  believe,  though,, 
that  seventy-five  per  cent  are  too  far  advanced 
to  justify  an  attempt  to  eradicate  the  disease. 
Kelly  claims  that  only  ten  per  cent  of  all  cases 
seen  are  permanently  cured.  However,  Kelly  ■ 
says  less  than  forty  per  cent  of  all  of  the  carci- 
nomatous cases  admitted  to  the  Johns  Hopkins 
Hospital  were  operated  on,  while  a great  many  ' 
others  were  too  far  advanced  and  were  refused  | 
admittance  to  the  institution.  So  it  would  seem 
that  the  seventy-five  per  cent  inoperable  statis- 
tics mentioned  above  are  not  far  from  wrong,  [ 
according  to  Kelly’s  statement  of  what  occurred 
at  Hopkins. 

All  cases  of  carcinoma  of  the  uterus  that  are 
seen  early,  when  the  disease  is  in  its  incipiency,  • 
three  or  four  months  after  the  first  symptoms  - 
appear,  that  have  not  advanced  beyond  the  con- , ( 
fines  of  the  uterus,  and  when  the  patient  is  in  i 
good  physical  operative  condition,  should  be  sub-  i 
jected  at  once  to  a complete  hysterectomy  after  ( 
first  having  applied  the  cold  cautery  for  twenty 
minutes.  But  when  the  condition  is  of  long 
standing,  has  progressed  beyond  the  confines  of 
the  uterus  and  Cervix,  has  invaded  the  broad  lig-  ! 
aments,  parametrium,  the  vaginal  wall  anteriorly 
and  posteriorly,  the  rectum  and  bladder,  and  : 
when  the  general  condition  of  the  patient  is  bad,  ! 
hysterectomy  is  not  only  inadvisable,  but  contra-  l 
indicated. 

The  treatment  that  I would  call  your  attention  l 
to  for  these  severe,  extreme,  and  doubtful  cases, 
also  those  classified  as  absolutely  inoperable  by 
the  ordinary  methods  in  vogue,  is  that  of  James  i 
F.  Percy,  of  Galesburg,  111.,  known  as  “ the  Percy  i 
cautery  treatment  for  inoperable  carcinoma  of  i 
the  uterus.” 

Any  one  who  has  read  the  brilliant  papers  i 
written  by  Dr.  Percy  on  this  subject,  followed  his  ! 
clear  and  logical  reasoning,  his  experimentations  1 
in  the  use  of  his  instruments,  his  methods  and  i 
technic,  cannot  help  hut  feel  that  he  has  added  : 
a much-needed  factor  to  our  surgical  armanien-  i 
tarium  in  the  great  fight  against  cancer  of  thc^  i 
uterus.  He  has  given  us  something  that  is  sim- 
ple, safe,  and  sane.  We  need  not  now  turn  a : 
deaf  ear  to  the  poor,  pleading,  wretched  cancer-1  ^ 
ous  women  seeking  relief  from  pain,  hemor-  t 
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rhage,  and  even  social  ostracism  because  of  their 
acrid,  foul-smelling  discharges.  We  have  in  this 
treatment  somethitjg  that  carries  practically  no 
primary  mortality — a procedure  that  relieves  the 
pain,  the  hemorrhage,  the  discharge,  and,  with  it, 
the  odor. 

Further,  it  prolongs  the  life  in  every  case,  and 
often  produces  permanent  cures  when  we  do  not 
expect  them.  The  reason  of  this  is  because 
metastases  only  occur  in  about  fifty  per  cent 
(Kelly,  Schauta)  of  carcinomata  of  the  uterus. 
Schauta  (Kelly’s  Gynecology)  found  in  sixty 
autopsies,  death  being  due  to  carcinoma  of  the 
uterus  in  which  there  had  been  no  operation  per- 
formed, that  in  twenty-six  of  them,  or  forty- 
three  per  cent,  there  had  been  no  involvement 
of  the  abdominal  or  pelvic  lymph  nodes.  Clark, 
of  New  Orleans,  claims  that  in  one  hundred 
similar  cases  unoperated  there  were  forty-six 
that  showed  no  lymphatic  involvement  of  the 
abdominal  glands.  ' 

The  results  of  the  Percy  treatment  in  advanced 
cases  are  as  good  as  panhysterectomies  or  a 
Wertheim,  and  without  their  heavy  primary  mor- 
tality. In  addition,  it  has  as  good  results  or  bet- 
ter than  a Reis-Wertheim,  and  has  none  of  the 
terrible  sequences,  the  morbidity  that  so  often 
follows  this  most  capital  of  operations. 

In  dissecting  out  all  of  the  glands  along  the 
vessels  and  ureters  in  the  pelvis  and  abdomen, 
you  prolong  the  operation  and  greatly  increase 
the  mortality  and  morbidity.  Mayo  and  Kelly 
both  call  attention  to  the  fact  that  enlarged 
glands  from  cancer  of  the  stomach  or  uterus  are 
not  always  malignant,  but  are  more  often  caused 
by  secondary  infection  from  pyogenic  organisms 
'in  the  affected  organs.  Especially  is  this  so  if  the 
glands  are  soft  and  not  densely  adherent.  If  this 
is  the  case,  then  the  Percy  cautery  treatment  will 
be  as  effective  in  removing  them  by  removing 
the  cause  as  would  be  their  complete  enucleation. 

As  for  invasion  of  the  parametrium,  broad 
ligaments,  rectum,  and  bladder,  the  cautery  treat- 
ment is  as  effective  in  removing  every  particle 
of  malignant  tissue  as  can  be  done  in  a wide 
hysterectomy,  and  is  better  in  that  it  does  not  de- 
stroy any  unnecessary  tissue.  The  danger  of 
; injuring  the  ureters  is  far  less  by  this  method ; 
and  even  if  the  malignancy  has  invaded  the  rec- 
tum or  bladder  by  contiguity  from  the  uterus, 
the  cautery  is  applied  in  such  manner  that  all 
such  tissues  are  destroyed ; and  the  resultant  fis- 


tula, whether  a rectouterine  or  a vesicouterine, 
usually  heals  in  three  or  four  weeks  by  simple 
treatment.  To  resect  a portion  of  the  posterior 
wall  of  the  bladder  or  the  anterior  wall  of  the 
rectum  would  offer  such  obstacles  and  make  the 
operation  not  only  dangerous,  but  useless. 

The  chief  contraindications  to  the  use  of  the 
Percy  treatment  in  carcinoma  of  the  uterus  is 
where  the  patient  is  so  debilitated  'that  she  can- 
not take  a general  anaesthetic.  This  is  usually 
the  result  of  grave  kidney  involvement,  grave 
cachexia,  etc.  There  are  many  cases  seen  for 
the  first  time  that  are  practically  moribund  and 
should  not  be  admitted  to  a hospital. 

By  the  Reis-Wertheim  operation  the  operabil- 
ity in  carcinoma  of  the  uterus  has  been  doubled, 
but  the  primary  mortality  has  been  trebled.  This 
is  the  case  even  in  the  hands  of  experienced  sur- 
geons. So  I cannot  wax  enthusiastic  over  this 
late  advance  in  the  surgical  treatment  of  carci- 
noma. As  Dr.  Kelly  so  tersely  puts  it  in  these 
cases : “ The  more  radical  the  operation,  the 
more  immediate  deaths;  the  less  radical,  the  more 
recurrences.” 

The  Percy  Outfit. 

A good  working  unit,  composed  of  a rheostat, 
four  electric  cauteries,  and  a water-cooled  vagi- 
nal speculum,  comprise  the  essentials.  Each 
cautery  consists  of  a handle  and  points,  the  lat- 
ter of  various  sizes  and  adjustable.  All  of  the 
electricity  that  goes  into  the  cautery  goes  only 
into  the  handle,  the  ^ point  being  heated  by  con- 
tiguity of  substance.  Under  no  circumstance 
can  the  patient  receive  a. shock  from  the  cautery. 

The  cautery  is  connected  with  the  rheostat, 
and  this  with  any  110-volt  current.  The  heat 
generated  by  this  cautery  is  enormous ; and  when 
it  is  inserted  into  the  uterus,  it  would  give  off 
so  much  heat  in  the  vagina,  if  not  protected,  that 
necrosis  of  its  walls  would  follow.  To  prevent 
this^  a water-cooled  speculum  is  used.  This  lat- 
ter, when  properly  applied,  entirely  protects  the 
vagina  from  injury. 

Technic  of  Operation. 

Assuming  that  the  operation  is  being  done  be- 
cause of  the  question  of  operability  by  ordinary 
methods,  the  patient  is  given  a general  anaesthetic 
and  placed  on  the  table  in  a slight  Trendelenberg 
position.  The  operator  opens  the  abdomen  in  the 
median  line,  introduces  his  hand,  and  ascertains 
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the  exact  condition  of  the  uterus  and  adnexa. 
If  there  is  no  metastasis,  no  infection  of  the 
broad  lii^aments,  no  fixation  of  the  uterus,  he 
may  decide  at  this  juncture  to  do  a panhysterec- 
tomy. The  uterus  is  first  cauterized.  The  in- 
strument should  be  very  hot  to  seal  it  up,  kill  all 
cancer  cells,  and  sterilize  it.  This  is  fast  coming 
to  be  a common  practice  with  surgeons,  as  it  is 
claimed  that  by  this  method  the  risk  of  trans- 
planting the  cancer  cells  is  much  lessened.  But 
if  the  uterus  is  fixed  with  widespread  involve- 
ment and  the  patient  a poor  operative  risk,  the 
Percy  technic  i^  continued  as  follows : The  va- 
gina, if  small,  is  dilated  with  the  fingers  to  admit 
the  water-cooled  speculum  in  the  same  manner 
that  the  sphincter-ani  is  dilated  in  a hemorrhoid 
operation. 

After  the  introduction  of  the  speculum,  and 
when  the  water  is  running  freely  through  it,  the 
cold  electrocautery  is  introduced  within  the 
uterus  up  to  the  fundus.  By  dilating  the  cervix, 
if  necessary,  and  by  the  operator’s  pushing  the 
uterus  down  on  the  instrument,  and  at  the  same 
time  holding  the  uterus  midway  between  an  ante- 
version  and  a retroversion,  the  introduction  of  the 
cold  cautery  is  made  easy.  The  current  is  turned  on 
and  the  heat  gradually  raised,  as  it  is  specially 
desirous  in  the  supposed  case  in  question  not  to 
form  a charcoal  core  around  the  cautery.  This 
would  defeat  the  object  of  the  treatment  by  in- 
sulating the  cautery  and  preventing  the  radiation 
of  the  heat  to  the  outermost  confines  of  the 
uterus  and  parametrium.  You  do  not  want  to 
cauterise.  Your  object  is  to  coagulate  (cook  the 
tissues)  as  far  as  the  disease  extends.  Percy 
has  shown  by  experiments  that  you  can  by  this 
method  coagulate  the  tissues  two  and  a half  to 
three  inches  from  the  core,  thereby  destroying 
the  cancer  cells. 

The  temperature  is  regulated  by  the  rheostat 
and  gauged  by  the  gloved  hand  inside  the  abdo- 
men on  the  uterus  and  by  the  sizzling  sound  made 
by  the  cautery  in  the  interior  of  the  uterits.  If 
there  is  involvement  of  the  bladder  or  rectum,  a 
thermometer  in  one  or  both  organs  will  prevent 
any  injury  to  their  walls. 

By  experiments  with  sarcomatous  and  carci- 
nomatous growths,  I’ercy  and  others  ascertained 
that  a heat  of  113  to  114  degrees  killed  the  former 
and  115  to  116  degrees  killed  the  latter,  lie  fur- 
ther found  out  that  the  gloved  hand  in  the  abdo- 
men on  the  uterus  could  withstand  only  115  de- 


grees of  heat ; so,  practically,  when  the  uterus 
gets  very  uncomfortable  to  the  hand  holding  it, 
the  temperature  is  115  degrees,  and  all  malig- 
nant cells  between  the  hand  and  the  core  are 
burned.  Percy  claims  that  the  connective  tissue 
cells  can  withstand  a greater  heat  than  125  de- 
grees, and  that  a scaffold,  so  to  speak,  is  left  after 
the  death  of  the  malignancy  in  the  uterus  on 
which  a remnant  of  this  organ  is  rebuilt. 

If  malignancy  is  present  on  either  side  of  the 
uterus,  the  operator  directs  the  assistant  to  deflect 
the  point  of  the  cautery  to  the  affected  side, 
keeping  it  pointed  in  that  direction  till  the  nodule 
reaches  a temperature  of  115  degrees,  or  until  it 
becomes  soft,  showing  that  it  has  been  acted 
upon  by  the  heat. 

Involvement  of  the  rectum  and  bladder  are 
treated  likewise.  Of  late  in  bladder  involvements 
during  the  course  of  the  treatment  I filled  the 
bladder  several  times  with  cool  boric-acid  solu- 
tion. This  will  protect  the  mucosa.  If  the  rec- 
tum is  the  seat  of  trouble,  I keep  a continuous 
stream  of  cool  water  flowing  in  and  out  of  it  in 
an  instrument  similar  to  the  vaginal  water-cooled 
speculum.  In  all  of  these  fixed  cases  the  uterus 
that  was  hard  and  immovable  before  the  treat- 
ment becomes  soft  and  partially  movable  after- 
wards. It  usually  requires  from  twenty  to  thirty 
minutes  to  produce  the  desired  effect  in  the  aver- 
age case. 

A point  that  I think  is  worthy  of  mention  is 
to  have  the  assistant  pull  the  uterus  down  into 
the  vaginal  speculum  with  a volcellum  forceps 
during  the  entire  operation,  for  by  doing  this  no  , 
heat  can  come  in  contact  with  the  vagina  and  ' 
produce  a fistula  in  the  bladder  or  rectum — a 
condition  probably  worse  than  the  carcinoma. 

At  the  completion  of  the  cauterization  the 
cautery  is  withdrawn  and  the  abdomen  closed 
in  the  usual  manner. 

After  Treatment. 

The  vagina  is  filled  with  vaseline,  and  the  pa-  ' 
tient  is  exdouched  several  times  a day.  Later.  i 
when  the  slough  comes  away,  which  is  greater  or 
less  in  quantities  according  to  the  condition  of 
the  uterus  before  the  operation,  the  vagina  isl|i 
douched  three  times  a day  with  some  antiseptic  ■ 
and  deodorant,  preferably  a weak  solution  of 
permanganate  of  potash.  The  only  complica- 
tion that  may  follow  this  treatment  is  secondary  i 
hemorrhage.  This  has  occurred  in  two  of  my 
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cases,  necessitating  packing,  which  readily  con- 
trolled the  condition.  I have  had  no  deaths  from 
this  or  any  other  complication.  Dr.  S.  M.  D. 
Clark,  of  New  Orleans,  who  has  used  the  Percy 
method  in  fifty  cases  in  the  past  two  years,  lost 
two  patients  from  secondary  hemorrhage.  Since 
that  time  as  soon  as  the  abdomen  is  opened  he 
ligates  both  internal  iliacs  and  one  of  the  ova- 
rians.  He  has  never  had  any  secondary  hemor- 
rhages since,  and  he  claims,  further,  that  it  has 
a great  tendency  to  prevent  the  recurrence  of  the 
cancer. 

Report  of  Cases. 

In  the  past  fourteen  months  I have  operated 
on  fourteen  cases.  Eight  of  these  cases  were  in 
desperate  condition  and  too  far  advanced  for  a 
hysterectomy.  The  parametrium  was  involved 
in  all  of  them  and  the  uterus  fixed.  The  history 
showed  them  to  have  been  suffering  with  the 
disease  from  four  years,  the  longest  duration, 
to  two  years,  the  shortest.  One  of  the  four 
years’  and  one  of  the  three  years’  duration  were 
of  the  body  of  the  uterus,  and  had  to  be  kept  in 
the  sanitarium  for  a week  prior  to  the  operation 
to  get  them  in  condition.  One  case  in  the  series 
was  of  moderate  severity,  while  the  five  other 
cases  did  not  show  a great  amount  of  weakness 
or  cachexia.  These  five  cases  might  not  have 
been  classed  as  inoperable,  for  the  uterus  was  not 
fixed  and  the  parametrium  only  slightly  involved. 

The  ages  of  the  patients  operated  upon  ranged 
from  thirty-five  to  fifty-nine  years ; the  average 
age  was  a little  over  forty-three  years.  There 
were  microscopical  examinations  from  sections 
made  prior  to  the  operation  in  five  cases,  but  in 
the  remaining  nine  cases  that  were  in  the  last 
stages  of  the  disease  no  microscopical  examina- 
tion was  made.  In  a case  of  three  or  four  years’ 
standing,  where  the  cachexia  was  so  pronounced, 
the  odor  so  repulsive,  the  hemorrhage  so  profuse, 
the  crater  in  the  vault  of  the  vagina  so  percep- 
tible, and  the  induration  so  palpable — in  fact, 
where  any  one  of  the  signs  was  sufficient  to 
make  a clinical  diagnosis — I did  not  consider  it 
necessary  to  have  microscopical  verification.  I 
shall  not  go  into  detail  in  regard  to  the  individual 
cases,  as  time  does  not  permit. 

There  has  been  no  primary  mortality  in  any 
of  these  operations.  In  the  past  month  I have 
seen  or  heard  of  each  of  these  cases.  Every  one 
of  them  is  alive.  All  are  doing  well,  with  one 


exception.  She  has,  I understand,  a return.  She 
came  back  to  me  about  six  months  ago  with  a 
nodule  in  the  posterior  vaginal  wall,  on  which  I 
used  the  hot  cautery,  knowing  at  that  time  that  1 
was  affording  her  only  temporary  relief.  She  had 
originally  an  involvement  of  the  posterior  vaginal 
wall  and  rectum.  She  is  fifty-five  years  old ; 
was  bedridden  when  I first  saw  her.  All  the  re- 
mainder have  gained  in  weighty  have  lost  the 
cachexia,  are  doing  their  own  work,  and  none 
show  signs  of  recurrence. 

All  of  my  cases  are  of  too  short  duration  to 
draw  any  definite  conclusion  from,  save  that 
eight  of  them  could  never  have  stood  a hys- 
terectomy and  would  probably  have  been  dead 
by  now.  They  are  not  suffering  nor  a care  to 
their  families  or  friends ; and  if  they  are  not 
permanently  cured,  the  temporary  results  already 
obtained,  I feel,  are  worthy  of  note  and  most 
gratifying. 

You  may  ask : “ Why  was  this  treatment  used 
in  five  cases  that  had  no  metastases  ? ” Because 
nearly  all  were  poor  operative  risks.  One,  fifty- 
nine  years  of  age,  had  a thick,  fat  abdomen,  a 
weak  heart,  and  a trace  of  albumen  in  the  urine, 
and  did  not  want  a hysterectomy  done.  In  fact, 
she  said  after  the  scraping  showed  her  case  to  be 
one  of  adenocarcinoma  of  the  body  of  the  uterus 
that  if  something  other  than  the  removal  of  the 
uterus  and  appendages  could  not  be  done  she 
would  not  be  operated  upon  at  all. 

You  may  ask  why  any  one  would  do  an  oper- 
ation for  relief  of  carcinoma  of  the  uterus  and 
possibly  leave  metastases  in  the  glands  of  the 
pelvis,  abdomen,  and  possibly  in  the  liver  and 
stomach.  In  answer  to  this  I will  say  that  if 
your  patient ' cannot  reasonably  stand  the  oper- 
ation for  complete  extirpation  of  the  uterus, 
tubes,  ovaries,  surrounding  tissues,  glands,  etc., 
why  should  you  take  such  a chance  on  primary 
mortality  and  morbidity,  when  the  Percy  treat- 
ment offers  only  the  slightest  danger  of  primary 
mortality,  the  greatest  temporary  relief,  and 
probably  permanent  relief  ? For  the  enlarged 
glands  may  be  from  infection  rather  than  ma- 
lignancy. If  successful  in  this  treatment,  months 
afterwards,  when  her  general  condition  has  im- 
proved, she  may  then  have  a hysterectomy  or  a 
Wertheim  performed. 

Dr.  John  B.  Mui'phy,  in  speaking  of  cancer  of 
the  breast  with  involvement  of  the  axillary 
glands,  claims  that  ultimately  one  hundred  per 
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cent  of  them  return,  even  if  the  radical  operation 
has  been  done ; and  I am  inclined  to  the  belief 
that  if  only  visible  cancerous  glands  in  a'  Wer- 
theim  operation  are  removed,  many  small,  im- 
perceptibles  ones  are  left,  and  that  even  if  your 
patient  survives  the  operation,  more  than  seventy- 
five  per  cent  of  them  will  relapse  in  five  years. 
Taking  into  consideration  the  high  mortality  and 
morbidity  of  a Wertheim  operation  in  a wide- 
spread involvement  of  the  tissues,  unless  your 
patient  is  an  unusually  good  operative  risk,  I do 
not  believe  this  operation  is  equal  to  the  Percy 
cautery  treatment. 

In  conclusion,  I do  not  wish  to  be  construed 
as  overenthusiastic  in  this  old  treatment  of  John 
Byrne  that  has  been  perfected  and  made  new. 
I appreciate  its  limitations.  Still,  I believe  that 
Dr.  Percy  has  given  us  a new  and  good  weapon 
to  fight  this  dreadful  and  rapidly  increasing  dis- 
ease. 

DISCUSSION  ON  THE  PAPER  OE 
DR.  NEWELL. 

Dr.  W.  T.  Black,  Memphis ; I believe  tliat  the  Percy 
treatment  for  inoperable  carcinoma  is  probably  the 
best  we  have  to-day  for  such  a condition.  It  is  based 
upon  the  method  of  Byrne,  of  Brooklyn,  N.  Y.,  with 
the  addition  of  lowering  the  heat.  It  has  been  proven 
experimentally  that  it  is  absolutely  necessary  to  have 
low  heat  instead  of  high  heat,  as  a red-hot  iron  pro- 
duces charring,  which  interferes  with  drainage  and 
penetration  of  the  heat.  It  is  necessary  to  have  the 
requisite  paraphernalia  to  do  this  work  properly. 

Of  the  first  three  or  four  cases  I operated  upon  in 
this  manner  without  the  water-cooled  speculum,  in  one 
there  was  atresia  of  the  vagina — so  much  so  that  I 
was  unable  to  introduce  the  finger  afterwards.  It  is 
absolutely  necessary  to  have  a water-cooled  speculum. 
Dr.  Percy  does  not  always  use  the  electric  outfit,  but 
uses  soldering  irons  to  a great  extent. 

I wish  to  report  two  or  three  cases  which  have  been 
of  unusual  interest  to  me.  Two  of  these  patients  were 
bedridden  for  about  five  months ; they  had  constant 
bleeding;  were  very  much  emaciated.  They  were 
treated  by  this  method,  and  both  never  had  a return  of 
hemorrhage  from  the  uterus  up  to  the  time  of  death. 
Both  lived  about  one  year,  one  dying  of  suppression  of 
urine  and  the  other  one  dying  of  haematuria  from  the 
bladder  or  kidney.  But  they  never  bled  during  the 
whole  year  from  the  uterus.  They  were  much  bene- 
fited, and  the  method  is  certainly  a good  one  in  pro- 
longing life. 

There  is  one  case  I wish  especially  to  report.  The 
patient,  a woman  forty-two  years  of  age,  was  oper- 
ated on  last  August.  Her  cervix  was  eaten  away  by 
carcinoma,  extending  to  the  posterior  vaginal  wall. 
The  uterus  was  movable,  however ; and  in  two  weeks 


after  the  application  of  the  Percy  method  the  uterus 
was  removed  with  as  many  lymphatics  as  possible. 
The  point  I wish  to  bring  out  in  this  particular  case  is 
that  numerous  sections  were  majie  after  the  hysterec- 
tomy, after  the  application  of  heat,  and  the  cancer  cell 
was  not  found.  Clark,  of  New  Orleans,  and  Percy 
have  reported  similar  cases  after  the  use  of  the  Percy 
treatment  in  which  they  have  been  unable  in  a certain 
number  of  cases  to  find  cancer  cells.  In  a few  limited 
cases  these  patients  may  be  permanently  cured. 

Dr.  L.  W.  Haskell,  Memphis : The  paper  this  morn- 
ing has  been  of  unusual  interest  to  me.  I think  it  is  a 
pity  that  it  did  not  come  earlier  on  the  program,  when 
there  was  a larger  attendance,  because  it  is  unques- 
tionably something  for  the  medical  profession  to  try 
out  and  determine  its  ultimate  usefulness. 

We  know  that  we  can  accept  Percy’s  statements  and 
the  statements  of  others  who  have  reported  cases  on  the 
treatment  of  these  cases  of  inoperable  cancer  and  the 
benefit  to  be  derived  from  it.  The  question  is,  whether 
we  should  not  treat  the  early  cases  by  the  same  method 
without  attempting  the  operation  at  the  time  and  pos- 
sibly not  later.  I have  one  such  case  of  a woman  who 
was  a difficult  operative  risk.  She  was  short,  fat,  had 
a deep  pelvis,  a small  uterus,  and  early  carcinoma  of 
the  cervix,  as  proven  microscopically,  in  which  I used 
the  Percy  treatment,  because  a Wertheim  would  have 
been  a most  difficult  operation  in  that  particular  case, 
and  would  have  given  a poor  operative  chance,  such  as 
it  does  in  nearly  all  cases ; and  it  is  questionable  in  my 
mind  whether  the  Wertheirn  operation  will  ever  cure 
any  cases  of  carcinoma  of  the  cervix.  There  are  a 
number  of  cases  that  have  been  reported  as  having 
been  cured  for  several  years,  but  whether  this  operation 
will  ultimately  cure  these  cases  is  a question.  It  has 
been  now  two  years  since  this  woman  was  treated. 
She  would  not  come  back  for  a vaginal  hysterectomy, 
which  I advised.  At  the  end  of  two  years  there  is  no 
discharge  of  any  kind.  Her  health  is  much  better 
than  it  was  before  she  was  operated  on,  and  she  will 
not  come  back  for  any  further  treatment.  It  is  going 
to  be  interesting  to  watch  the  outcome  in  this  case.  The 
responsibility  is  partly  on  my  shoulders  and  partly  on 
hers.  I feel  that  I did  better  by  using  the  Percy  method 
in  this  case  than  if  I had  attempted  to  do  a Wertheim 
operation. 


CARDIONEUROSES.* 


By  S.  T.  Rucker,  jM.D., 
^Memphis,  Tenn. 


There  is  an  intimate  relation  between  the  great 
cardiac  plexus  and  the  central  nervous  system. 
What  affects  one  will  react  on  the  other.  Psychic 
excitation  will  accelerate  the  pulse,  while  de- 
pressing influences  slow  the  pulse  rate.  In  dis- 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association  at  Knoxville,  April,  1916. 
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eases  of  the  heart  the  psychic  centers  have  a ten- 
dency to  become  hypersensitive,  and  may  proditce 
various  nervous  and  mental  phenomena. 

In  his  book  on  “ Diseases  of  the  Heart,”  Mac- 
Kensie  says  “ the  qardiopath  tends  to  become  a 
neuropath.”  In  my  work  I have  often  found 
the  neuropath  to  be  a cardiopath.  In  other 
words,  a relatively  large  number  of  patients  re- 
ferred to  me  suffering  from  some  obscure  ner- 
vous disorder  have  a cardiac  lesion  as  an  under- 
lying cause.  In  most  of  these  patients  the  exact 
nature  of  the  heart  affection  could  be  made  out. 
This  was  especially  true  in  valvular  defects.  In 
some  instances,  however,  supposed  to  be  myo- 
cardial, no  demonstrable  lesion  could  be  found. 

In  three  of  my  patients  the  physical  condition 
appeared  to  be  good,  and  the  only  indications 
that  they  were  not  well  were  some  atypical  men- 
tal symptoms.  As  far  as  I could  see,  each  one 
of  the  patients  was  making  satisfactory  progress, 
and  the  outlook  for  recovery  was  good.  They  all 
died  suddenly  in  attacks  of  cardiac  syncope. 
Three  other  patients  had  similar  attacks  of  syn- 
cope while  under  treatment,  but  soon  recovered 
from  the  spells  and  later  returned  home  appar- 
ently well.  One  of  these  patients  died  suddenly 
in  three  weeks  after  returning  home ; another  one 
lived  about  one  year ; and  the  third  one  I did 
not  hear  from. 

“ In  diseases  of  the  myocardium  symptoms 
are  uncertain,  and  an  accurate  diagnosis  is  diffi- 
cult to  make.  A person  with  advanced  fibroid 
myocarditis  may  drop  dead  suddenly  without 
ever  having  complained  of  cardiac  distress,  and 
fatty  degeneration  may  exist  in  an  extreme  de- 
gree without  producing  symptoms,  so  long  as 
great  dilatation  of  the  chambers  does  not  occur.” 
i (Osier.) 

I find  in  my  experience  that  valvular  defects 
I are  usually  attended  by  symptoms  like  neuras- 
) thenia  and  anxiety  neurosis,  while  both  nervous 
I and  mental  phenomena  are  observed  in  diseases 
! of  the  myocardium. 

A.  patient  from  Arkansas — male ; age,  26 ; 5 
i feet  10  inches  high ; weight,  160  pounds ; un- 
married ; occupation,  planter  and  trader.  His 
j father  was  living  in  good  health ; mother,  age  66, 
1 had  a congenital  heart  trouble,  also  had  nervous 
! spells  that  were  called  •“  hysteria.”  Patient  said 
he  had  enjoyed  good  health  until  about  two  years 
I before  I saw  him.  Said  he  noticed  a shortness 
' of  breath  on  climbing  a hill  or  after  running  a 


short  distance.  He  also  had  nervous  spells, 
which  increased  in  intensity  until  he  applied  to 
his  family  physician  for  relief.  He  was  re- 
ferred to  me  for  the  nervous  disorder,  and  was 
unaware  of  any  heart  trouble.  On  examination, 

I found  his  physical  condition  good,  except  for  a 
blowing  systolic  murmur  at  the  apex.  He  com- 
plained of  feeling  weak,  and  had  lost  interest  in 
everything  except  his  own  illness.  He  had  im- 
perative ideas  and  was  anxious  about  his  condi- 
tion. Insomnia  was  persistent  and  appetite  poor. 
My  diagnosis  was  mitral  incompetency,  with 
symptoms  of  neurasthenia.  This  patient  was 
treated  by  baths  and  cardiac  tonics,  and  his  die- 
tetic and  hygienic  habits  regulated.  He  appar- 
ently made  a good  recovery. 

Another  patient  was  the  wife  of  a physician 
from  Mississippi.  She  was  39  years  old,  weighed 
124  pounds,  and  was  5 feet  4 inches  high.  Her 
father  died  at  the  age  of  sixty-seven  years  of 
nervous  exhaustion ; mother  still  living  in  good 
health.  This  patient  had  been  considered  a deli- 
cate child.  Her  health  as  an  adult  had  been  good. 
She  had  four  children  living  and  had  had  one 
abortion.  No  menstrual  disorder.  Eighteen 
months  previous  to  my  seeing  her  she  was  taken 
sick  with  something  like  la  grippe,  and  had  felt 
more  or  less  ill  since.  Physical  examination 
showed  systolic  blood  pressure  of  100  m.m.,  ir- 
regular heart  rhythm,  and  a faint  systolic  mur- 
mur. Otherwise  her  ph3fsical  condition  was 
good.  She  said  she  suffered  frequently  from 
palpitation  of  the  heart  and  had  sinking  spells. 
The  nervous  symptoms  were  neurasthenic  in 
character,  and  she  was’  worried  about  her  condi- 
tion. I wrote  her  husband  that  she  appeared 
to  have  a cardiac  lesion,  probably  mitral,  com- 
plicating the  nervous  trouble.  He  immediately 
brought  his  eleven-year-old  daughter  to  me  for 
examination,  saying  that  she  was  unable  to  ruti 
and  play  like  other  children  without  becoming 
short  of  breath  and  cyanotic.  I found  the  child 
full  in  size  and  well  nourished.  There  was  club- 
bing of  the  fingers  and  a systolic  murmur  that 
was  loud  and  tumultuous.  This  congenital  heart 
affection,  so  marked  in  the  child,  strengthened 
my  belief  that  the  mother  was  not  free  from  car- 
diac pathology. 

Another  patient  I desire  to  mention  was  a 
woman  sent  to  me  from  Mississippi.  She  was 
thirty-five  , years  old,  married,  and  had  no  chil- 
dren. Her  father  was  living  at  seventy  years  in 
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good  health;  mother  died  of  pneumonia.  The 
patient  was  a healthy  child  and  enjoyed  good 
health  as  an  adult  until  she  was  about  twenty- 
five  years  old.  At  that  time  she  had  a heat 
stroke,  and  was  three  months  getting  over  it. 
Five  years  later  she  had  another  heat  stroke,  and 
was  sick  two  months.  Two  years  later  she  had 
a severe  nervous  attack  that  lasted  four  months. 
A recurrent  attack  of  the  nervous  trouble  brought 
her  to  me  for  treatment.  I found  her  physical 
condition  fairly  good.  Pulse,  96;  temperature, 
97.5  ; and  a systolic  blood  pressure  of  125  m.m. 
Her  nervous  symptoms  were  atypical,  and  I was 
unable  to  accurately  classify  them.  However, 
she  steadily  improved  on  treatment,  and  returned 
home  apparently  strong  and  well.  About  two 
years  later  she  became  nervous,  and  returned  for 
a course  of  baths.  She  again  went  home  in  good 
condition.  In  June,  a year  later,  she  complained 
to  her  husband  of  not  feeling  well,  and  he  was 
preparing  to  send  her  North  to  spend  the  sum- 
mer. She  asked  to  come  to  my  place  to  take  the 
baths,  thinking  they  might  put  her  in  better  con- 
dition for  the  trip  North.  She  looked  well  and 
appeared  to  be  in  better  physical  condition  than 
I had  before  seen  her.  Her  nervous  condition 
was  not  so  good.  She  was  restless  at  times  and 
could  not  sleep  well.  She  appeared  to  be  dazed 
and  confused ; yet  her  orientation  was  good.  A 
week  after  entering  for  treatment  her  nurse  said 
she  was  restless  and  slept  but  little  during  the 
night,  but  felt  better  during  the  early  morning. 
At  5:30  A.M.  she  was  sitting  up  in  bed  and  the 
nurse  was  combing  her  hair,  when  suddenly  she 
fell  back  in  the  arms  of  the  nurse  and  expired. 

I could  multiply  similar  patients  who  have 
come  under  my  observation,  but  these  will  serve 
to  illustrate  the  close  relationship  existing  be- 
tween cardiac  disease  and  nervous  disorders. 

I regard  it  of  extreme  importance  in  making 
examinations  of  nervous  patients  to  use  every 
means  at  our  command  to  differentiate  between 
functional  nervous  disorders  and  those  compli- 
cating organic  disease.  This  will  enable  us  to 
tell  with  some  degree  of  certainty  the  probable 
outcome  of  the  patient’s  illness  and  guide  us  in 
instituting  remedial  measures  appropriate  to  treat 
different  maladies. 

I'o  discuss  at  length  the  treatment  of  cardio- 
ncuroses  would  be  to  unnecessarily  consume  val- 
uable time,  for  you  are  already  familiar  with 
agencies  used  especially  in  treating  diseases  of 


the  heart.  Severe  nervous  spells  of  the  cardio- 
path  have  a tendency  to  come  on  at  intervals,  but 
will  usually  disappear  under  treatment.  After 
recovery,  if  the  patient  will  observe  an  appropri- 
ate regimen,  he  may  live  for  years  without  again 
becoming  nervous. 

For  the  cardiopath,  digitalis  is,  of  course,  the 
sovereign  remedy,  especially  where  there  is  car- 
diac dilatation.  The  Nauheim  or  carbon  dioxid 
bath  is  of  undoubted  value,  and  should  be  used 
when  accessible.  The  electric-light  bath,  I be- 
lieve, would  be  used  more  if  physicians  were 
familiar  with  its  action  on  the  skin  and  circula- 
tion. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  RUCKER. 

Dr.  W.  H.  Witt,  Nashville:  I would  like  to  make  a 
few  remarks  with  reference  to  this  paper  and  the  sub- 
ject. In  the  first  place,  I must  confess  that  the  subject 
as  presented  by  Dr.  Rucker  is  somewhat  reyolutionary 
in  the  views  I have  had  with  reference  to  the  two  dis- 
eases— that  is,  so-called  “ neurasthenic  states  ” and  “ or- 
dinary cardiac  conditions.”  I think  we  are  accustomed 
to  feel  about  this  way  with  reference  to  cardiac  dis- 
ease and  mental  state : that  it  is  a common  thing  in 
acute  infections  of  the  endocardium  to  have'  mental 
confusion  or  some  type  of  mental  aberration.  It  is 
probably  not  far  from  the  condition  that  develops  into 
chorea,  and  the  explanation  is  possibly  that  there  is  a 
low-grade  infection  of  the  brain  producing  such  men- 
tal symptoms,  and  chorea  is  another  manifestation  of 
the  same  condition.  In  addition  to  that,  we  are  accus- 
tomed to  find  a wide  range  of  mental  disturbances  in 
people  of  broken  compensation;  and  by  “broken  com- 
pensation ” I do  not  mean  they  have  dropsical  states, 
but  people  that  have  myocardial  conditions,  associated 
with  a certain  amount  of  shortness  of  breath,  very 
frequently  have  all  sorts  of  mental  disturbances.  A 
prominent  one  among  people  of  that  type  is  a sense 
of  being  away  from  home,  but  they  have  shades  of 
every  kind  of  mental  disturbance.  Under  such  circum- 
stances we  feel  the  blood  supply  to  the  brain  is  dis- 
turbed, possibly  by  an  anaemic  state  or  by  vascular 
changes  which  take  place  in  connection  with  the  dis- 
ease. We  should  not  feel  that  the  ordinary  cardiac 
case  that  is  fully  compensated  is  a cause  of  neuras- 
thenic states.  I am  inclined  to  believe  that  when  you 
consider  how  many  neurasthenic  people  we  have  of  all 
kinds  with  nervous  complaints  and  what  a wide  range 
of  cardiopathies  we  have  in  the  practice  of  medicine, 
the  doctor  is  hardly  justified  in  saying  that  the  cardiac 
lesion  is  responsible  for  the  mental  disturbance.  I be- 
lieve the  more  we  study  the  purely  cardiac  features 
and  purely  mental  features  and  parallel  cases  without 
mental  and  neurasthenic  causes  that  have  no  cardiac 
disease,  we  will  get  away  from  the  view  that  tlie  two 
diseases  are  necessarily  associated. 
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Dr.  G.  D.  LaQuire  : I rather  enjoyed  Dr.  Rucker’s 
paper,  because  I can  see  the  pathology  of  the  nervous 
trouble.  I do  not  believe  that  heart  trouble  will  bring 
on  neuroses  until  the  compensation  is  broken  to  some 
extent  or  the  brain  begins  to  suffer  on  account  of  lack 
of  nutrition  and  the  lack  of  good  circulation.  When 
that  takes  place,  then  we  have  the  neuroses.  I believe 
that  we  have  a great  many  neuroses  from  weakness  of 
the  circulation,  weak  hearts ; and  many  times  we  cannot 
discover  the  heart  lesion  from  the  fact  that  it  is  a 
myocarditis  and  does  not  give  us  very  good  or  clear 
clinical  symptoms.  We  have  a slight  oedematous  con- 
dition of  the  brain,  and  this  oedematous  condition,  faulty 
nutrition,  whatever  you  call  it,  will  bring  on  a nervous 
condition,  and  this  nervous  condition  is  one  that  we 
lay  so  much  stress  upon  and  overlook  the  heart  trouble. 


PROGRESS  IN  THE  TREATMENT  OF 
THE  CRIPPLED  AND  DEFORMED.* 


By  R.  W.  Billington,  M.D., 

Lecturer  on  Orthopedic  Surgery  in  Vanderbilt  Medical  School 
and  Chief  of  Orthopedic  Clinic  at  Vanderbilt  Hospital. 

The  difficulty  of  stimulating  interest  on  the 
part  of  the  public  with  regard  to  medical  ques- 
tions is  well  recognized ; and  to  present  a medical 
topic  in  such  a manner  as  to  be  entertaining  at 
the  same  time  to  both  medical  men  and  laymen 
is,  I fear,  a feat  well-nigh  impossible.  However, 
as  my  remarks  will  be  brief,  I shall  ask  you  to 
do  me  the  favor  of  lending  for  these  few  min- 
utes an  open  mind  and  sympathetic  ear  to  some 
facts  regarding  probably  the  most  neglected  and 
at  the  same  time  the  most  deserving  class  of  un- 
fortunates with  which  we  come  in  contact.  In 
this  instance  I feel  that  the  subject  under  con- 
sideration peculiarly  deserves  the  mutual  inter- 
est and  cooperation  of  the  public  and  the  medical 
profession. 

You  are  all  familiar  with  the  cripple.  He  is 
found  in  nearly  every  community.  His  infirm- 
ity may  have  resulted  from  some  accident  or  ill- 
ness, in  which  instance  he  and  his  parents  are 
the.  recipients  of  many  expressions  of  sympathy ; 
or  the  child  may  have  been  born  with  the  deform- 
ity, which  is  looked  upon  by  both  parents  and 
neighbors  as  a sort  of  disgrace  to  the  family.  In 
either  instance  too  frequently  little  or  nothing 
of  practical  value  is  done  for  him,  and  he  grows 
up  under  a physical  handicajD,  which  unfits  him 
more  or  less  for  a useful  and  happy  existence. 
He  has  to  fight  his  way  alongside  of  normal, 

*President’8  address  at  the  meeting  of  the  Middle  Tennessee 
Medical  Association  at  Lewisburg,  May,  1916. 


healthy  fellows,  with  no  allowance  or  provision 
at  school  or  elsewhere  for  his  deficiency,  which 
is  sometimes  mental  as  well  as  physical.  Special 
teaching  and  industrial  training  suited  to  the  in- 
dividual case  are  within  the  reach  of  compara- 
tively few.  He  is  made  the  object  of  both  pity  . 
and  ridicule,  and  in  many  ways  he  is  subjected 
to  embarrassment,  which  seriously  affects  his  dis- 
position and  temperament.  Consequently,  his 
mental  development  and  his  attitude  toward  life 
in  general  are  as  much  distorted  as  his  body.  In 
the  face  of  our  present-day  demand  for  efficiency 
he  is  unable  to  keep  the  pace,  and  only  too  often 
he  becomes  a mendicant  or  an  inmate  of  an  alms- 
house or  asylum  or  possibly  a prison.  In  any 
case  he  is  a charge  upon  his  family  or  the  com- 
munity— a public  liability.  A recent  census 
showed  that  in  the  state  of  Oklahoma  alone 
there  were  over  seven  hundred  adult  cripples 
who  were  beggars  and  paupers.  Another  census 
compiled  by  Dr.  Hoke,  of  Atlanta,  found  that 
there  were  over  two  thousand  cripples  in  the  state 
of  Georgia  who  were  in  need  of  care  and  treat- 
ment ; and  I have  no  doubt  there  are  more  than 
that  in  Tennessee,  where  so  little  has  been  done 
in  the  past  to  alleviate  their  condition. 

The  crippled  and  deformed  child  needs  special 
provision  for  his  mental  and  economic  develop- 
ment as  well  as  medical  and  surgical  care  of  his 
physical  defect.  In  the  former  as  well  as  the 
latter  problems  the  orthopedic  surgeons  of  the 
country  have  been  intensely  interested  and  ac- 
tive in  recent  years.  Therefore,  progress  in  in- 
stitutional care,  with  special  educational  and  in- 
dustrial training,  has  gone  hand  in  hand  with 
advances  in  the  scientific  surgical  treatment, 
rapid  as  it  has  been.  In  fact,  the  one  is  very 
essential  to  the  other  if  the  greatest  practical 
benefits  are  to  be  realized.  These  sociologic  and 
economic  features  cannot  be  handled  by  the  med- 
ical profession  alone.  Public  interest  and  ac- 
tivity must  be  enlisted  for  these  patients  as  a 
class,  and  certainly  no  class  should  appeal  more 
strongly  for  sympathetic  cooperation  than  this. 
It  is  true  that  private  philanthropy  has  until  re- 
cent years  been  almost  solely  responsible  for  the 
financing  of  orthopedic  institutions  which  have 
been  such  an  important  factor  in  the  development 
of  orthopedic  surgery  to  its  high  standard  of 
present-day  efficiency.  However,  it  is  now  be- 
coming more  generally  realized  that  the  cripple 
constitutes  a public  responsibility,  and  that  the 
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state  should  make  provision  for  at  least  the  more 
chronic  types  of  charity  cases  who  demand  pro- 
longed periods  of  treatment  and  special  education 
and  training.  Certainly  this  is  no  less  a problem 
of  public  interest  than  the  care  of  the  insane  or 
the  blind,  for  whom  the  state  has  made  such  ex- 
cellent and  proper  provision.  IMoreover,  from 
a purely  economic  consideration,  the  cripple  of- 
fers the  greatest  reward  of  any  class  for  the 
proper  treatment  of  his  ailment.  His  usefulness 
to  himself,  his  family,  and  his  community  can 
nearly  always  be  considerably  enhanced,  and 
oftentimes  he  may  be  changed  from  a state  of 
complete  helplessness  and  dependence  to  that  of 
independence  and  great  usefulness. 

The  first  state  institution  of  this  kind  was  es- 
tablished in  Minnesota  in  1897.  Since  that  time 
several  other  states  have  followed  this  example 
and  are  now  bearing  abundant  proof  of  the  wis- 
dom of  their  new  undertaking.  It  is  a notable 
fact  that  most  of  those  states  which  have  under- 
taken this  work  were  already  receiving  the  ben- 
efits of  the  best  private  hospitals  in  this  line  of 
work.  This  fact  is  proof  of  the  worth  of  ortho- 
pedic institutions  to  the  public  welfare,  but  it  has 
not  served  to  extend  their  influence  into  very 
much  new  territory.  The  greater  part  of  our 
country,  especially  the  West  and  South,  have 
very  few  orthopedic  surgeons  and  little  or  no 
facilities  in  the  way  of  either  public  or  private 
institutions.  So  while  we  may  say  that  wonder- 
ful progress  has  been  made  in  orthopedic  sur- 
gery as  practiced  at  its  best,  it  is,  nevertheless, 
true  that  the  great  majority  of  cripples  through- 
out the  country  are  still  receiving  none  of  the 
benefits  that  have  been  made  possible  by  that 
development.  Such  an  uncultivated  field  re- 
(juires  competent  and  tireless  workers,  and  then 
it  must  require  time  for  cultivation  before  the 
harvest  of  results  to  the  community  can  be  real- 
ized, as  has  been  the  case  in  other  of  the  older 
branches  of  surgery.  The  metaphor  might  be 
carried  further  by  adding  that  in  the  process  of 
cultivation  there  must  and  will  be  a weeding-out 
process  of  the  many  fallacious  ideas  and  super- 
stitions and  of  the  charlatans  and  quacks  who 
have  profited  by  the  ignorance  of  these  unfor- 
tunates. 1 know  of  no  more  pitiable  class  of 
victims  than  those  children  whose  parents  have 
been  so  deluded  as  to  allow  their  tuberculous 
joints  and  spines  to  be  rubbed  and  manipulated 
on  the  pretense  of  some  fictitious  displacement 


or  nerve  pressure  as  the  cause  of  the  symptoms ; 
or  their  paralyzed  limbs  to  remain  useless  or 
grow  crooked  in  a futile  and  perhaps  deceptive 
attempt  to  restore  muscular  power  by  electricity, 
massage,  or  whatever  single  line  of  treatment 
that  particular  shark  happened  to  champion. 
Such  vultures  and  the  blind  faith  of  their  prey 
must  give  way  before  the  march  of  real  progress 
in  the  knowledge  of  these  conditions. 

As  to  the  development  of  the  purely  scientific 
side  of  orthopedic  work,  neither  time  nor  occa- 
sion permits  of  any  very  extended  remarks.  As 
a specialty,  it  is  one  of  the  youngest ; but  in  its 
contributions  to  human  welfare  and  happiness  it 
stands  to-day  in  the  front  rank.  Its  economic 
and  humanitarian  achievements  have,  as  already 
suggested,  attracted  the  attention  of  numerous 
philanthropic  individuals  and  societies  and  of 
several  of  our  states ; and  every  year  a greater 
number  of  physicians  are  realizing  its  opportu- 
nities and  its  need  for  more  workers  and  are  en- 
listing in  its  service. 

Its  history  as  an  independent  specialty  dates 
back  to  the  epoch-making  work  of  Sayre,  Tay- 
lor, Davis,  and  Knight  in  New  York  a half  cen- 
tury ago.  Their  pioneer  work  in  the  diagnosis 
and  proper  classification  of  the  crippling  aflfec- 
tions  and  of  their  treatment  by  physical  and 
mechanical  means  stands  out  prominently  to-day. 
In  immediate  recognition  of  the  labors  and  in- 
fluence of  these  men,  two  important  events  nat- 
urally resulted  which  have  had  a far-reaching 
influence  on  the  development  of  orthopedic 
work.  One  was  the  establishment  of  a chair  of 
orthopedic  surgery  in  Bellevue  Hospital  Medical 
College  in  1861  ; the  other  was  the  founding  of 
the  Hospital  for  Ruptured  and  Crippled  by  Dr. 
James  Knight  in '1863.  IMany  other  important 
men  and  events  might  be  mentioned  in  the  his- 
tory of  subsequent  development,  but  time  will 
not  permit.  Early  developments  in  treatment 
were  largely  limited  to  physical  and  mechanical 
methods,  though  even  then  surgical  operations 
were  occasionally  resorted  to.  Then  came  the 
period  of  aseptic  operative  work  in  all  branches 
of  surgery,  and  the  orthopedists  were  not  slow 
to  grasp  its  possibilities.  This  new  enthusiasm 
carried  the  more  radical  surgeons,  particularly 
those  who  had  had  no  orthopedic  training,  to 
attempt  all  sorts  of  operative  procedures  on  the 
criijples,  and  naturally  much  harm  was  done, 
particularly  in  the  treatment  of  tuberculous  bone 
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and  joint  disease.  Orthopedic  surgery  is  essen- 
tially conservative  in  its  objects,  and  the  more 
radical  methods  did  not  always  meet  with  the 
approval  of  the  older  men.  But  out  of  a period 
of  much  argument  and  many  mistakes  we  have 
now  arrived  at  a more  rational  and  uniform  esti- 
mate of  the  relative  values  of  and  indications  for 
the  different  operative  as  well  as  conservative 
methods. 

A most  important  and  ever-present  factor  in 
the  handling  of  orthopedic  patients,  and  one  in 
which  the  public  particularly  needs  education,  is 
the  value  of  preventive  measures  and  early  at- 
tention to  the  frequently  small  beginnings  in  these 
cases.  Prophylaxis  here  is  no  less  essential  than 
in  other  public-health  matters.  It  may  have  to 
do  with  the  treatment  of  diseases — such  as  rick- 
ets, tuberculosis,  etc. — which  are  capable  of  pro- 
ducing deformities  if  not  promptly  and  properly 
managed ; or  it  may  be  a case  of  applying  some 
simple  measures  in  the  early  stages  of  troubles 
like  flatfoot,  spinal  curvature,  or  infantile  paraly- 
sis, which,  if  neglected,  will  later  require  more 
prolonged  and  radical  treatment  and  probably 
give  inferior  end  results.  Again,  it  may  be  con- 
cerned in  preventing  some  unpleasant  complica- 
tion which  is  apt  to  arise  in  neglected  cases,  such 
as  an  open  sinus  from  a tuberculous  joint  or 
paralysis  in  Pott’s  disease.  While  many  types  of^ 
deformity  may  be  more  or  less  completely  cor- 
rected at  any  time,  it  is  nearly  always  more 
easily  and  perfectly  accomplished  if  seen  early. 
However,  the  fact  remains  that  these  cases  are 
very  frequently  neglected  for  months  and  even 
years  before  applying  for  relief.  As,  in  my  own 
observation,  this  is  usually  due  to  ignorance,  it 
plainly  becomes  the  duty  of  the  profession  to  ed- 
ucate the  people  to  the  possibilities  and  indica- 
tions in  such  conditions  and  to  the  needs  for  early 
diagnosis  and  treatment. 

One  of  the  best  ways  to  reach  the  public  in 
such  matters  is  to  appeal  to  their  higher  natures 
and  sympathies.  Most  people  want  to  feel  that 
they  are  doing  some  good  in  the  world,  particu- 
larly if  it  does  not  cost  them  too  much.  Let  us 
have  a publib  institution  which  is  doing  a demon- 
strable service  and  which  is  costing  the  individ- 
uals of  the  state  even  a very  small  portion  to 
maintain,  and  it  will  not  be  long  until  their  pres- 
ent apathy  and  ignorance  on  this  subject  will 
give  way  to  a healthy  and  profitable  interest. 
But  before  this  means  can  be  realized,  physicians 


generally  must  show  more  interest  in  these  pa- 
tients and  take  time  to  explain  to  them  more 
fully  than  they  have  done  in  the  past  their  duty 
in  these  matters.  As  examples  of  what  we  may 
tell  these  patients  about  their  conditions  and 
what  orthopedic  surgery  may  do  for  them,  I will 
discuss  briefly  a few  of  the  more  common  con- 
ditions seen  by  the  general  practitioner. 

The  hunchback  deformity  of  Pott’s  disease  i.-^ 
a monument  to  some  one’s  neglect.  Such  de- 
formity can  be  largely,  if  not  altogether,  pre- 
vented if  the  case  is  treated  properly  from  the 
beginning;  but  if  the  hump  has  already  reached 
considerable  proportions,  it  can  be  changed  very- 
little,  and  treatment  must  then  be  directed  pnly 
toward  assisting  nature  to  heal  the  tuberculous 
process.  By  the  help  of  the  Albee  spinal-bone 
graft  and  the  Rollier  sunlight  treatment  and  the 
many  other  valuable  procedures  we  can  cure  or 
alleviate  the  great  majority  of  such  cases  and  in 
a much  shorter  time  than  was  formerly  possible. 
However,  the  management  of  any  tuberculous 
bone  or  joint  disease  consists  of  a great  deal 
more  than  an  operation  or  sunlight  therapy  or 
any  other  single  procedure.  There  are  questions 
of  the  general  health,  deformity  or  malpositions 
of  the  parts,  shortening,  pressure,  motion,  paraly- 
sis, abscess,  pain,  function,  and  other  things 
which  demand  appropriate  measures  and  which 
cannot  be  met  by  any  single  method.  Therefore 
it  is  necessary  that  the  patient  have  his  diagnosis 
made  early  and  begin  treatment  at  once,  always 
with  the  understanding  that  persistent  and  thor- 
ough care  over  a period  of  many  months,  and 
usually  years,  will  he  required  to  effect  a cure. 

In  infantile  paralysis  orthopedic  treatment 
should  be  instituted  as  soon  as  the  paralysis  de- 
velops in  the  acute  attack.  Most  of  the  cases 
that  I see  have  gone  for  months  and  years,  de- 
veloping contractions  and  deformities  and  un- 
necessary disuse  atrophy  which  could  have  been 
partly,  if  not  completely,  obviated.  We  can  do 
our  patients  a great  service  by  seeing  that  they 
do  not  waste  their  opportunities  and  money  on 
the  “ paths  ” and  “ praetors  ” and  misapplied 
braces  ; for  while  massage,  braces,  electricity,  etc., 
may  be  of  value  when  correctly  applied  at  the 
proper  time,  yet  they  may  result  in  serious  harm 
improperly  used.  The  operative  treatment  of 
paralysis  has  been  greatly  perfected  in  recent 
years.  By  tendon  transplantation,  lengthening 
and  fixation,  silk  ligaments,  arthrodesis,  astraga- 
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lectomy,  etc.,  these  cases  can  usually  be  greatly 
improved,  allowing  many  of  them  to  discard  the 
use  of  braces  entirely  or  making  their  use  possi- 
ble and  practicable.  Limbs  may  be  made  useful 
after  years  of  disuse,  and  some  who  have  never 
walked  can  be  made  fairly  active  and  independ- 
ent. 

A congenital  clubfoot  in  a person  over  a year 
old  is  a reproach  and  a disgrace  to  the  family  or 
their  doctor  or  both.  If  treated  properly  in  the 
first  few  months  of  life,  a perfect  foot  will  be 
obtained,  usually  without  any  operation  or  other 
serious  inconvenience.  If  neglected  until  child- 
hood or  adult  life,  the  deformity  can  be  cor- 
rected ; but  it  will  demand  an  operation,  and  the 
result  will  not  be  as  perfect  as  by  the  earlier  and 
simpler  method  of  gradual  correction  without 
operation. 

Scoliosis,  lateral  curvature  of  the  spine,  is 
easily  prevented  or  corrected  if  treated  early ; 
but  if  allowed  to  progress,  it  is  difficult  or  impos- 
sible of  cure,  though  it  may  be  greatly  improved 
by  long  and  strenuous  treatment,  such  as  by  the 
Abbott  jackets.  It  is  strange,  but  all  too  fre- 
quent, that  neither  family  nor  physician  observes 
t;he  presence  of  this  trouble  until  it  has  advanced 
to  a marked  degree.  The  physician  cannot,  of 
course,  recognize  a condition  unless  he  has  the 
opportunity  of  examining  the  patient.  Every 
community  should  have  medical  inspection  of  its 
school  children,  as  many  are  already  doing ; and 
spinal  curvature,  which,  including  the  mild  and 
favorable  cases,  is  of  very  frequent  occurrence, 
should  be  looked  for  along  with  eye,  throat,  and 
other  troubles.  Many  cities  have  found  such  a 
practice  most  profitable. 

Until  a little  over  twenty  years  ago  congenital 
dislocation  of  the  hip  was  thought  to  be  incura- 
ble. Now  we  know  that  nearly  all  of  these  cases 
which  formerly  produced  lifelong  cripples  can 
now  be  completely  cured  if  treatment  is  insti- 
tuted before  it  is  too  late.  The  bloodless  reduc- 
tion methods  of  Lorenz  and  others  have  com- 
pletely changed  the  outlook  for  these  patients. 
Rut  here,  again,  early  treatment  is  all  important 
to  success. 

Again,  the  deformities  of  rickets  (which  is 
))ractically  always  the  cause  of  bowlegs  and 
knock-knees  in  young  children)  can  be  prevented 
by  proper  early  attention  to  this  disease.  It  usu- 
ally develops  at  ten  to  eighteen  months  of  age. 
as  the  result  of  bottle  feeding,  unhygienic  sur- 


roundings, and  the  common  custom  of  allowing 
the  baby  to  nurse  the  breast  after  the  age  of  one 
year.  In  its  milder  forms  it  is  very  common 
even  in  our  best  families,  and  often  accounts  for 
permanent  awkwardness  of  carriage  and  unsight- 
liness of  limb  and  body.  While  the  gross  de- 
formities may  be  corrected  at  any  time  by  sur- 
gical means,  it  is  always  unfortunate  that  such 
measures  should  become  necessary. 

Other  conditions  might  be  mentioned,  but  fur- 
ther discussion  along  this  line  is  unnecessary.  I 
know  of  no  way  to  sum  up  the  more  essential 
points  which  I hoped  to  impress  upon  you  than 
to  quote  the  concluding  remarks  of  Dr.  Davis’ 
presidential  address  before  the  American  Ortho- 
pedic Association : “ We  are  not  solely  the  med- 
ical attendants  of  these  cripples,  but  also  to  a 
certain  extent  their  guardians.  We  are  the  ones 
who  better  even  than  parents  can  decide  to  what 
extent  training  can  go  hand  in  hand  with  treat- 
ment. . . . The  state  is  beginning  to  recog- 

nize its  duty  in  this  direction,  and  finds  that  it 
is  good  public  policy  to  provide  treatment  and 
instruction  for  orthopedic  patients.  The  public- 
school  systems  are  providing  our  hospitals  with 
teachers  who  do  what  they  can  to  prevent  the 
children  from  falling  helplessly  behind  in  their 
studies.  For  the  out-patient  poor  the  corps  of 
social-service  workers  here  find  a useful  sphere. 

. . By  working  in  harmony  with  these, 

our  medical  work  will  become  more  phi- 
lanthropic and  their  altruistic  work  will  become 
more  truly  useful.”  Then,  “ our  private  patients 
should  not  be  neglected.  These  latter  can  almost 
always  be  provided  by  their  parents  with  suitable 
teaching  and  training  if  only  we,  their  advisors, 
call  attention  to  the  necessity  of  preventing  their 
crippled  children  from  acquiring  this  undesirable 
‘ mental  warp  ’ and  insist  that  they  see  that  their 
education  and  training  be  not  unduly  neglected. 
This  is  a field  that  has  not  been  recognized  as  it 
should  be ; but  as  our  surgical  treatment  becomes 
more  standardized,  the  sphere  of  our  work  be- 
comes wider ; and  it  is  our  duty  now  to  do  what 
we  can,  not  only  to  treat  cripples  surgically,  but 
also  to  aid  in  their  proper  mental  and  moral  de- 
velopment.” 


“ Book  Reviews  ” and  “ Society  Proceedings  ” 
are  unavoidably  crowded  out  this  month,  but 
will  appear  regularly  hereafter. 
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By  George  R.  Livermore,  M.D., 

Professor  of  Genito-Urinary  Surgerv,  University  of  Tennessee: 
Genito-Urinary  Surgeon,  City  and  Baptist  Memorial  Hospitals, 

. Memphis,  Tenn. 


So  little  stress  is  laid  upon  the  difficulty  of 
curing  gonorrhoea  in  most  works  on  the  subject 
that  a great  many  doctors  consider  gonorrhoea 
a very  simple  disease  that  a hand  injection  and 
santol  oil  will  completely  cure  in  a few  weeks. 
The  harm  that  has  been  done  by  authors  of  text- 
books who  make  light  of  gonorrhoea  is  incalcula- 
ble, and  it  behooves  those  of  us  who  know  the 
folly  of  such  teaching  to  exert  every  effort  to 
eradicate  this  idea  among  the  doctors  and  to  ed- 
ucate the  public  to  the  seriousness  of  gonorrhoea. 

Some  years  ago  I heard  the  chairman  of  the 
surgical  section  of  one  of  our  medical  associa- 
tions make  the  statement  that  gonorrhoea  was  a 
self-limited  disease  which  would  get  well  in  time, 
regardless  of  the  treatment.  I challenged  that 
statement  then  and  I challenge  it  to-day,  despite 
the  fact  that  no  less  an  authority  than  Dr.  E.  L. 
Keyes,  of  New  York,  bears  out  that  chairman’s 
statement  in  an  article,  “ Observations  Upon  the 
Resistance  of  Gonococci  in  the  Male  Urethra,” 
January,  1912,  in  which  he  says  he  has  never 
known  the  gonococcus  to  survive  in  the  male  host 
for  more  than  three  years,  while  he  believes  that 
in  ninety  per  cent  of  cases  it  disappears,  with  or 
without  treatment,  within  a year. 

If  ninety  per  cent  of  our  gonorrhoea  cases  will 
be  cured  with  or  without  treatment  in  a year  and 
the  remaining  ten  per  cent  in  not  more  than  three 
years,  why  treat  them  at  all?  Why  subject  these 
patients  to  the  expense  and  discomfort  of  treat- 
ment for  a disease  that  will  cure  itself  ? After  a 
large  experience  in  the  treatment  of  gonorrhoea, 
I am  convinced  that  it  is  one  of  the  most  diffi- 
cult of  all  diseases  to  completely  cure.  The  fact 
that  it  is  an  insidious  disease — often  lying  dor- 
mant for  years  without  causing  appreciable 
symptoms — is  responsible  for  the  contempt  in 
which  it  is  held.  Thousands — yea,  millions — of 
men  are  going  about  their  daily  work,  harboring 
gonococci  in  their  prostates,  vesicles,  or  follicles, 
and  yet  are  in  utter  ignorance  of  their  presence, 
and  would  doubtless  consider  it  an  insult  if  one 

*Read  at  the  meeting  of  the  West  Tennessee  Medical  and 
Surgical  Association  at  Jackson,  May,  1916. 


suggested  that  they  had  gonorrhoea.  It  is  a fact 
that  many  cases  of  gonorrhoea  are  apparently 
cured  in  a few  weeks  by  astringent  injections 
(which  accounts  for  the  popularity  of  the  sure- 
cure  patent  medicines)  ; but  in  reality  the  gono- 
coccus is  only  temporarily  held  in  check  and  will 
make  its  presence  known  sooner  or  later  in  the 
form  of  an  exacerbation  of  the  old  attack — an 
acute  prostatitis,  a stricture,  or  other  manifesta- 
tions. 

The  discharge  of  a recurrent  gonorrhoea  is  very 
easily  controlled,  and  a point  of  differential  di- 
agnosis between  a new  infection  and  an  exacer- 
bation of  an  old  gonorrhoea  is  that  all  discharge 
will  practically  cease  in  a recurrent  gonorrhoea 
after  one  irrigation.  The  reason  for  this  is  that 
the  gonococci  which  have  been  in  the  patient’s 
system  since  the  first  attack  have  resulted  in  the 
formation  of  antibodies  in  the  blood,  and  the 
one  injection,  plus  these  antibodies,  is  sufficient 
to  immediately  clear  up  the  discharge.  As  soon 
as  the  discharge  , ceases,  the  patient  thinks  he  is 
well ; and  as  far  as  he  knows,  he  is  well,  for  he 
goes  about  his  daily  work  free  from  pain  or  dis- 
agreeable symptoms,  even  indulging  in  inter- 
course and  his  usual  daily  glass  of  beer  without 
lighting  up  his  old  infection,  which  only  makes 
its  presence  known  under  some  unusual  effort 
or  extra  dissipation.  Again  and  again  do  I see 
patients  who  give  a history  of  gonorrhoea  five, 
ten,  fifteen,  twenty,  and  one  forty  years  ago,  who 
have  married  and  had  children  and  have  had  no 
evidence  of  gonorrhoea  in  all  these  years  (and 
who  have  not  exposed  themselves  to  a new  in- 
fection), yet  under  some  unusual  exercise,  a 
spree,  or  an  attack  of  typhoid  fever  have  the  old 
case  return  with  all  the  virulence  of  an  acute 
attack.  The  correctness  of  the  diagnosis  has  been 
proven  in  each  case  by  culture  and  microscopic 
methods.  Dr.  Keyes  may  say  that  these  patients 
have  lied  about  exposing  themselves  to  a new 
infection,  and  I am  willing  to  grant  that  some 
of  them  may  have  done  so,  but  not  all  of  them, 
for  many  of  them  are  men  whose  integrity  is 
above  reproach.  It  is  immaterial,  however, 
whether  they  are  lying  or  not  in  so  far  as  deter- 
mining whether  the  infection  is  recent  or  a long- 
standing one  is  concerned,  for  they  could  not  de- 
velop the  symptoms  of  chronic  posteria  gonor- 
rhoea in  the  short  time  that  has  elapsed  between 
the  first  appearance  of  symptoms  and  their  re- 
porting at  my  office  for  treatment.  Many  doc- 
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tors  will  ask;  “ If  these  patients  have  had  gon- 
orrhoea for  years  and  years,  have  married  and 
had  children,  why  is  it  that  their  wives  have  not 
become  infected  ? ” In  answer  I will  say  that 
in  the  great  majority  of  cases  they  have,  for 
gynecologists  tell  us  that  from  seventy-five  to 
ninety  per  cent  of  all  operations  on  women  are 
due  to  uncured  gonorrhoea  in  men.  In  others 
perhaps  the  gonococci  have  become  so  attenu- 
ated and  the  man  has  developed  so  many  anti- 
bodies that  his  wife  imbibes  enough  immunity 
through  sexual  intercourse  with  him  to  resist  in- 
fection from  these  attenuated  gonococci. 

We  know,  too,  that  examinations  of  the  secre- 
' tions  from  the  vesicles,  urethra,  and  prostates 
of  these  patients  are  negative  at  one  time  and 
]X)sitive  at  another ; and,  therefore,  in  like  man- 
ner not  every  act  of  coitus  is  fraught  with  dan- 
ger, as  the  gonococci  may  remain  in  the  follicle 
or  gland  where  they  have  been  for  years  and 
will  not  be  dislodged  by  normal  sexual  inter- 
course. This  state  of  affairs  may  go  on  for 
years  and  the  wife  escape  infection  till  the  hus- 
band gets  on  a spree  or  indulges  in  violent  exer- 
cise, or  sexual  excess,  and  then  there  is  an  ex- 
acerbation of  his  old  gonorrhoea ; he  has  a dis- 
charge which  contains  gonococci ; and  if  the 
wife  has  not  developed  sufficient  immunity 
through  sexual  intercourse  with  him  prior  to  the 
exacerbation,  she  will  in  all  probability  fall  a vic- 
tim to  the  disease. 

The  following  case  is  typical  of  the  wife  who 
escapes  for  a while  and  then  succumbs : A man 
who  was  under  my  care  for  two  months,  suffer- 
ing from  acute  posterior  gonorrhoea  and  with 
gonococci  still  present  in  cultures,  left  for  Ger- 
many, and,  while  on  the  steamer,  had  a return 
of  his  discharge.  In  Germany  he  was  under  the 
care  of  a noted  G.U.  specialist,  who  treated  him 
eight  months  and  discharged  him  as  cured.  He 
returned  to  Memphis,  and,  coincident  therewith, 
had  a return  of  all  his  symptoms  of  gonorrhoea, 
and  we  found  gonococci  in  his  discharge.  He 
was  under  treatment  about  three  months  and  had 
had  two  negative  cultures  (I  require  six),  when 
he  was  called  to  New  York  and  remained  there 
a year.  He  took  no  treatment  after  leaving  me 
and  had  no  symptoms  of  the  disease.  He  then 
married  and  returned  to  Memphis,  and  one  year 
later  his  wife  gave  birth  to  a boy.  Five  days 
after  delivery  she  had  a temperature  of  102  and 
a greenish,  purulent  discharge,  which  contained 


large  numbers  of  gonococci.  The  husband  as- 
sured me  that  he  had  no  symptoms  of  gonor- 
rhoea and  was  ignorant  of  his  infection,  but  read- 
ily assented  to  an  examination.  Cultures  from 
his  urine  after  prostatic  and  vesicular  massage 
showed  gonococci.  All  of  those  who  have  been 
infected  by  their  husbands  do  not  seek  treatment ; 
for  most  women  seem  to  regard  gonorrhoea  as  a 
more  or  less  normal  discharge,  and  only  when  it 
produces  painful  symptoms  do  they  consult  a 
physician.  Thus  only  a certain  percentage  of 
those  infected  ever  come  under  the  care  of  a 
physician  until  some  involvement  of  the  tube  or 
ovary  has  taken  place ; and  surely  if  man  is  able 
to  carry  the  gonococcus  in  his  prostate  and  vesi- 
cles for  years  without  ver>-  appreciable  symp- 
toms, woman  is  no  less  fortunate,  for  her  uterine 
and  vulvovaginal  glands  offer  hiding  places  that 
are  even  more  seductive  to  the  life  and  propa- 
gation of  the  gonococcus  than  the  prostate  and 
vesicles.  I now  have  under  treatment  two  young 
women  who  have  been  under  treatment  for 
leucorrhoea  several  times  during  the  past  year  by 
prominent  gvmecologists,  both  of  whom  have 
been  curetted,  and  neither  of  whom  suspected 
gonorrhoea,  nor  did  the  gjmecologists  suspect  the 
presence  of  the  infection.  In  chronic  gonorrhoea 
in  women,  as  well  as  in  men,  it  is  often  exceed- 
ingly difficult  to  find  the  gonococcus,  and  in 
many  cases  only  by  repeated  cultures  can  it  be 
demonstrated.  The  mere  examination  of  the  dis- 
charge under  the  microscope,  regardless  of  the 
number  of  times  it  is  done,  is  no  criterion  as  to 
the  presence  of  gonococci ; for  in  many  patients 
repeated  cultures,  following  massage  of  the  pros- 
tate and  vesicles,  together  with  injection  of  the 
urethral  follicles  with  silver  nitrate  twenty  per 
cent  in  men,  and  swabs  from  the  vagina,  cervix, 
urethra,  and  vulvovaginal  glands  in  women,  are 
negative,  and  still  these  patients  are  infected  with 
gonococci,  which  can  be  proven  if  we  persist  in 
our  efforts  to  locate  them. 

I rely  upon  the  complement  fixation  test  only 
as  another  aid  in  determining  when  a patient  is 
cured ; but  I consider  repeated  cultures,  pre- 
ceded by  massage  of  the  prostate  and  vesicles, 
the  passage  of  sounds,  and  the  injection  of  ure- 
thral follicles  with  twenty-per-cent  silver,  to- 
gether with  a hypodermic  of  gonococcic  vaccine, 
to  be  superior  to  any  method  at  our  command  for 
determining  the  presence  or  absence  of  gono- 
cocci. 
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We  have  found  that  culturia  media  of  beef 
testicles,  according  to  the  formula  of  Dr.  Hirsch- 
felder,  is  best  for  growing  gonococci.  The  in- 
tractability of  gonorrhoea  is  due  to  our  failure  to 
kill  the  gonococcus — not  that  we  do  not  possess 
efficient  gonococcicides,  for  we  have  some  very 
efficient  ones,  but  to  our  failure  to  reach  the  gon- 
ococcus. We  have  no  drugs  that,  when  injected 
into  the  urethra  and  bladder,  will  kill  the  gono- 
coccus when  he  is  buried  in  the  urethral  follicles, 
Cowper’s  glands,  the  utricle,  the  ejaculatory 
ducts,  seminal  vesicles,  or  prostate  gland.  The 
eradication  of  the  gonococcus  from  these  hiding 
places  is  a different  matter,  and  only  by  careful 
and  painstaking  treatment,  that  taxes  both  the 
patience  and  ingenuity  of  the  doctor  and  the  pa- 
tience and  pocketbook  of  the  patient,  can  it  be 
accomplished. 

It  has  been  my  experience  that  the  prostate 
vesicles  and  urethral  follicles  are  the  chief  of- 
fenders; and  it  is,  therefore,  to  these  structures 
that  our  special  attention  must  be  directed,  not 
failing,  however,  to  carefully  examine  every 
other  locality  that  could  harbor  a gonococcus. 
The  para-urethral  follicles  often  retain  infection 
for  years,  and  urethral  fistulse  that  are  apparently 
entirely  healed  may  prove  a secure  refuge  for 
this  wary  germ.  The  infection  in  the  seminal 
vesicles  is  often  overlooked,  and  gonococci  may 
remain  here  for  years,  causing  a train  of  symp- 
toms quite  baffling  to  the  internist.  They  can 
be  dislodged  from  this  locality  only  by  the  most 
careful  and  thorough  treatment,  even,  in  many 
cases,  having  to  resort  to  surgery  before  the  pa 
tient  is  entirely  relieved.  In  some  cases  the  gon 
ococcus  seeks  seclusion  in  the  utricle,  where  he 
is  safe  from  harm,  has  an  abundance  of  nourish- 
ment, and  all  environments  to  his  liking. 

The  treatment  of  intractable  gonorrhoea  con- 
sists, first,  in  locating  the  duct,  follicle,  or  gland 
that  harbors  the  gonococcus,  and,  second,  in  not 
overlooking  the  fact  that  in  dislodging  the  gono- 
coccus from  one  location  he  may  gain  a foothold 
in  another. 

For  para-urethral  infection,  incision  and  pack- 
ing is  best,  special  care  being  taken  to  open  the 
follicle  throughout  its  entire  length ; for  if  we 
fail  to  do  this,  the  infection,  will  not  be  eradi- 
cated. Infection  in  the  utricle  and  urethral  fol- 
licles is  treated  by  injection  with  peroxide  and 
water,  equal  parts,  followed  by  silver  nitrate 
twenty  per  cent  through  the  writer’s  follicular 


needle  and  by  fulguration  with  the  high-fre- 
quency current.  The  writer’s  needle  is  of  gold, 
about  nine  inches  long,  so  bent  that  the  hand  of 
the  operator  does  not  obstruct  the  view  when 
the  needle  is  introduced  into  the  follicle  through 
the  urethroscope  (see  cut).  I consider  fulgu- 
ration less  efficacious  than  injecting  with  the  fol- 
licular needle,  and  it  is  objectionable  from  the 
fact  that  fulguration  produces  a scar  which  may 
result  in  stricture  if  too  many  follicles  are  ful- 


gurated. Prostatic  and  vesicular  infection  is  best 
treated  by  massage ; but  hot  sitz  baths  and  the 
high-frequency  prostatic  electrode,  together  with 
the  passage  of  sounds  and  dilators,  should  be 
utilized  in  aiding  to  rid  the  prostate  and  vesicles 
of  gonococci. 

The  injection  of  the  vesicles  with  argyrol, 
collargol,  etc.,  after  Belfield  through  a vasostomy 
is  also  recommended,  and  in  some  cases  incision 
and  drainage  of  the  vesicles  is  necessary  to  ef- 
fect a cure.  A stricture,  too,  may  be  the  means 
of  prolonging  the  infection  ; and  this  must  receive 
appropriate  treatment  before  it  can  be  eradicated. 
Practically  all  strictures  are  dilatable,  and  only 
elastic  and  very  old  innodular  ones  should  be 
cut.  We  must  remember,  however,  that  once  a 
stricture,  always  a stricture ; and  after  adequate 
dilatation  has  been  attained,  these  patients  must 
be  warned  against  the  danger  that  is  in  store  for 
those  who  fail  to  have  sounds  passed  twice  a 
year  as  long  as  they  live. 

A small  meatus  is  also  a frequent  cause  of  in- 
tractable gonorrhoea.  A safe  rule  is  to  do  a 
meatomy  on  every  gonorrhoea  patient  whose 
meatus  will  not  admit  a No.  25  F.  sound. 

The  kidneys  should  not  be  overlooked  as  a 
possible  source  of  contamination.  Ureteral 
catheterization  and  culture  of  the  urine  from 
each  kidney  will  clear  up  this  point;  and  if  we 
find  gonococci  in  one  or  both  kidneys,  pelvic 
lavage  through  the  ureteral  catheter,  together 
with  autogenous  vaccines,  will  bring  about  a cure. 
Dr.  Montague  Boyd,  of  Birmingham,  Ala.,  re- 
ports two  cases  in  Surgery,  Gynecology,  and  Ob- 
stetrics, October,  1915,  in  which  he  obtained  most 
satisfactory  results  by  the  use  of  antimeningicoc- 
cic  serum. 

In  regard  to  serums  and  vaccines,  they  are 
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worthless  in  the  treatment  of  either  acute  or 
chronic  gonorrhoea.  In  their  complications,  how- 
ever, such  as  prostatitis,  vesiculitis,  epididymitis, 
arthritis,  etc.,  they  seem  to  help,  but  in  my  hands 
have  not  given  the  percentage  of  happy  results 
that  some  other  observers  have  reported.  I have 
found  the  vaccines,  however,  a valuable  aid  in 
determining  when  a patient  is  cured. 

When  do  we  discharge  a case  of  intractable 
gonorrhoea  as  cured?  Our  rule  is  to  have  five 
negative  cultures  at  weekly  intervals,  cultures  to 
be  obtained  after  prostatic  and  vesicular  mas- 
.sage,  the  passage  of  a sound,  and  injection  of 
urethral  follicles  with  silver  nitrate  through  the 
follicular  needle  and  the  fifth  one  after  the  ad- 
ministration of  gonococcic  vaccine.  The  patient 
is  then  given  a week’s  rest  from  treatment,  and 
at  the  end  of  this  time  a sixth  culture  is  made ; 
and  if  this  proves  negative,  he  is  told  that,  to 
the  best  of  our  knowledge  and  belief,  he  is  well ; 
hut  he  is  urged  to  report  in  another  month  for  a 
seventh  and  a final  test,  which,  if  negative, 
leaves  little  room  for  doubt  that  he  is  completely 
cured. 


UNITED  STATES  PUBLIC  HEALTH 
SERVICE. 

Congress  has  recently  made  an  appropriation 
for  thirty-three  additional  assistant  surgeons  in 
the  United  States  Public  Health  Service.  These 
officers  are  commissioned  by  the  President  and 
confirmed  by  the  Senate.  The  tenure  of  office 
is  permanent,  and  successful  candidates  will  im- 
mediately receive  their  commissions. 

After  four  years’  service,  assistant  surgeons 
are  entitled  to  examination  for  promotion  to  the 
grade  of  passed  assistant  surgeon.  Passed  as- 
sistant surgeons,  after  twelve  years’  service,  are 
entitled  to  examination  for  promotion  to  the 
grade  of  surgeon. 

Assistant  surgeons  receive  $2,000 ; passed  as- 
sistant surgeons,  $2,400 ; surgeons,  $3,000 ; sen- 
ior surgeons,  $3,500 ; and  assistant  surgeon  gen- 
erals, $4,000  a year.  When  quarters  are  not  pro- 
vided, commutation  at  the  rate  of  $30,  $40,  and 
$50  a month,  according  to  grade,  is  allowed. 

All  grades  receive  longevity  pay,  ten  per  cent 
in  addition  to  the  regular  salary  for  every  five 
years  up  to  forty  per  cent  after  twenty  years’ 
service. 

Examinations  will  be  held  every  month  or  so 


in  various  cities  for  the  convenience  of  candi- 
dates taking  the  examination.  Eurther  informa- 
tion will  be  furnished  by  addressing  the  Surgeon 
General,  United  States  Public  Health  Service, 
Washington,  D.  C. 


NOTES  AND  COMMENTS 


What  has  become  of  the  old-fashioned  doctor 
who,  as  precejitor,  gave  his  young  pupil  a chance 
to  see  and  do  ? 


Dr.  S.  T.  Parker,  Lexington,  has  returned  to 
his  work  after  a two-months’  visit  to  Northern 
and  Eastern  clinics. 


What  has  become  of  the  medical-college  pro- 
fessor who  gave  his  assistant  a ch.ance  and  would 
not  “ fire  ” him  when  he  made  good? 


At  the  Conference  of  State  Health  Officers 
held  at  Washington  in  August  the  Tennessee 
State  Board  of  Health  was  represented  by  Dr. 
H.  H.  Shoulders. 


Dr.  D.  P.  Kincaid,  Memphis,  was  married  on 
August  16  to  Miss  Bessie  Loraine  Sowers,  also 
of  Memphis.  Dr.  and  Mrs.  Kincaid  are  at  home 
at  584  South  Cooper  Street,  Memphis. 


Dr.  Jere  L.  Crook,  Jackson,  had  the  misfor- 
tune of  shooting  himself  through  the  hand  re- 
cently. We  do  not  know  what  Jere  was  aiming 
at,  but,  as  usual,  he  had  to  hit  something. 


Dr.  B.  J.  High,  Secretary  of  the  Smith 
County  Medical  Society,  writes  the  Journal 
that  his  society  is  prospering.  Dr.  High  is  a 
good  Secretary,  always  on  time  with  accurate  re- 
ports. 


W’e  propose  to  have  photographs  made  of  some 
of  the  papers  submitted  to  the  Journal  after  ye 
poor  editor  has  done  his  best  with  them.  These 
photos,  will  then  be  presented  to  the  so-called 
“ writers  ” of  the  papers.  One  hundred  and 
ninety-eight  corrections  in  one  paper  “ got  our 
goat.” 


September,  1916. 


h'.nirORIALS. 


219 


THE  JOURNAL 

OF  THE 

TE^^ESSEE  STATE  MEDICAL  ASSOCIATION 
Devotedtothe  Interests  o{  the  Medical  Profession  of  Tennessee 

Office  of  Publication,  Independent  Life  Bldg.,  Nashville,  Tenn 


SEPTEMBER,  1916 


EDITORIALS 


STATE  BOARD  OF  HEALTH 
LABORATORY. 

The  day  has  come  when  a well-manned  and 
well-equipped  laboratory  is  a most  valuable  arm 
of  a public-health  service  and  a positive  neces- 
sity for  any  state  department  of  health  which  is 
intended  to  give  really  helpful  service.  A year 
or  two  ago  the  present  Secretary  of  the  Tennes- 
see State  Board  of  Health  succeeded  in  securing 
an  appropriation  at  the  hands  of  the  Legislature 
which  enabled  the  board  to  establish  the  begin- 
ning of  what  it  is  hoped  will  grow  into  a hygienic 
laboratory  that  will  meet  the  demands  that  justly 
can  be  made  upon  such  an  institution  in  Tennes- 
see. Dr.  William  Litterer  has  conducted  the 
work  of  this  department  of  the  State  Board  of 
Health  in  a way  that  has  made  it  of  very  great 
value  to  the  board  and  to  the  physicians  and  peo- 
ple of  the  state ; but  the  activities  of  the  labora- 
tory have,  of  necessity,  been  very  limited  as  com- 
pared with  the  urgent  need  that  exists  for  labo- 
ratory facilities.  It  is  highly  important  that  the 
next,  Legislature  shall  be  made  to  see  the  impor- 
tance of  providing  money  enough  for  laboratory 
purposes  to  enable  the  Board  of  Health  to  with- 
draw the  restrictions  that  are  now  necessarily 
thrown  about  the  service  that  is  offered  through 
its  laboratory. 

It  is  not  at  all  necessary  to  point  out  to  the 
readers  of  this  Journal  just  what  the  many  ad- 
vantages are  that  can  be  offered  to  individual 
physicians,  individual  citizens,  communities,  and 
the  whole  state  by  the  operations  of  a well-con- 
ducted laboratory.  Suffice  it  to  say  that  such  an 
institution  can  be  of  inestimable  help  to  physi- 
cians in  diagnosis,  to  individual  citizens  in  mak- 
ing it  possible  for  them  to  receive  the  benefits  of 
sound  and  proper  treatment  based  upon  a scien- 
tific diagnosis  arrived  at  through  positive  labo- 
ratory methods,  and  to  communities  and  the 


state  at  large  through  the  detection  of  infections 
and  contaminations  of  public  water  supplies 
which  would  escape  discoverv  if  no  laboratory 
were  available. 

We  have  taken  some  trouble  to  secure  the  fig- 
ures given  below,  which  show  how  limited  the 
laboratory  service  of  the  State  Board  of  Health 
of  Tennessee  is  as  compared  with  like  institu- 
tions under  the  auspices  of  other  state  boards  of 
health  in  the  South. 

Where  1,215  specimens  were  examined  by  our 
State  Board  of  Health  Laboratory,  7,338  were 
examined  by  the  laboratory  of  little  South  Car- 
olina. Alabama  had  7,926  examinations  made, 
as  against  Tennessee’s  1,215.  Georgia,  through 
her  laboratory,  gave  nearly  eight  times  as  much 
service  as  did  Tennessee,  the  number  of  exami- 
nations having  been  8,602.  Mississippi,  with  a 
state  health  service  very  recently  established,  re- 
corded 11,981  examinations.  Virginia,  a state  in 
which  the  public-health  service  has  come  to  be 
recognized  as  a powerful  means  for  promoting 
the  general  welfare  of  the  state,  had  16,772  ex- 
aminations made  in  the  work  incident  to  health 
promotion.  North  Carolina,  another  of  our 
neighbors,  exceeded  Virginia’s  record  by  more 
than  100  examinations,  having  recorded  16,879. 
Florida,  a state  which  appreciates  the  absolute 
necessity  for  health  conservation  in  a state  which 
has  any  hope  of  material  advancement  in  any 
line  and  in  which  die  public-health  department 
is  supported  by  direct  taxation  of  all  the  people, 
maintains  three  laboratories,  in  which  29,177  ex- 
aminations were  made,  as  against  Tennessee’s 
1,215.  What’s  the  answer? 

The  answer  is  that  Tennessee’s  Board  of 
Health  must  have  more  money  to  operate  more 
laboratory  and  to  give  more  service  toward  re- 
ducing the  unnecessary  high  death  rate,  which 
is  a most  hurtful  advertisement  to  Tennessee, 
the  best  state  of  them  all.  There  is  no  valid  rea- 
son which  can  be  stated  by  any  man  why  Ten- 
nessee should  not  progress  with  the  most  pro- 
gressive, and  an  efficient  health  service  is  one 
of  the  first  essentials  for  any  state  which  would 
go  forward  and  stay  up  in  the  procession.  The 
“ no-money  ” cry  which  greets  every  movement 
for  betterment  of  living  conditions  in  Tennessee 
should  be  choked  into  silence  by  sensible  legis- 
lation that  will  provide  money.  Cut  off  a few 
hundred  thousands  from  fee-grabbing  officials  in 
the  ninety-six  counties  in  Tennessee  and  turn 
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this  money  into  channels  where  it  will  produce 
benefits  for  the  masses.  This  is  only  one  sugges- 
tion of  the  many  that  might  be  offered  looking 
TO  the  providing  of  money  sufficient  to  put  old 
Tennessee  where  she  belongs  among  her  sister 
states — up  in  front.  Long  enough  has  she  been 
advertised  to  the  world  as  the  “ only  state  except 
Arkansas  ” which  is  between  any  other  state  and 
the  bottom  of  the  list  in  the  matter  of  providing 
for  the  proper  safeguarding  of  the  public  health. 


-OLS,  -ARGINS,  -TOLS,  AND  -TARNINS. 

Several  weeks  ago  a Tennessee  physician  de- 
scribed his  treatment  for  a common  disease  in 
the  hearing  of  this  writer.  For  the  initial  stage 
he  used  some  kind  of  -ol,  and  followed  it  up 
with  some  kind  of  -argin.  If  things  went  along 
smoothly  for  a day  or  two,  he  supplemented  the 
-argin  with  a -tol  and  then  increased  his  medica- 
tion by  stuffing  his  patient  with  a -tarnin ; if 
things  did  not  go  well,  he  immediately  proceeded 
to  make  them  go  worse  by  doubling  his  doses 
of  -ols,  decreasing  the  intervals  between  the  ad- 
ministration of  the  -argins,  hanging  steadily  to 
his  -tols,  and  swimming  the  poor  patient  in 
-tarnins.  In  addition  to  all  this  damfoolishness, 
he  wrapped  ’em  up  in  -gistines,  painted  ’em  with 
-gyrols,  and  steamed  ’em  with  -molines.  We 
didn’t  stay  to  hear  what  he  did  with  his  patients 
after  that ; but  as  we  drove  away  from  this  doc- 
tor’s town,  we  noted  a large  and  enthusiastic 
cemetery  adorning  a very  considerable  portion  of 
the  landscape  which  we  easily  persuaded  our- 
.‘^elves  to  believe  was  promoted  and  populated  by 
the  giver  of  the  “ ready-mades.” 

We  listened  to  a discussion — -have  listened  to 
I several  of  them,  in  fact — participated  in  by 
physicians  who  devote  themselves  to  the  treat- 
ment of  diseases  of  the  eye,  ear,  nose,  and  throat. 
\V'e  heard  the  names  of  more  different  kinds  of 
-ols,  -argins,  -tols,  and  -tarnins  in  that  discussion 
than  we  thought  the  multiplied  minds  of  all  the 
men  in  creation  could  invent.  These  remarkable 
“ remedies,”  as  described  by  these  remarkable 
specialists,  could  “ penetrate  further  ” than  a bul- 
let from  a Mauser  rifle,  could  disinfect  more 
thoroughly  and  quicker  than  naked  fire,  resolve 
and  dissolve  more  completely  than  concentrated 
sulfuric  acid  and  aqua  regia,  singly  and  com- 
bined, and  soothe  more  gently  than  a mother’s 
heavenly  song  to  her  babe  in  arms. 


We  had  some  kind  of  a “ breakin’  out  ” on  1 
our  hide,  and  went,  as  we  have  been  taught  we  | 
should  do,  to  a skin  specialist  for  treatment.  It 
was  nearly  necessary  to  hire  a dray  to  carry  ; 
away  the  bundle  of  prescriptions  that  was  given  i 
us ; but,  numerous  as  the  prescriptions  were, 
there  were  less  than  half  as  many  of  them  as  ^ 
there  were  -ols,  -argins,  -tols,  and  -tarnins  writ- 
ten on  them.  They  were  to  be  taken  inside, 
washed  on  the  outside,  sprayed  and  painted, 
rubbed  and  smeared  on,  washed  off  and  worn  off.  , 

We  have  been  into  the  offices  of  many  of  these 
dispensers  of  ready-made-sure-shot-never-fail-  I 
best -ever- money-getters-for-the-men-that-make- 
them,  and  have  seen  the  medical  literature  that  j 
adorns  their  desks  and  tables.  The  “ Buy-from-  ! 
us  Gazette,”  the  “ We  - want  - your  - trade  Ar-  i 
chives,”  the  “ In-the-game-for-the-money  Ther-  i 
apeutic  Notes,”  and  the  “ Boost-’em-up  Clinic  ” 
are  the  magazines  that  have  been  unwrapped  in 
those  offices.  The  names  here  given  of  these  ' 
magazines  are  fictitious  mainly  in  that  they  dis- 
close the  real  purpose  which  they  are  intended  to 
serve,  for  the  truth  can  never  be  fictitious,  and 
the  names  we  have  given  are  the  true  names  for 
these  periodicals,  even  though  they  do  not  so  ap- 
pear on  the  title-pages. 

A large  number  of  physicians,  relatively  speak- 
ing, testified  for  Wine  of  Cardui  in  the  recent 
lawsuit  against  the  American  Medical  Associa- 
tion. 

What  we  want  to  know  is : Is  the  medical 
profession  responsible  for  a great  deal  of  the 
self-drugging  that  is  practiced  by  the  people? 
Does  their  readiness  to  prescribe  the  -ols,  -argins, 
-tols,  and  -tarnins  tend  to  discourage  the  use  of 
proprietaries  put  out  by  irresponsible  manufac- 
turing concerns?  Is  the  patent-medicine  boozer 
encouraged  in  his  indulgence  by  the  attitude  of 
many  physicians  toward  nostra  of  all  sorts? 
Will  the  confidence  of  the  people  which  was 
formerly  enjoyed  by  doctors  ever  be  restored  so 
long  as  unscientific,  unoriginal,  and  inexcusable 
shotgun  prescribing  of  preparations  primarily  in- 
tended by  their  makers  for  their  own  enrichment 
is  continued  by  so  large  a number  t)f  physicians 
as  now  are  guilty  of  such  practice? 

I'RACHOMA  HOSPITAL. 

Dr.  R.  Q.  Lillard,  Secretary  of  the  State 
Board  of  Health,  is  very  greatly  pleased  over  the 
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opening  of  a hospital  for  the  treatment  of  tra- 
choma at  Tazewell.  This  institution,  under  the 
direction  of  Surgeon  McMullen,  of  the  United 
States  Public  Health  Service,  will  undoubtedly 
render  a great  service,  not  alone  in  the  treatment 
of  trachoma,  but  also  as  a center  from  which 
trustworthy  and  helpful  instruction  will  be  given 
concerning  the  prevention  of  the  disease. 

Dr.  McMullen  has  done  great  work  among  the 
mountain  people  of  Kentucky,  so  many  of  whom 
have  suffered  from  the  evil  effects  of  trachoma. 
He  will  not  find  the  disease  so  widespread  in 
Tennessee,  but  will  find  plenty  of  opportunity  to 
exercise  his  splendid  ability  as  a practitioner,  an 
educator,  and  an  executive. 

The  Journal  congratulates  Dr.  Lillard  upon 
■ his  enterprise  in  securing  the  good  offices  of  Sur- 
geon McMullen,  the  people  of  Tazewell  upon 
their  public-spiritedness  in  furnishing  the  Tra- 
choma Hospital,  and  the  people  of  the  moun- 
I tains  of  Upper  East  Tennessee  upon  having  this 
' very  splendid  service  brought  to  them. 

We  bespeak  the  cordial  and  active  cooperation 
of  the  medical  i)rofession  for  Dr.  McMullen  in 
his  great  work.  Eighty-nine  of  every  100,000  of 
our  population  are  blind.  Trachoma  is  one  of  the 
reasons. 


' PLEASE  PAY  YOUR  SUBSCRIPTION. 

Several  who  subscribed  to  the  fund  which  was 
raised  at  Knoxville  for  the  purpose  of  assisting 
the  Roane  County  Medical  Society  to  defray  the 
j expense  of  the  prosecution  of  a certain  notorious 
quack  have  not  paid  the  amount  of  their  sub- 
scription. The  Secretary  is  ready — and  has  been 
for  a long  time — to  publish  in  the  Journal  the 
names  of  those  who  subscribed  and  the  amounts 
given.  This  information  will  be  published  in 
the  Journal  within  the  next  two  months,  and 
along  with  the  names  of  those  who  have  paid 
will  be  published  the  names  of  those  who  have 
not  paid. 

Please  pay  your  subscription  ! 


DR.  JOHN  BENJAMIN  MURPHY. 

Dr.  John  Benjamin  Murphy,  one  of  the  great- 
est teachers  of  surgery  and  one  of  the  greatest 
technicians  the  profession  of  surgery  has  ever 
known,  died  at  Mackinac  Island,  Mich.,  on  Au- 
gust 11,  1916.  Dr.  Murphy  was  born  in  1857  in 


Wisconsin,  and  received  his  degree  in  medicine 
from  Rush  Medical  College  in  1879,  after  which 
he  studied  in  Germany  for  several  years.  He 
was  Professor  of  Surgery  in  Northwestern  Uni- 
versity School  of  Medicine  and  Professor  of 
Clinical  Surgery^  in  the  Chicago  Postgraduate 
Medical  School.  He  was  an  ex-President  of  the 
American  Medical  Association,  and  had  received 
the  greatest  honors  which  could  be  bestowed  at 
the  hands  of  other  medical  and  surgical  associa- 
tions, as  well  as  many  most  distinguished  favors 
from  other  scientific  and  social  organizations. 
Dr.  Murphy  had  devised  numerous  operative 
procedures,  had  invented  several  exceedingly 
valuable  surgical  appliances,  and  was  the  pioneer, 
investigator  in  numerous  fields  of  surgery  in 
which  his  explorations  led  him  to  most  helpful 
discovery.  As  a teacher,  he  was  preeminent,  and 
his  operating  clinic  at  Mercy  Hospital  in  Chi- 
cago was  the  center  to  which  great  numbers  of 
progressive  surgeons  from  all  parts  of  the  world 
traveled  for  instruction.  The  name  of  “John 
Benjamin  Murphy  ” is  one  which  will  live  long- 
in  the  history  of  surgery. 


MEDICAL  CORPS,  U.  S.  NAVY. 

The  next  examination  for  appointment  in  the 
Medical  Corps  of  the  navy  will  be  held  on  or 
about  October  23,  1916,  at  Washington,  D.C. ; 
Boston,  Mass. ; New  York,  N.  Y. ; Philadelphia, 
Pa. ; Norfolk,  Va. ; Charleston,  S.  C. ; Great 
Lakes  (Chicago),  III.;  Mare  Island,  Cal.;  and 
Puget  Sound,  Wash. 

Applicants  must  be  citizens  of  the  United 
States  and  must  submit  satisfactory  evidence  of 
preliminary  education  and  medical  education. 

The  first  stage  of  the  examination  is  for  ap- 
pointment as  assistant  surgeon  in  the  Medical 
Reserve  Corps,  and  embraces  the  following  sub- 
jects: (a)  Anatomy,  (&)  physiology,  (c)  mate- 
ria medica  and  therapeutics,  {d)  general  medi- 
cine, {e)  general  surgery,  (/)  obstetrics. 

The  successful  candidate  then  attends  the 
course  of  instruction  at  the  Naval  Medica! 
School.  During  this  course  he  receives  a salary 
of  $2,000  per  annum,  with  allowances  for  quar- 
ters, heat,  and  light ; and  at  the  end  of  the  course, 
if  he  successfully  passes  an  examination  in  the 
subjects  taught  in  the  school,  he  is  commis- 
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sioned  an  assistant  surgeon  in  the  navy  to  fill  a 
vacancy. 

Full  information  with  regard  to  the  physical 
and  professional  examinations,  with  instructions 
how  to  submit  formal  application,  may  be  ob- 
tained by  addressing  the  Surgeon  General  of  the 
Navy,  Navy  Department,  Washington,  D.  C. 

W.  C.  Braisted, 
Surgeon  General,  U.  S.  Navy. 
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Newman,  W.  P.  Atchley,  W.  R.  Cochrane,  H.  P.  Coile, 
A.  G.  Kyle,  G.  F.  Ross,  E.  H.  Ford,  Cary  Snoddy, 
R.  L.  AIcReynolds,  C.  \A’.  Rain,  R.  F.  AIcCrar\L  W.  S. 
Ogle,  A.  R.  Garrison  (Byington),  W.  G.  Casenburg, 
C.  AL  Capps,  V.  E.  Alassey,  C.  C.  DeArmond,  Alichael 
Campbell,  J.  H.  Wilkerson,  J.  G.  AIoss,  and  H.  J.  Bolin 
(Alascot). 

LAKE  COUNTY  AIEDICAL  SOCIETY. 

Drs.  W.  S.  Ale.xander,  Ridgely;  J.  D.  Alexander, 
Tiptonville;  J.  A.  Fisher,  Phillippy;  R.  W.  Griffin,  Tip- 
tonville;  J.  F.  Griffin,  Tiptonville;  J.  A.  Jones,  Wynn- 
burg;  E.  T.  Kelty,  R.  F.  D.  No.  1,  Tiptonville;  W.  L. 
Summers,  Ridgely;  J.  E.  AIcDill,  Tiptonville. 

LAUDERDALE  COUNTY  AIEDICAL  SOCIETY. 
Drs.  S.  T.  Chapman,  R.  F.  D.,  Halls;  J.  L.  Dunavant, 
R.  F.  D.,  Henning;  J.  P.  David,  Cherry;  S.  AI.  Glenn, 
R.  F.  D.,  Ripley;  William  Hall,  R.  F.  D.,  Halls;  W.  K. 
Lackey,  Ripley;  J.  H.  Lackey,  Ripley;  Joe  B.  Lackey, 
Ripley ; J-.  R.  Lewis,  Ripley ; G.  A.  Lusk,  Ripley ; A.  P. 
Alassengill,  Halls ; W.  D.  Aliller,  Ripley ; T.  E.  Aliller, 
Ripley;  J.  R.  Osteen,  Ashport;  J.  A.  Porter,  Ripley; 

T.  F.  Pipkin,  Henning;  J.  W.  Sanford,  Ripley;  H.  W. 
Sanford,  Henning;  W.  C.  Sanford,  Henning;  G.  T. 
Scott,  R.  F,  D.,  Curve;  B.  R.  Sanford,  R.  F.  D.  No.  2, 


Henning;  W.  H.  Tucker,  Jr.,  R.  F.  D.,  Halls;  Charles 
B.  Walker,  R.  F.  D.,  Ripley;  W.  P.  Alillen,  Halls;  L. 

F.  Ferguson,  Gates;  C.  L.  Johnston,  Ripley. 

LINCOLN  COUNTY  AIEDICAL  SOCIETY. 
Drs.  J.  AI.  Anderson,  Fai'etteville ; E,  K.  Blair,  Fay- 
etteville ; B.  B.  Brock,  Blanche ; J.  D.  Bryant,  Route 
No.  8,  Fayetteville;  W.  F.  Cannon,  Route  No.  5,  Fay- 
etteville ; W.  A.  Casbion,  Fayetteville ; J.  AI.  Cullum, 
Fayetteville;  J.  P.  Farrar,  Route  No.  8,  Fayetteville; 

E.  C.  Forbes,  Howell ; L.  H.  Gilliam,  Kelso ; C.  L. 
Goodrich,  Fayetteville ; J.  T.  Graham,  Booneville ; A. 

G.  Hayes,  Cold  Water;  E.  F.  Holland,  Alulberry ; D. 
T.  Hardin,  Blanche;  W.  S.  Joplin,  Petersburg;  H.  A. 
Laws,  Lynchburg;  S.  F.  AIcRady,  Petersburg;  J.  AI. 
AlcWilliams,  Fayetteville;  B.  E.  Noblett,  Fayetteville; 
T.  A.  Patrick,  Fayetteville;  J.  AI.  Shelton,  Route  No. 
1,  Kelso;  J.  E.  Sloan,  Boon’s  Hill;  J.  AL  Wyatt,  Fay- 
etteville; A.  L.  Yearwood,  Fayetteville;  J.  B.  Goodwin, 
Flora. 

LOUDON  COUNTY  AIEDICAL  SOCIETY. 

Drs.  J.  T.  Deeper,  Lenoir  City;  J.  G.  Eblen,  Lenoir 
City;  R.  D.  AIcDonald,  Lenoir  City;  T.  J.  Hickman, 
Lenoir  City;  Ambrose  Jones,  Greenback;  W.  D.  Pad- 
gett, Lenoir  City;  W.  O.  Brickells-,  Kizer ; W.  H.  Eblen, 
Petros;  N,  C.  Ellis,  Friendsville ; J.  J.  Harrison,  Jr., 
Loudon  ; H.  A.  P.  Harr(son,  Loudon. 

AIACON  COUNTY  AIEDICAL  SOCIETY. 

Drs.  H.  C.  Smith,  Lafayette;  W.  Y'.  Tucker,  Lafay- 
ette ; D.  D.  Howser,  Lafayette ; P.  East,  Lafayette ; AL 

H.  Allen,  Lafayette;  J.  Y.  Freeman,  Lafayette;  J.  L. 
Jones,  Hillsdale. 

MADISON  COUNTY  AIEDICAL  SOCIETY. 

, Drs.  R.  L.  Greer,  Norwood ; J.  AI.  Curry,  Alercer ; 
Kelly  Smythe,  Bemis ; Jessie  Raines,  Alalesus.;  Y'.  B. 
Russel,  care  Soochow  Hospital,  Soochow,  China;  L.  L. 
Y-’^ebl),  Carroll;  G.  L.  Y’illiamson,  Jackson;  Y-'^ill  T. 
Fitts,  Jackson;  F.  B.  Hamilton,  Jackson ;’ Ambrose  AIc- 
Coy,  Jackson;  A.  B.  Dancy,  Jackson:  Horace  Jones, 
R.  F.  D.  No.  1,  Jackson;  J.  A.  Crook,  Jackson;  J.  L. 
Crook,  Jackson;  R.  S.  Brown,  Jackson;  Herman  Haw- 
kins, Jackson;  W.  G.  Saunders,  Jackson;  S.  A.  Hen- 
deVson,  Jackson;  B.  C.  Arnold,  Jackson;  J.  AI.  Arnold, 
Jackson;  J.  AL  Blackmon,  Jackson;  Yk  C.  Duckworth, 
Jackson;  J.  T.  Herron,  Jackson;  P.  B.  Lusk,  Jackson; 

F.  J.  O’Connor,  Jackson;  J.  T.  Barbee,  Jackson;  J.  D. 
Hopper,  R.  F.  D.  No.  2,  Jackson;  A.  AL  Tullos,  Jack- 
son  ; Robert  D.  AIcKissock,  Denmark ; Yu  F.  Rochelle, 
R.  F.  D.  No.  2,  Jackson;  Frank  AL  Alurtaugh,  R.  F.  D. 
No.  2,  Jackson. 

AIARSHALL  COUNTY  AIEDICAL  SOCIETY. 
Drs.  R.  G.  Baxter,  Caney  Spring;  N.  H.  Culbertson, 
Chapel  Hill;  J.  C.  Crunk,  Cornersville ; J.  S.  Casey, 
Ostella ; C.  Yu  Dickey,  Cornersville ; AL  D.  Dryden, 
Petersburg ; F.  H.  Gault,  Cornersville ; S.  T.  Hardison, 
Lewisburg ; C.  C.  Hardison,  Lewisburg;  J.  A.  Hardi- 
son, Lewisburg.;  A.  Jones,  Cornersville;  T.  R.  Logan, 
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Lewisburg;  C.  P.  Marsh,  Petersburg;  S.  A.  Moffitt, 
Cornersville ; W.  F.  Preston,  Mooresville ; T.  E.  Reed, 
Lewisburg;  J.  W.  Reed,  Belfast;  W.  E.  Troxler,  Lew- 
isburg; J.  B.  White,  Lewisburg;  Garrett  White,  Chapel 
Hill;  L.  E.  Wheat,  Cornersville;  C.  W.  Womack,  Lew- 
isburg; W.  E.  Vaden,  Rich  Creek. 

MAURY  COUNTY  MEDICAL  SOCIETY. 

Drs.  O.  J.  Porter,  Columbia;  R.  S.  Perry,  Columbia; 
M.  M.  Cook,  Santa  Fe ; P.  D.  Biddle,  Columbia ; W.  K. 
Sheddan,  Columbia ; J.  W.  Wilkes,  Columbia ; R.  M. 
Church,  Williamsport;  J.  H.  Jones,  Hampshire;  Rob- 
ert Pillow,  Jr.,  Columbia;  A.  N.  Doyle,  Theta;  P.  H. 
Faucette,  Columbia;  A.  H.  Horseley,  Columbia;  W.  R. 
Webb,  Hampshire;  E.  M.  Ragsdale,  Williamsport;  M. 
A.  Beasley,  Hampshire;  J.  C.  Hardin,  Spring  Hill;  H. 
A.  Gant,  Columbia;  T.  B.  Brown,  Columbia;  T.  J, 
Hardison,  Carter’s  Creek;  W.  E.  Martin,  Columbia; 
C.  D.  Nowlin,  Columbia;  C.  A.  Forgey,  Columbia; 
J.  G.  Williamson,  Jr.,  Columbia;  J.  S.  Covey,  Glendale; 
J.  G.  Waldrop,  Lynnville;  H.  C.  Anderson,  Williams- 
port; J.  G.  Williamson,  Sr.,  Columbia;  W.  H.  Kittrell, 
Mount  Pleasant;  G.  C.  English,  Mount  Pleasant;  M.  B. 
Smiser,  Culleoka ; L.  E.  Ragsdale,  East  Tennessee 
Asylum  for  Insane,  Knoxville ; Robert  Pillow,  Colum- 
bia; M.  F.  Walker,  Santa  Fe;  W.  B.  Harrison,  Colum- 
bia; W.  E.  Black,  Columbia. 

MONROE  COUNTY  MEDICAL  SOCIETY. 

Drs.  W.  A.  McClain,  Sweetwater;  L.  L.  Barnes, 
Vonore ; J.  A.  Hardin,  Sweetwater ; R.  O.  Kimbro, 
Madisonville ; H.  C.  Shearer,  Madisonville ; B.  W.  Bag- 
well,  Madisonville ; S.  N.  Penland,  Madisonville;  W. 
H.  Arrants,  Sweetwater ; T.  M.  Roberts,  Sweetwater ; J. 

A.  McCallum,  Vonore ; M.  D.  Shearer,  Tellico  Plains. 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY. 

Drs.  J.  W.  Brandau,  Clarksville;  M.  L.  Hughes, 
Clarksville ; F.  J.  Runyon,  Clarksville ; Howard  Ed- 
monson, Clarksville;  T.  H.  Marable,  Clarksville; 
George  Vaughn,  Clarksville;  R.  B.  Macon,  Clarksville; 

B.  M.  Little,  Clarksville;  J.  D.  Slayden,  Clarksville; 
L.  Neblett,  Slayden;  J.  W.  Ross,  Jr.,  Clarksville;  M.  L. 
Ellis,  Clarksville ; J.  C.  Geurin,  Slayden ; R.  J.  McEall, 
Erin. 

MORGAN  COUNTY  MEDICAL  SOCIETY. 

Drs.  1.  H.  Jones,  Sunbright;  J.  L.  Cooper,  Oakdale; 
A.  Byrd,  Wartburg;  T.  M.  McGill,  Catoosa. 

McMINN  COUNTY  MEDICAL  SOCIETY. 

Drs.  D.  P.  Brendle,  Englewood;  L.  A.  Copenhaver, 
Englewood;  W.  H.  Buttram,  Niota;  Joseph  McGahey, 
Niota;  J.  O.  Nichols,  Etowah;  Olin  Rogers,  Etowah; 
J.  L.  Basinger,  Riceville;  H.  F.  Taylor,  Calhoun;  R.  A. 
Brock,  Athens;  J.  L.  Proudfoot,  Athens;  Gus  Shipley, 
Athens;  J.  R.  Nankivell,  Athens. 

McNAIRY  COUNTY  MEDICAL  SOCIETY. 

Drs.  H.  C.  Sanders,  Selmer ; O.  C.  Doty,  Savannah ; 
T.  G.  Jackson,  Gravel  Hill;  J.  H.  Boatman,  Bethel 


Springs;  W.  T.  Bell,  Selmer;  W.  M.  Barnes,  Finger; 

R.  M.  Kendrick,  Selmer;  N.  A.  Tucker,  Finger;  E.  G. 
Sanders,  Stantonville ; Gilbert  Howell,  Stantonville ; T. 
A.  Kirkland,  M.  & O.  R.  R.,  Guys ; J.  J.  Abernathy, 
Route  No.  5,  Corinth,  Miss. ; E.  M.  Smith,  Bethel 
Springs ; J.  R.  Smith,  Selmer ; W.  H.  Hodges,  Finger ; 
J.  H.  Curry,  Adamsville ; E.  L.  Baker,  Adamsville ; H. 
Abernathy,  Adamsville. 

OBION  COUNTY  MEDICAL  SOCIETY. 

Drs.  H.  W.  Qualls,  Union  City;  M.  A.  Blanton,  Union 
City;  J.  B.  Bond,  Union  City;  F.  W.  Watson,  Union 
City ; J.  D.  Carlton,  Union  City ; J.  B.  Hibbitts,  Union 
City;  1.  H.  Jordan,  Route  No.  1,  Obion;  J.  B.  Sharp, 
Obion ; L.  D.  Nichols,  Hickman,  Kjc ; E.  H.  White, 
Rives;  Tom  P.  Callicott,  Rives;  J.  D.  Adams,  Horn- 
beak;  James  F.  Darnell,  Obion;  J.  B.  Adkerson,  Mer- 
kel, Texas;  W.  F.  Roberts,  Troy;  J.  B.  Havener,  Troy; 
P.  N.  Matlock,  Union  City ; M.  L.  Smith,  Pierce  Sta- 
tion ; L.  D.  Boaz,  Harris ; J.  A.  Phelps,  Jordan,  Ky. 

OVERTON  COUNTY  MEDICAL  SOCIETY. 
Drs.  W.  M.  Breeding,  Livingston ; W.  M.  Brown. 
Hilham ; J.  D.  Capps,  Livingston;  J.  W.  Davis,  Windle; 
J.  T.  McDonald,  Monroe ; A.  R.  Qualls,  Livingston ; 
W.  L.  Wisener,  Monroe ; O.  H.  Moyer,  Crawford. 

POLK  COUNTY  MEDICAL  SOCIETY. 

Drs.  L.  E.  Kimsey,  Ducktown ; E.  M.  Kimsey,  Duck- 
town  ; W.  W.  Kimsey,  Ducktown ; A.  J.  Guinn,  Duck- 
town ; R.  L.  Hyder,  Isabella;  F.  O.  Geisler,  Isabella; 
E.  M.  Akin,  Copper  Hill ; A.  W.  Lewis,  Copper  Hill ; 
W.  Y.  Gilliam,  Copper  Hill ; W.  J.  Copeland,  Ocoee. 

PUTNAM  COUNTY  MEDICAL  SOCIETY. 

Drs.  R.  L.  Ray,  Monterey;  D.  J.  Ensor,  Cookeville; 
J.  F.  Dyer,  Cookeville;  W.  S.  Farmer,  Cookeville; 
Z.  L.  Shipley,  Cookeville;  Lex  Dyer,  Cookeville;  J.  S. 
Trapp,  R.  F.  D.  No.  8,  Sparta;  J.  B.  S.  Martin,  Cooke- 
ville; J.  T.  Moore,  Algood;  W.  A.  Howard,  Algood; 

S.  Denton,  Buffalo  Valley;  W.  E.  S3'pert,  Baxter;  L. 
A.  Ledford,  Baxter. 

RHEA  COUNTY  MEDICAL  SOCIETY. 

Drs.  C.  C.  Patch,  Graysville ; W.  P.  Allen,  Dayton ; 
Sam  Donaldson,  Dayton ; J.  R.  Gillespie,  Dayton ; Stella 
Alartinson,  Graysville ; M.  M.  Martinson,  Graysville ; 
W.  F.  Thomison,  Dayton;  R.  C.  Miller,  Evensville ; 
W.  P.  McDonald,  Spring  City;  A.  W.  Gross,  Sale 
Creek;  R.  W.  Barnette,  Evensville;  G.  E.  Johnson, 
Route  No.  1,  Dayton. 

ROANE  COUNTY  MEDICAL  SOCIETY. 

Drs.  J.  A.  Sewell,  Rockwood ; J.  C.  Wilson,  Rock- 
wood;  J.  E.  Nelson,  Rockwood;  J.  M.  Clack,  Rock- 
wood  ; W.  S.  Clack,  Rockwood ; E.  S.  Phillips,  Rock- 
wood; T.  H.  Phillips,  Rockwood;  John  Roberts,  Kings- 
ton ; G.  P.  Zirkle,  Kingston ; H.  M.  Carr,  Harriman ; 
G.  C.  G.  Givan,  Harriman ; W.  W.  Hill,  Harriman ; 
J.  J.  Waller,  Oliver  Springs;  J.  P.  Hatfield,  R.  F.  D., 
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Kingston ; G.  E.  Wilson,  Cardiff ; E.  F.  Dodson,  Harri- 
man ; J.  Blair  Cross,  Wheat. 

ROBERTSON  COUNTY  MEDICAL  SOCIETY. 
Drs.  James  R.  Connell,  Adams;  W.  B.  Dye,  Spring- 
field  ; B.  F.  Fyke,  Springfield ; James  J.  Frey,  Spring- 
field ; W.  T.  Henry,  Springfield;  T.  L.  Johnson,  Green- 
brier; Guy  R.  Jones,  Orlinda;  J.  E.  Moore,  Springfield; 

R.  L.  Mathews,  Springfield ; C.  C.  Odom,  Springfield ; 

D.*  W.  Ramer,  Springfield;  William  Royster,  Cedar 
Hill;  H.  S.  Shoulders,  Springfield;  James  B.  Wood- 
ruff, Springfield;  William  W.  Winters,  Greenbrier;  W. 
W.  Porter,  Springfield;  J.  S.  Freeman,  Springfield;  J. 
H.  Peeves,  R.  F.  D.,  Springfield;  J.  W.  Thomas,  Cross 
Plai''  s ; M.  L.  Connell,  Adams. 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY. 

Drs.  G.  W.  Croswait,  Florence;  Sam  L.  Wiles,  Hall’s 
Hill ; E.  B.  Allan,  Christiana ; J.  C.  Overall,  Lascassas ; 

D.  C.  Huff,  Christiana ; J.  J.  Rucker,  Overall ; J.  F. 
Harris,  Walter  Hill;  F.  C.  Hargis,  Murfreesboro;  J. 

C.  Kelton,  Lascassas ; R.  W.  Read,  Murfreesboro ; E. 

M.  Holmes,  Murfreesboro ; J.  A.  Scott,  Murfreesboro ; 

A.  J.  Jamison,  Murfreesboro;  B.  N.  White,  Murfrees- 
boro; Mat  B.  Murfree,  Murfreesboro;  V.  S.  Campbell, 
Murfreesboro ; V.  K.  Earthman,  Murfreesboro ; S.  R. 
Smith,  Murfreesboro;  W.  C.  Bilbro,  Murfreesboro;  W. 

E.  Youree,  Readyville;  E.  H.  Jones,  Murfreesboro;  A. 

N.  Gordon,  Midland;  A.  E.  Goodloe,  Murfreesboro; 

R.  C.  Garrett,  Eagleville. 

SCOTT  COUNTY  MEDICAL  SOCIETY. 

Drs.  W.  W.  Foust,  Robbins ; Thomas  L.  Phillips, 
Oneida;  Pitney  Phillips,  Glenmary;  F.  M.  Boyatt, 
Oneida;  M.  E.  Thompson,  Oneida;  S.  S.  Foster,  Wagon 
Mound,  N.  M. ; J.  1.  Foster,  Huntsville;  D.  T.  Cham- 
bers, Smoky  Junction ; J.  B.  Swafford,  Roberta. 

SEVIER  COUNTY  'MEDICAL  SOCIETY. 

Drs.  A.  J.  Isham,  Sevierville ; J.  W.  Rogers,  Sevier- 
ville ; R.  J.  Ingle,  Sevierville ; J.  W.  Ogle,  Sevierville ; 
C.  H.  Hoffman,  Sevierville;  E.  A.  Zoller,  Sevierville; 

S.  W.  Flanagan,  Sevierville ; C.  Cusick,  Sevierville. 

SHELBY  COUNTY  MEDICAL  SOCIETY. 
Memphis. 

Drs.  J.  Hugh  Carter,  J.  C.  Ayers,  A.  L.  Becker,  J. 

B.  Blue,  W.  T.  Black,  R.  C.  Bunting,  K.  M.  Buck,  S.  N. 
Brinson,  W.  T.  Braun,  J.  L.  Barton,  W.  F.  Clary,  J.  J. 
Cullings,  T.  N.  Coppedge,  A.  F.  Cooper,  W.  C.  Camp- 
bell, A.  B.  DeLoach,  C.  E.  Duvall,  B.  N.  Dunnavant, 
Harry  Dickson,  1.  G.  Duncan,  H.  B.  Everett  (Bingham- 
ton), E.  C.  Ellett,  C.  W.  Edwards,  Robert  Fagin,  B.  W. 
Fontaine,  P.  M.  Farrington,  E.  E.  Francis,  Edwin  Gil- 
lespie, J.  J.  Hobson,  F.  B.  Hoover,  J.  F.  Hill,  L.  W. 
Haskell,  W.  L.  Howard,  H.  G.  Hill,  M.  Haase,  R.  G. 
Henderson,  Cummings  Harris,  George  P.  Jones,  Eliza- 
beth Kane,  Joseph  H.  Karsch,  William  Krauss,  George 
R.  Livermore,  W.  L.  Lawrence,  Louis  Leroy,  A.  C. 
Lewis,  Sidney  Meeker,  Battle  Malone,  J.  B.  McNulty, 


O.  S.  McCown,  W.  T.  Michie,  R.  F.  Mason,  Alfred 
Aloore,  J.  B.  McElroy,  F.  B.  Moore,  John  T.  Moss. 
Aloore  Moore,  A.  H.  Meyer,  B.  F.  Norwood,  George 

E.  Pettey,  J.  D.  Phillips,  W.  T.  Pride,  A.  W.  Rudisill, 
W.  G.  Somerville,  George  H.  Savage,  F.  D.  Smythe, 
J.  J.  Shea,  W.  Likely  Simpson,  S.  J.  Sibley,  W.  T. 
Swink,  J.  B.  Stanford,  M.  G.  Spingarn,  J.  G.  Seay  (Ger- 
mantown), E.  G.  Thompson,  S.  W.  Thorn,  S.  D.  Ter- 
rell, Neumon  Taylor,  J.  A.  Vaughan,  W.  R.  Wallace. 
A.  B.  Williams,  P.  H.  Wood,  W.  L.  Williamson,  E.  D. 
Watkins,  J.  S.  Winter,  W.  S.  Webb,  J.  M.  Biggs,  W.  B. 
Burns,  F.  A.  Jones,  Max  Kaplan,  J.  W.  Price,  Percy 
W.  Toombs,  Otis  S.  Warr,  N.  M.  McFarland,  Louis 
Levy,  H.  B.  Jacobson,  E.  C.  Blackburn,  J.  L.  Andrews. 

D.  P.  Kincaid,  W.  C.  Colbert,  Joseph  E.  Johnson,  H. 

T.  Brooks,  J.  L.  Beauchamp,  E.  L.  Anderson,  C.  D. 
Allen,  S.  T.  Rucker,  J.  L.  Morgan,  G.  E.  Anderson, 
A.  R.  Porter,  A.  R.  Porter,  Jr.,  E.  C.  Ham,  A.  P.  Bush, 

F.  R.  Chaffee  (Lucy),  Shields  Abernathy,  F.  M.  Malone 
(Capleville),  J.  C.  Clark,  W.  S.  Castles,  R.  B.  Flaniken, 
J.  P.  Owens,  F.  R.  Kenton,  A.  G.  Hudson  (Raines). 

E.  J.  Johnson,  J.  A.  Crisler,  J.  E.  French  (Oakville), 
J.  Clifton,  E.  D.  Mitchell,  O.  P.  Walker,  C.  C.  Howard, 
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SOME  FEATURES  OF  HISTORY 
TAKING.* 


By  W.  H.  Witt,  M.D., 
Nashville,  Tenn. 


At  the  risk  of  seeming  presumptuous,  I have 
chosen  the  subject  of  “History  Taking”- — pre- 
sumptuous because  taking  a history  is  to  be 
classed  with  physical  examination,  testing  urine 
and  blood,  or  other  elemental  features  of  diag- 
nosis. But  if  all  will  agree  that  a properly  taken 
history  is  often  very  important  and  that  it  is 
often  not  forthcoming,  there  appears  at  once  a 
reasonable  excuse  for  calling  attention  to  the 
subject. 

■j^A  history  ranges  in  its  bearing  in  the  situ- 
ation at  hand  all  the  way  from  being  of  no  value 
to  being  of  the  utmost  value.  If  the  case  hap- 
pens to  be  one  in  which  the  history  is  of  real  im- 
portance, it  follows  that  too  much  care  cannot  be 
bestowed  upon  it.  On  the  other  hand,  except 
for  fullness  of  record,  the  taking  of  an  elabo- 
rate history  is  often  a waste  of  time.  It  is  under- 
stood, of  course,  that  the  chief  value  of  a his- 
tory is  as  an  aid  to  diagnosis;  but  a history  is 
often  also  of  value  in  enabling  one  to  make  a 
prognosis  as  well^  I may  say,  too,  that  the  safest 
time  to  get  a thorough  history  is  when  the  pa- 
tient is  first  seen.  He  rather  resents  your  going 
over  the  history  again,  and  considers  that  you 
have  been  negligent  or  forgetful.  All  will  agree 
that  this  is  not  always  possible ; nor  is  it  possible 
every  time  to  write  down  a history.  It  is  true 
also  that  a history  of  special  features  may  often 
be  gone  over  more  than  once  with  profit.  If  a 
question  is  to  be  answered  properly,  it  is  of  first 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Med- 
ical Association,  Knoxville,  April,  1916. 


importance  that  it  be  understood ; and  patients 
only  too  often  fail  to  understand  the  meaning  of 
a question.  So  it  is  not  a bad  habit  to  read  the 
relevant  portions  of  a history  to  .the  patient  and 
let  him  confirm  or  make  corrections. 

\ It  is  customary  to  climb  the  family  tree  for 
information,  hoping  that  it  may  throw  some  light 
on  diagnosis,  and  this  is  very  proper ; but  I 
think  there  is  some  tendency  to  overestimate  the 
value  of  such  history.  Apart  from  tuberculosis, 
arterial  changes,  and  a tendency  to  functional 
nervous  disease,  there  is  not  much  to  be  gained 
from  a family  history ; but  in  two  of  these  par- 
ticularly, tuberculosis  and  nervous  stigmata,  such 
a quizzing  is  all-important^  (I  shall  not  dwell  on 
this.) 

It  is  in  taking  a personal  or  so-called  “ pre- 
vious ” history  that  there  arises  occasion  for 
skill,  but  especially  patience — skill  and  patience 
that  will  often  be  rewarded  by  unearthing  valu- 
able facts.  And  I may  say  that^a  detailed  history 
calls  for  a rather  liberal  knowledge  of  medicine, 
especially  the  meaning  of  symptoms.  This  is 
equivalent  to  saying  that  no  third  or  fourth-year 
medical  student,  or  even  hospital  interne,  is  pre- 
pared to  follow  the  various  clues  that  may  ap- 
pear in  a clinical  history. ^Such  an  individual 
often  gets  a better  history  than  you  or  I,  be- 
cause he  has  been  taught  to  be  methodical  and 
go  over  all  the  systems  for  data;  but  we  of  years 
of  practice  ought  to  be,  and  can  be,  both  more 
thorough  and  more  discriminating  in  our  lines 
of  inquiry.  A physician  devoting  himself  large- 
ly to  diagnosis  will  often  find  that  he  may  be  mis- 
led if  he  follows  a history  ^secured  by  some  one 
else.  In  this  paper  I shall  purposely  omit  the 
points  that  apply  to  'the  practice  of  pediatrics 
and  mental  diseases,  and  take  up  matters  that 
bear  on  diagnosis  in  ordinary  internal  medicine, 
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with  no  intention,  however,  to  completely  cover 
the  field. 

In  making  inquiry  into  the  childhood  of  an 
adult  patient,  it  is  of  no  great  importance  to 
know  what  diseases  he  had,  except  in  so  far  as 
we  get  information  as  to  complete  or  incomplete 
recovery.  I think  many  physicians  look  upon 
a history  of  scarlet  fever  or  diphtheria  as  impor- 
tant ; but  if  I find  that  a patient  had  those  dis- 
eases and  made  a prompt  recovery,  it  is  as  if  he 
had  not  had  them.  If  he  had  measles  or  whoop- 
ing cough,  I am  particularly  interested  in  his 
completeness  of  recovery — not  in  the  mere  fact 
of  his  having  had  them.  So  that  when  I read  in 
a history  that  the  patient  “ had  the  usual  diseases 
of  childhood,”  I get  no  help.  I wish  to  know 
what  those  illnesses  did  to  him.  I want  to  know 
what  physical  endurance  he  hacfi  whether  he  had 
shortness  of  breath,  a chronic  cough,  or  a ten- 
dency to  diarrhoea.  Such  questions  give  me  real 
information  as  to  his  physical  status  in  those 
years,  and  may  have  a very  definite  bearing  on 
the  present  trouble. 

If  the  case  is  of  a nervous  type,  I wish  to 
know  his  habits  as  a boy — whether  he  liked  to  be 
alone  or  with  the  crowd,  whether  he  made  friends 
or  did  not,  whether  he  took  his  playground  med- 
icine squarely  or  whether  he  whined.  I am  also 
inclined  to  attach  very  little  value  to  menstrual 
histories  of  girls.  Painful  or  irregular  or  even 
too  free  menstruation  are  so  common  and  ap- 
parently so  little  related  to  the  pelvic  conditions 
of  adult  women  that  I confess  I often  overlook 
careful  inquiry  along  that  line. 

In  taking  up  specific  items,  I shall  first  refer  to 
our  old  friend,  “ rheumatism.”  In  a sense  it  is 
superfluous  to  say  that  to  a doctor  the  layman’s 
“ rheumatism  ” is  a pain  anywhere  in  the  body 
except  his  belly  or  his  head.  But  we  are  still 
not  as  analytical  of  this  word  “ rheumatism  ” as 
we  might  be.  Of  course  it  covers  pleurisy,  angina 
pectoris,  lightning  pains  of  tabes,  prostatic  can- 
cer, as  well  as  every  variety  of  arthritis,  includ- 
ing spondylitis.  If  we  reduce  the  patient’s  rheu- 
matism to  an  arthritis,  it  then  becomes  necessary 
to  analyze  the  attack  of  arthritis.  A history  of 
so-called  “ rheumatic  fever  ” is  very  important, 
becau.se  it  has  a bearing  on  endocarditis.  But 
such  an  incidence  cannot  be  assumed  unless  the 
usual  features  are  more  or  less  accentuated — 
namely,  its  relation  to  sore  throat,  its  tendency 
to  ski])  from  joint  to  joint,  and  its  tendency  to 


complete  recovery.  I am  quite  aware  that  other 
more  chronic  arthritides  have  also  a relation  to 
sore  throat  and  have  some  tendency  to  endo- 
carditis; but  the  fact  remains  that  the  great  ma- 
jority of  cases  of  valvular  disease  of  children 
and  young  adults  can  be  traced  to  an  infection 
associated  with  tonsilitis,  rheumatic  fever  of  the 
above  type,  with  or  without  chorea.  So  that 
these  features  should  be  brought  out  if  they 
have  existed.  As  to  previous  endocarditis  ac- 
companying rheumatic  fever,  it  can  be  estab- 
lished better,  I think,  by  subsequent  dyspnoea 
on  exertion  than  by  the  presence  of  a murmur 
at  the  time  of  attack ; for  the  murmur  is  often 
present  without  there  being  a valvular  crippling 
to  follow.  Such  a murmur  soon  passes  away. 
If  we  are  trying  to  trace  a cardiac  involvement 
to  an  antecedent  rheumatism,  I regard  it  as  im- 
portant that  dyspnoea — the  best  evidence  of  a 
crippled  heart — shall  have  followed  the  rheumatic 
attack  after  no  great  lapse  of  time — that  is,  if 
rheumatic  fever  occurred  in  childhood  and  short- 
ness of  breath  not  for  many  years  after,  it  is  well 
to  discount  the  apparent  relation  and  be  on  the 
lookout  for  some  other  cause  of  the  cardiac  trou- 
ble— say,  syphilis  or  nephritis.  A patient  of 
thirty-five;  with  a clear-cut  history  of  two  at- 
tacks of  rheumatic  fever  in  youth  and  an  infec- 
tion with  syphilis  at  thirty,  showed  up  with  car- 
diac symptoms.  How  was  he  to  be  classified? 
And  classification  in  such  a case  is  important. 
Careful  quizzing  disclosed  that  he  had  never 
been  short  of  breath  till  recently — that  is,  some 
fifteen  years  after  his  attack  of  rheumatic  fever. 
I regarded  his  cardiopathy  as  luetic.  If  he  had 
had  endocardial  crippling  from  his  early  strep- 
tococcus infection,  he  would  long  ago  have  given 
evidences  of  trouble.  After  establishing  his  his- 
tory of  rheumatic  fever,  it  would  be  quite  easy 
to  say  “ rheumatic  heart,”  even  with  a knowledge 
of  his  syphilis,  unless  his  condition  in  these  in- 
termediate years  had  been  carefully  inquired 
into.  Along  with  rheumatic  fever,  a tonsillar 
infection  should  always  be  inquired  into — and  not 
alone  for  its  bearing  on  endocarditis  and  arthri- 
tis, but  also  on  nephritis.  It  is  quite  possible  that 
a good  proportion  of  cases  of  nei)hritis  are  of  in- 
fectious origin,  the  throat  being  the  source. 

A history  of  “ grippe  ” is  another  story  that 
should  always  be  inquired  into  in  detail.  The 
patient’s  story  that  he  has  had  “grippe”  shouldi 
l)ractically  be  ignored  unless  “ grippe  ” was  prev- 
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alent  at  the  time.  Even  then  it  is  well  to  make 
detailed  inquiry  into  the  nature  of  the  attack. 
The  danger  here  is,  of  course,  that  a recrudes- 
cence of  tuberculosis  may  masquerade  under  the 
name  of  “ grippe.”  There  is,  however,  another 
side  to  this.  I have  seen  several  cases  'of  chronic 
pulmonary  or  bronchial  disease  giving  features 
of  pulmonary  tuberculosis  both  from  the  stand- 
point of  history  and  physical  examination.  These 
patients  have  told  a story  of  an  attack  of 
“ grippe,”  and  repeated  negative  examinations  of 
the  sputum  and  the  discovery  that  their  initial  at- 
tack occurred  while  influenza  was  prevalent  and 
they  had  the  usual  clinical  features  of  that  dis- 
ease have  served  to  establish  the  real  nature  of 
the  trouble.  A story  of  a recent  attack  of 
“ grippe  ” puts  us  at  once  on  our  guard  for  the 
discovery  of  some  one  of  the  multitudinous  com- 
plications of  that  motley  infection. 

The  same  kind  of  scrutiny  is  due  every  so- 
called  “ attack  ” of  malaria.  Sepsis,  tuberculo- 
sis, and  typhoid  are  well  known  to  be  hidden  un- 
der such  a diagnosis,  even  when  made  by  a physi- 
cian. A diagnosis  of  malaria  should  not  be  un- 
reservedly accepted  unless  the  plasmodium  has 
been  found  by  a competent  observer  or  the  tem- 
perature has  been  of  every-other-day  incidence 
or  unless  it  has  responded  promptly  to  quinine ; 
and  this  last  criterion  is  capable  of  easy  abuse. 
Even  with  these  helpful  hints,  if  cough  was 
present  at  the  time  of  the  so-called  “ malarial 
attack,”  our  doubts  must  still  be  entertained. 
Afternoon  chills  and  ill  feeling  on  days  when 
no  chill  was  noticed  add  further  to  the  suspicion 
aroused.  The  confusion  of  malaria  with  sepsis 
is  not  so  often  a matter  of  concern  in  a history 
as  in  a present  attack  under  observation.  In 
the  unknown  presence  of  pus,  a diagnosis  of 
malaria  may  be  made;  but  pus  has  a way  of  ul- 
timately disclosing  its  situation  and  thus  clearing 
the  diagnosis — to  the  satisfaction  of  the  patient 
if  not  of  the  doctor.  That  typhoid  fever  is  often 
called  “ malaria  ” was  fully  attested  by  the  febrile 
attacks  in  the  Spanish-American  War.  There 
is  still  too  much  disposition  among  physicians  to 
call  a typhoid  attack  “ malaria  ” if  there  happen 
to  be  recurrent  chills,  unusual  drops  in  temper- 
ature, or  an  absence  of  certain  phenomena  that 
are  supposed  to  be  present  in  all  cases  of  typhoid. 
Let  us  bear  in  mind  two  important  facts — first, 
outside  of  malarious  districts  malaria  is  rarely 
a serious  disease ; second,  typhoid  is  highly  vary- 


ing in  its  clinical  course.  Of  course  at  present, 
when  Widal  reactions  are  so  constantly  made, 
these  errors  are  not  so  common ; but  the  histo  - 
ries we  take  often  carry  us  to  a former  time 
when  such  aid  was  not  at  command.  So  that  if 
a patient  tells  me  he  had  a three-weeks’  spell  of 
malarial  fever  in  the  past,  I do  not  accept  his 
statement  without  close  inquiry.  It  is  not  too 
much  to  say  that  an  effort  should  be  made  to 
demolish  every  history  of  malaria.  To  demolish 
it  will  in  most  cases  set  up  a probability  of  tu- 
berculosis or  typhoid — greatly  to  the  help  of  any 
matter  in  hand.  The  establishment  of  a great 
probability  of  a typhoid  in  the  past  is  important 
as  bearing  on  the  diagnosis  of  any  fever  at  pres- 
ent under  your  analytical  study,  but  it  is  also  of 
value  in  establishing  the  diagnosis  of  gall-bladder 
infection.  One  is  distinctly  more  inclined  to  ac- 
cede to  a diagnosis  of  gallstone  in  an  individual 
giving  a history  of  typhoid  than  in  one  with  no 
such  history.  Now,  while  we  must  try  to  demol- 
ish a history  of  malaria,  we  must  also  be  willing 
to  let  it  stand,  particularly  if  it  bears  the  ear- 
marks of  a true  attack,  as  described  above.  In 
fact,  such  a history  may  throw  real  light  on  what 
is  now  probably  some  obscure  manifestation  of 
that  disease.  Further,  I hold  doubts  about  the 
plasmodium  found  by  men  not  especially  trained, 
unless  the  clinical  course  of  the  attack  was  cor- 
roborative ; and  if  the  clinical  features  were  high- 
ly suggestive,  I attach  no  great  importance  to  a 
failure  to  find  the  organism. 

Another  trap  into  which  a physician  may  be 
readily  led  unless  on  his  guard  is  the  date  of  the 
beginning  of  an  illness.  It  is  very  common  for 
a patient  to  date  his  illness  from  some  outstand- 
ing phenomenon,  as  a chill,  the  consciousness  of 
fever,  taking  to  his  bed,  a pain,  a severe  head- 
ache, a vomiting,  and  many  symptoms  that  give 
the  patient  a sudden  jolt  and  cause  him  to  real- 
ize that  he  is  not  well.  A heart  case,  for  instance, 
does  not  come  for  relief  until  he  has  swelling  of 
his  feet,  an  anginal  attack,  epigastric  distress,  or 
other  manifestation  of  long-standing  trouble. 
Proper  cpiestioning  will  reveal  that  his  wind  has 
not  been  good  for  some  time ; that  excursions  he 
used  to  make  with  ease  now  take  his  breath ; or 
if  a child,  it  can  be  developed  that  he  can’t  run 
and  play  as  others  do — matters  of  great  impor- 
tance, but  commonly  overlooked  by  the  patient  or 
the  family  until  pointed  questions  are  asked. 

Cancer  patients  frequently  mislead  us  as  to  the 
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duration  of  their  illness,  but  so  do  any  others 
suffering  with  a slowly  developing  disease.  In 
deep-seated  cancers  we  can  commonly  get  a his- 
tory of  decline  in  health  antedating  any  observed 
local  phenomena.  A patient  was  in  the  hospital 
for  an  operation  for  appendicitis.  There  was 
acute  onset  of  symptoms — the  mass  and  the  ten- 
derness and  some  fever ; but  a line  of  question- 
ing brought  out  that  for  several  months  he  had 
been  losing  flesh  and  strength,  especially  strength. 
Operation  disclosed  cancer  of  the  cecum.  So 
with  a cancer  of  the  stomach.  Acute  symptoms 
that  bring  the  patient  to  the  doctor  should  be  for 
a while  set  aside  and  careful  scrutiny  directed  to 
loss  of  flesh,  strength,  etc.,  well  before  the  more 
urgent  symptoms  appear.  In  other  words,  in 
any  situation  where  serious  pathology  is  sus- 
pected, the  physician’s  duty  is  to  look  for  symp- 
toms that  the  patient  may  easily  have  overlooked 
or  that  to  him  have  no  relation  whatever  to  his 
present  symptoms.  Only  in  this  way  can  the 
beginning  of  an  illness  be  reasonably  calculated. 
It  is  remarkable  how  the  beginning  of  a decline 
can  be  gradually  set  back  in  the  past — month  by 
month  or  even  year  by  year.  Patients  are  often 
reluctant  to  acknowledge  anything  but  very  re- 
cent illness.  In  such  reluctance  I frequently 
bring  the  patient  around  by  saying:  “ How  were 
you  a year  ago?  If  not  well,  in  what  Way  were 
you  not  well  ? ” etc.  At  times,  of  course,  we  see 
the  reverse.  Patients  can,  and  do,  give  us  most 
enlightening  histories,  and  that  with  almost  no 
questions  asked.  Too  often,  however,  the  pa- 
tient’s own  unedited  story  is  very  misleading. 

I wish  also  to  call  attention  to  the  importance 
of  inquiring  particularly  as  to  loss  of  strength. 
We  often  ask  a patient  if  he  has  lost  flesh,  but 
not  so  often  do  we  ask  about  loss  of  strength. 
They  may  have  hardly  noticed  it.  This  has  a 
special  bearing  on  such  conditions  as  cancer,  ne- 
phritis, and  pernicious  anaemia,  as  affording  some 
clue  to  the  earlier  stages  of  the  disease.  The 
patient  may  have  continued  with  his  daily  du- 
ties, but  he  will  agree  that  the  coming  of  night 
found  him  more  weary  and  exhausted  than  be- 
fore— better  observed  often  if  he  has  been  ac- 
customed to  walk  to  and  from  his  place  of  busi- 
ness. 

A proper  discrimination  should  be  made,  too, 
between  simple  weariness  and  shortness  of 
breath.  At  times  there  will  be  both,  but  usually 
the  i)atient  will  himself  make  the  distinction. 


This  distinction  must  be  especially  made  when  a 
murmur  exists.  Mere  weariness,  for  the  most 
part,  does  not  incriminate  the  heart,  but  grows 
out  of  some  disease  attacking  the  whole  econ- 
omy. While  easily  produced,  dyspnoea  refers 
rather  directly  to  the  heart  or  the  pulmonary 
areas  as  the  cause  of  symptoms.  Failure  to  bear 
this  in  mind  may  lead  us  to  a very  wrong  inter- 
pretation of  rales  in  the  lung  or  murmur  at  the 
valvular  orifices. 

The  order  of  the  early  events  in  an  illness  is 
often  of  the  greatest  importance.  For  instance, 
a differentiation  between  pneumonia  and  appen- 
dicitis may  be  difficult.  In  pneumonia  the  chill  or 
its  equivalent  is  apt  to  precede  the  pain.  In  ap- 
pendicitis the  reverse  is  true.  Failure  to  observe 
this  led  me  to  advise  an  operation  in  a case  that 
proved  to  be  pneumonia.  The  child  was  sick 
thirty-six  hours  before  abdominal  pain  was  felt. 
The  surgeon  wisely  refused  to  operate,  though 
not  the  slightest  sign  could  be  found  in  the  lung. 
So  it  is  in  extra-uterine  pregnancy.  The  se- 
quence of  events  in  minute  detail  must  be  estab- 
lished, no  matter  how  much  questioning  must  be 
done.  Such  considerations  make  it  apparent  that 
the  man  responsible  for  a diagnosis  should  secure 
at  least  the  more  relevant  portions  of  a history 
himself. 

These  are  only  a few  features  of  history  tak- 
ing, but  they  have  repeatedly  impressed  their 
importance  on  me. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  WITT. 

Dr.  William  D.  Haggard,  Nashville:  We  know  that 
whatever  Dr.  Witt  has  so  well  digested  we  can  listen 
to  with  a great  deal  of  profit  and  pleasure.  I under- 
stand that  the  first  part  of  the  paper  touched  upon  the 
general  taking  of  histories  rather  than  deductions  which 
he  drew,  and  it  is  to  that  particular  phase  of  the  pa- 
per that  I wish  to  direct  my  remarks. 

I think  if  we  will  recall  statements  which  we  make 
to  our  brother  practitioners  when  we  call  them  in  con- 
sultation to  see  cases,  we  will  see  very  readily  how  in- 
accurate and  inadequate  the  statements  of  each  other 
are.  One  practitioner  will  say : “ I saw  that  patient  last 
Thursday  or  a week  ago,  and  I gave  her  so  and  so.” 
He  will  then  give  a recital  of  the  treatment  of  the 
patient,  and  nothing  with  reference  to  the  story  of  the 
disease  and  its  logical  development.  How  often  are  we 
all  guilty  of  that ! And  is  it  not  true  that  it  is  more 
important  for  the  consultant  to  get  a history  from  the 
patient  himself?  He  is  liable  to  be  misled  unintention- 
ally by  the  man  who  has  had  the  patient  under  obser- 
vation ; and  yet  how  hazy  his  recollection  is  as  to  the 
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real  important  feature  that  has  happened  since  the  pa- 
tient has  been  under  his  observation!  We  get  the  end 
results  in  our  minds  of  what  has  transpired,  rather  than 
the  high  points  in  the  history  as  they  go  along.  It 
makes  us  feel  extremely — I won’t  say  “ careless.”  but — 
illogical  in  the  development  of  the  history  of  an  illness. 
So  if  we  let  the  patient  tell  his  own  story  in  an  un- 
varnished way,  we  will  find  it  is  of  value.  The  patient 
may  take  you  far  afield;  but,  as  a rule,  if  the  patient  is 
not  prolix,  let  him  tell  his  story  first  and  then  get  a se- 
quential arrangement,  so  that  we  can  draw  some  intel- 
ligent conclusions.  Let  us  take  the  histories  of  our 
associates  in  hospitals  and  note  how  notoriously  incom- 
plete they  sometimes  are.  And  so  we  must  agree  with 
the  essayist  in  saying  that  it  is  extremely  important  for 
the  man  who  is  responsible  for  the  diagnosis  to  get  the 
history  hirriself. 

Only  yesterday  a lad  was  brought  into  the  hospital 
who  before  Christmas  was  operated  on  for  empyema. 
It  was  very  important  to  get  a statement  frcjm  him. 
He  had  no  fever.  The  first  operation  was  a thoracot- 
omy, and  he  had  to  have  a rib  resection  this  time ; but 
when  we  asked  the  patient  what  was  the  trouble,  he 
said : “ It  is  headache,  doctor.”  His  temperature  was 
taken  and  found  to  be  102  degrees,  with  a leucocyte 
count  of  20,000.  The  chest  was  negative,  there  was  a 
Babinski  in  the  leg,  and  spinal  puncture  revealed  cere- 
brospinal meningitis.  Now  if  you  go  on  what  some 
one  tells  you,  you  are  likely  to  be  called  “ careless  ” in 
your  diagnosis.  The  question  of  history  taking,  next  to 
physical  examination,  is  the  most  important  thing  we 
need  to  learn.  Of  course  it  is  well  known  that  a char- 
acteristic of  the  American  physician  is  not  to  examine 
his  patients.  As  Dr.  Billings  has  said,  we  have  a pleas- 
ant conversation  with  our  patient,  but  we  do  not  ex- 
amine him.  A patient  may  come  a hundred  miles  with 
a diagnosis  of  intestinal  obstruction,  with  a perfect 
story  of  it ; but  when  you  pull  down  the  cover,  a 
strangulated  hernia  as  large  as  your  fist  is  found,  and 
it  has  not  been  observed.  We  do  not  look  for  it.  It  is 
hard  to  be  accurate.  Careful  history  taking  and  phys- 
ical examination  are  two  of  the  indispensable  requisites 
in  connection  with  the  practice  of  medicine.  This  is  an 
extremely  important  subject  and  should  receive  a free 
discussion. 

Dr.  William  K.  Sheddan,  Columbia:  Dr.  Witt’s 
paper  is  very  timely,  and  one  which  ought  to  be  read 
before  a great  many  medical  associations.  The  first 
thing  in  taking  the  history  of  any  case  is  to  study  the 
individual  patient — the  peculiar  characteristics  of  that 
individual.  As  Dr.  Haggard  has  pointed  out,  one  should 
try  to  find  out  whether  the  individual  is  hysterical  or 
p,sychopathic  or  a neurotic  individual.  Things  of  that 
sort  should  be  taken  into  consideration,  and  we  should 
weigh  well  and  carefully  the  statements  of  the  patient 
himself.  The  hysterical  individual  may  magnify  all 
kinds  of  symptoms  to  the  exclusion  of  others  which  are 
far  more  important.  They  pick  out,  as  a rule,  some  par- 
ticular type  of  trouble  that  they  are  trying  to  simulate, 
and  point  out  everything,  in  so  far  as  their  information 
goes,  to  make  it  meet  that  particular  condition.  The 
first  thing,  therefore,  in  taking  histories  of  cases  is  to 


study  the  individual  patient — to  individualize  him.  We 
cannot  group  them ; we  cannot  put  them  in  any  particu- 
lar class,  and  the  important  point  is  to  individualize'  all 
of  these  cases.  The  next  thing  is  to  get  a careful  fam- 
ily history.  In  taking  the  history  of  the  individual  pa- 
tient, one  should  also  go  into  the  family  history.  One 
should  try  to  elicit  a history  of  any  neurotic  condition 
in  members  of  the  family,  because  such  a neurotic  his- 
tory may  be  very  fundamental.  Furthermore,  a his- 
tory of  alcoholism  plays  an  important  part  in  making 
up  and  reaching  an  intelligent  conclusion,  especially  in 
neurotic  individuals.  Let  us  take,  for  instance,  the 
progenitors  of  epileptics.  They  may  have  been  hys- 
terical or  choreic,  or  they  may  have  developed  other 
types  of  nervous  perversion  ; and  it  is  very  important 
in  going  over  this  class  of  cases  to  get  as  nearly  as  pos- 
sible an  accurate  family  history  of  these  patients.  In  a 
great  many  of  these  patients  showing  alcoholic  ances- 
try it  has  been  my  observation  frequently  that  we  find 
a trace  of  a great  many  of  these  conditions  which  go 
back  to  the  excessive  use  of  alcohol  in  the  ancestry. 

Again,  I would  insist,  especially  in  the  neurotic  and 
psychopathic  patient,  on  taking  repeated  histories,  get- 
ting a statement  from  them  to-day  and  a week  from  to- 
day, and  go  over  these  patients  from  time  to  time.  Pos- 
sibly in’  a great  many  of  these  cases  you  may  have  to 
spend  a month  before  you  make  up  your  opinion  as  to 
the  particular  condition  that  exists.  It  is  very  essential 
to  get  repeated  statements  from  that  individual,  espe- 
cially with  reference  as  to  whether  there  is  a neurotic 
or  psychopathic  cause. 

Dr.  W.  H.  Witt,  Nashville  (closing)  : I have  noth- 
ing to  add,  except  I would  like  to  refer  particularly  to 
what  Dr.  Sheddan  has  just  said  about  the  story  the 
neurotic  will  give.  In  these  days,  when  operative  pro- 
cedures are  so  safe  and  so  easy,  the  internist  commonly 
has  to  pass  on  the  question  as  to  the  propriety  of  oper- 
ating on  a certain  individual  who  consults  him.  .Neurot- 
ics can  simulate  in  their  symptomatology  almost  every- 
thing in  the  way  of  disease.  They  can  give  you  an 
acute  case  of  gall-bladder  disease ; the  next  one  will 
have  an  acute  case  of  appendicitis  ; and  a third  one  will 
have  a most  excellent  case  of  small  cysts  of  the  ovary, 
which  can  always  be  found;  and  they  will  intensify 
their  pains  so  much  in  their  talk  that  somebody  will 
operate  before  the  season  is  over.  The  duty  of  the 
physician  in  a case  like  that  is  to  listen  with  all  pa- 
tience, and,  if  necessary,  talk  to  that  patient  again  ; and 
a little  time  and  patience  will  soon  reveal  to  the  intern- 
ist that  these  things  are  chiefly  in  the  patient’s  head.  I 
have  frequently  done  this,  which  looks  like  going  a long- 
way  out  of  the  way,  and  I have  said  to  such  a patient : 
‘‘  The  pains  you  have  will  never  kill  you,  and  take  this 
from  me:  Do  not  let  anybody  operate  on  you.”  Neu- 
rotics can  usually  be  detected  if  they  are  quizzed  with 
patience  enough  or  quizzed  a second  time.  The  impor- 
tant features  of  a family  history,  as  I said  in  my  paper, 
are  three  conditions — namely,  tuberculosis,  nervous  stig- 
mata, and,  much  less  important,  a tendency  to  arterial 
disease. 


Sedentary  habits  shorten  life. 
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ETIOLOGY  OF  TUBERCULOSIS.* 

By  C.  a.  Robertson,  IM.D., 

Ridgetop,  Tenn. 

The  ubiquity  of  tubercle  bacilli  and  their  om- 
nipotence in  the  production  of  tuberculosis  in  its 
various  manifestations  will  not  be  discussed  in 
this  paper,  further  than  to  humbly  acknowledge 
their  sovereign  power  as  the  “ captain  of  the  men 
of  death.” 

Ydiere,  when,  and  how  they  make  their  deadly 
and  devastating  attacks  will  be  the  chief  concern 
in  the  present  discussion.  The  omnipresence  of 
tubercle  bacilli  of  many  species  and  strains  is  gen- 
erally recognized,  and  offers  ample  opportunity 
for  the  more  or  less  universal  infection  of  man- 
kind, a discussion  of  which  would  more  properly 
belong  to  the  etiological  epidemiolog)^  of  the  dis- 
ease. 

\Y&  have  long  been  taught  that  there  are  three 
chief  avenues  through  which  tuberculous  infec- 
tion enters  the  system  of  man — 

1.  By  the  respiratory  tract. 

2.  B}^  the  gastroenteric  route. 

3.  By  inoculation,  through  the  broken  skin  and 
mucus  membranes. 

The  teaching  that  tuberculous  foci  in  the  sys- 
tem, particularly  of  the  pulmonary  forms,  are 
primarily  local,  is  familiar  to  all ; and  the  liter- 
ature of  the  subject  is  replete  with  interesting  and 
beautifully  worded  descriptions  of  the  formation 
of  the  initial  tubercle,  following  the  lodgment  of 
tubercle  bacilli  in  the  tissues  of  the  lungs  and 
other  organs  of  the  body.  In  this  connection, 
however,  we  will  wage  no  war. 

The  portal  of  entry  of  tubercle  bacilli  in  the 
infection  of  man  of  first  and  greatest  importance 
has  always  been  ascribed  to  the  respiratory  tract, 
particularly  so  since  the  discovery  of  these  or- 
ganisms by  Koch  in  1882.  By  far  the  greatest 
number  of  infections  have  been  supposed  to  occur 
through  the  inhalation  of  contaminated  atmos- 
phere. 

Just  how  tubercle  bacilli  penetrate  the  mucosa 
lining  the  pulmonary  air  vesicles  has  never  been 
explained,  nor  is  it  understood,  so  far  as  I know. 
The  most  logical  explanation  of  which  I am  capa- 
ble is  that  these  bacilli,  gaining  a lodgment  in  the 
terminal  air  sacks  of  the  lung,  remain  in  the  vesi- 

*Read at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association,  Knoxville,  April,  1916. 


cles  until  their  presence  through  irritation  or  i 
death  of  some  take  place,  when  their  toxins  are 
liberated,  which  in  turn  produce  a catarrhal  in- 
flammation of  the  vesicular  mucosa,  thus  de- 
stroying and  denuding  the  mucus  surface  of  its 
epithelium,  permitting  a transmigration  of  the  re- 
maining live  bacilli  into  the  parenchyma  of  the 
lung,  where  they  are  taken  up  by  the  circulating 
fluids  of  the  body  and  thrown  into  the  general 
circulation. 

If  this  theory  is  correct,  then  infection  by  the 
respiratory  tract  is,  after  all,  essentially  an  infec- 
tion by  inoculation.  It  is  well  known  that  tuber- 
cle bacilli  have  no  inherent  penetrative  or  motile 
power,  and  that  their  toxins  are  not  liberated  un- 
til after  their  death  and  disintegration  of  the 
waxy  capsule.  The  experiments  of  Arnold, 
quoted  by  Ravenel,  showing  that  the  inhalation 
of  certain  inert  substances,  such  as  lamp  black, 
would  result  in  a deposition  of  this  substance  in 
the  parenchyma  of  the  lung,  is  not  conclusive  evi- 
dence of  the  penetrative  power  of  tubercle  bacilli. 

It  has  been  abundantly  proven  by  microscopic 
investigation  that  the  dust  of  streets,  sidewalks, 
street  cars,  and  well-ventilated  public  buildings, 
admitting  a free  supply  of  sunshine  or  sunlight, 
is  rarely  contaminated  with  living  tubercle  bacilli ; 
at  least,  such  atmospheric  conditions  are  by  no 
means  as  potent  in  the  etiolog}'  of  tuberculosis 
as  we  were  once  wont  to  believe. 

It  is,  therefore,  my  conception  and  belief  that 
infections  by  the  lower  respiratory  tract  play  a 
very  minor  part  in  the  causation  of  pulmonary 
or  other  forms  of  tuberculosis.  Taking  the  re- 
spiratory tract  as  a whole  and  considering  the 
buccal  cavity  as  a part  thereof  and  accepting  in-  I 
fections  through  this  tract  as  inoculative  pro-  l 
cesses,  the  importance  of  this  route  becomes  : 
somewhat  enhanced. 

For  reasons  already  stated,  I would  combine 
the  first  avenue  of  infection,  the  respiratory  tract, 
with  that  of  the  third  portal,  inoculation,  and 
place  these  two  routes  of  infection  under  the  one 
head  of  inoculation  through  the  broken  skin  or 
mucous  membranes  and  assign  it  a place  secondary 
in  importance  to  the  gastroenteric  route. 

Infections  by  means  of  ingesta  may  undoubt- 
edly occur  through  the  process  of  inoculation 
during  mastication  and  swallowing,  the  infec- 
tious materials  being  taken  up  by  the  lymphatics 
of  the  mouth,  tonsils,  and  throat,  being  conveyed 
thence  to  the  right  side  of  the  heart  and  blood 
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stream,  subsequently  producing  localizations  of 
tuberculous  disease  in  different  parts  of  the  body. 
Such  inoculations,  however,  are  never  trans- 
mitted directly  from  the  mouth  and  throat, 
through  the  lymphatic  system  alone,  to  the  lungs, 
as  is  sometimes  supposed.  Upon  anatomical  and 
physiological  grounds  such  extension  by  con- 
tiguity of  tissue  would  appear  impossible. 

That  the  gastroenteric  route  as  the  portal  of 
entry  of  tubercle  bacilli  into  the  system  of  man  is 
the  most  frequent  and  of  highest  importance  can- 
not be  gainsaid. 

Believing,  as  I do,  that  tuberculous  disease  is 
always  the  result  of  a general  infection  of  the 
circulating  fluids  of  the  body,  and  consequently 
the  body  cells,  the  lacteal  secretion  of  a tubercu- 
lous mother  is  infectious  to  the  nursing  babe. 
This  means  of  communicating  the  disease  must 
be  considered  of  highest  importance. 

Second  only  to  this  source  of  infection  may  be 
considered' the  use  of  milk  from  tuberculous  cows 
during  the  most  active  lymphoid  period  of  in- 
fancy and  childhood — the  period  of  life  when  the 
vast  majority  of  infections  occur,  although  no 
age  between  the  cradle  and  the  grave  is  exempt 
Food  and  drink  subsequent  to  weaning  have  op- 
portunities for  contamination  through  flies.  Un- 
sanitary conditions  of  the  tuberculous  home,  un- 
cleanliness of  those  handling  food  products,  all 
of  which  is  closely  allied  with  ignorance  and 
poverty,  are  too  numerous  and  too  obvious  to 
call  for  special  mention  here. 

Tubercle  bacilli  entering  the  system  through 
the  gastroenteric  route  are  well  able  to  resist  the 
destructive  action  of  the  gastric  and  duodenal 
contents,  their  proteid  substance  being  protected 
by  the  waxy  capsule.  They  become  thoroughly 
admixed  \yith  the  food  and  enter  the  lymphatic 
system  with  the  chyle  from  the  small  intestines, 
thence  through  the  chyle-poietic  system  to  the 
right  side  of  the  heart  and  the  general  circulation. 

The  possibility  of  infections  through  the 
broken  skin  has  been  demonstrated  too  often  to 
admit  of  doubt.  In  this  instance  the  infectious 
material  is  more  often  than  otherwise  conveyed 
to  the  general  circulation  through  the  lymphatic 
system,  but  it  is  not  at  all  improbable  that  direct 
infection  of  the  blood  stream  may  occur; 

Inoculations  through  the  broken  skin,  with  ab- 
sorption of  lymphatics,  may  occur  with  or  with- 
out the  production  of  adenitis  in  the  glands 
through  which  this  tuberculous  material  may 


pass.  Schroeder  and  Cotton  inoculated  a calf 
under  the  skin  at  the  end  of  the  tail  and  produced 
fatal  pulmonary  tuberculosis.  The  bronchial, 
mediastinal,  and  mesenteric  glands  were  oedema- 
tous  and  contained  tubercle  bacilli,  but  no  his- 
tologic changes  due  to  tuberculous  disease  were 
found. 

From  a serious  consideration  of  the  foregoing 
I am  forced  to  the  conclusion  that  tuberculous 
infection  is  primarily  and  always  a general  sys- 
temic infection  of  the  circulating  fluids  of  the 
body,  and  probably  almost  always  primarily  of 
the  lymphatic  system  and  secondarily  of  the 
blood  stream. 

In  my  conception  of  the  etiology  of  tubercu- 
losis I recognize  a difference  in  tuberculous  infec- 
tion and  tuberculous  disease.  Infection  may  ex- 
ist more  or  less  indefinitely  without  the  develop- 
ment of  tuberculous  disease  and  until  the  im- 
munizing forces  of  nature  may  have  given  com- 
plete immunity  against  the  development  of  tu- 
berculosis in  its  various  forms.  On  the  other 
hand,  if  the  antigenetic  substances  of  the  blood 
are  not  produced  through  the  stimulating  effects 
of  the  bacillary  toxins,  these  bacilli  continue  to 
live  and,  under  favorable  conditions,  multiply,  and 
finally  gain  a lodgment  in  some  suitable  tissue 
soil  whose  local  resistance  and  vitality  has  been 
lowered  by  some  character  of  traumatism  or  pre- 
vious disease.  Then  it  is  we  have  the  formation 
of  tuber ciiles,  with  proliferation  of  cells  and  their 
limiting  membranes,  and  tuberculous  disease  is 
established.  The  subsequent  caseation  and  de- 
generation, with  multiple  abscess  formation,  rup- 
ture, and  continual  reinfection  through  the  cir- 
culating fluids  of  the  body,  with  ultimate  mixed 
infection,  gives  us  the  clinical  picture  of  tubercu- 
losis as  a disease. 

It  has  been  stated  that  toxins  are  only  liberated 
from  dead  tubercle  bacilli,  and  it  is  a generally 
accepted  fact  that  antigens  and  antibodies  are 
only  produced  by  the  stimulation  of  the  bacillary 
toxins  upon  the  body  cells. 

“ How,  then,”  you  ask,  “ can  the  immunizing 
processes  of  the  blood  be  stimulated  during  the 
period  of  infection  of  the  circulating  fluids  of  the 
body  alone  and  before  actual  tuberculous  lesions 
or  localizations  have  become  established  ? ” 

It  is  to  be  presumed  that  not  all  of  the  living 
bacilli  escape  during  their  passage  through  lym- 
phatic glands,  and  that  many  of  them  are  killed 
and  are  thrown  out  into  the  general  circulation 
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in  a state  of  more  or  less  disintegration,  to  be 
finally  disposed  of  by  opsonins,  jdragocytosis. 
bacteriolysis,  and  the  protective  forces  of  the  sys- 
tem generally — these,  “too,  in  sufficient  numbers 
for  more  or  less  antigen  production. 

In  a given  case  of  tuberculous  infection  of  the 
circulating  fluids  of  the  body,  the  development  of 
tuberculous  disease  and  the  localizations  of  the 
same  depend  upon  two  factors  alone : 

1.  The  lack  of  ability  on  the  part  of  the  blood 
stream  and  body  cells  to  develop  adequate  anti- 
body protection  and  immunization. 

2.  The  organs  or  tissues  of  the  body  rendered 
susceptible  by  a sort  of  specialized  lowered  re- 
sistance due  to  injury,  previous  disease,  local  cir- 
culatory disturbances  either  of  an  active  or  pas- 
sive character,  or  an  ischjemia  of  local  vasomotor 

^ origin. 

In  other  words,  whether  a systemic  infection 
by  tubercle  bacilli  in  the  absence  of  antibody  pro- 
tection and  adequate  protective  forces  will  result 
in  pulmonary,  bone,  meningeal,  visceral,  joint,  or 
other  forms  of  tuberculosis,  depends  upon  the 
local  inviting  conditions  producing  a soil  which 
may  be  a favorable  battle  ground  on  which  to 
make  the  attack  by  the  invading  pathogenic 
forces. 

From  the  fact  that  the  lungs  have  a direct  and 
open  communication  with  the  outside  world,  and 
through  the  respiratory  function,  vitiated  and 
perhaps  contaminated,  any  foreign-body-laden  at- 
mosphere is  a constant  source  of  traumatism, 
producing  in  great  part  the  s])ecialized  lowered 
resistance  and  impaired  vitality  of  pulmonary 
tissue,  we  explain  the  greater  frequency  of  the 
pulmonary  localizations  of  tuberculous  disease 
over  that  of  the  other  forms  of  the  disease. 
Upon  what  other  theory  can  we  explain  the  de- 
velopment of  hip-joint  disease,  tuberculous  osteo- 
myelitis, Pott’s  disease,  tuberculous  meningitis, 
tuberculosis  of  the  kidney  and  other  viscera,  tu- 
berculosis of  the  testicle  and  lymphatic  glands? 
If  this  theory  should  be  accepted  as  tenable  in  the 
localizations  just  mentioned,  it  must  be  accepted 
in  the  causation  of  the  i^ulmonary  and  laryngeal 
forms  as  well. 

I'his  conception  of  the  etiology  of  tuberculosis 
is,  in  our  opinion,  very  far-reaching  in  its  impor- 
tance, since,  if  generally  accepted  as  correct,  it 
would  revolutionize  the  question  of  early  diag- 
nosis. We  would  no  longer  consider  the  diagno- 
sis of  an  early  pulmonary  lesion  as  evidenced  by 


lowered  percussion  note,  increased  tactile  and 
vocal  fremitus,  tubular  breathing,  with  perhaps 
a few  fine  crackles  on  forced  inspiration  limited 
to  a small  area  of  one  apex,  with  a suggestive 
personal  and  family  history,  with  or  without  ])OS- 
itive  sputum,  as  an  early  diagnosis.  In  fact,  we 
would  soon  come  to  consider  such  a diagnosis  as  ! 
very  late.  We  would  place  more  reliance  upon  > 
personal  anamnesis  and  specific  tuberculin  tests  | 
in  the  recognition  of  infection  with  insufficient  j 
antigen  production,  and  address  our  treatment  to  j 
the  processes  of  immunity,  thus  curing  the  in-  | 
fection  and  preventing  tuberculous  localizations,  J 
or  what  we  now  call  “ tuberculosis.” 

I have  no  doubt  that  the  day  will  come  when  i 
it  will  be  just  as  ridiculous  to  speak  of  tubercu-  | 
losis  of  the  lungs,  tuberculosis  of  bones,  joints.  | 
spinal  column,  or  other  localizations  of  that  dis-  { 
ease,  as  it  is  now  to  speak  of  smallpox  of  the  I 
skin,  syphilis  of  the  bones,  or  pellagra  of  the  j 
nervous  system.  j 

] 

Conclusions.  j 

1.  Tuberculosis  is  primarily  and  always  an  in-  ■ 
fectious  disease  of  the  circulating  fluids  of  the  ,( 
body  and  body  cells. 

2.  Tuberculous  infection  occurs  with  greater  ■; 
frequency  by  far  in  early  childhood,  probably  as 
late  as  the  fifteenth  year;  hence  it  is  of  greatest 
importance,  as  .a  preventive  measure,  to  safe-  i 
guard  the  interest  of  the  infant  and  child. 

3.  No  age  is  exempt  from  tuberculous  infec- 
tion and  subsequent  tuberculous  disease. 

4.  There  are  in  reality  only  two  methods  of  in- 
fection or  portals  of  entry  for  tubercle  bacilli 
into  the  system  of  man  : 

{a)  The  gastroenteric  route. 

{b)  Inoculation  through  the  broken  skin  or 
mucous  membranes,  which  includes  infections 
through  the  respiratory  tract. 

5.  All  infections  with  tubercle  bacilli  are  either 
lymphatic  or  hematic  in  character. 

6.  The  various  forms  of  tuberculosis  are  but 
localizations,  the  result  of  a general  systemic  in- 
fection. 

7.  A systematized  effort  should  be  made  for 
an  earlier  diagnosis  of  this  systemic  infection: 
and  for  this  purpose  we  should  for  the  time  be- 
ing forget  that  the  suppo.sedly  tuberculous  patient 
has  a pair  of  lungs  or  any  other  viscus  in  which 
the  absence  of  symiitoms  would  negative  the  pres- 
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ence  of  tuberculous  infection,  with  low  vital  re- 
sistance or  perhaps  actual  disease  localization. 

8.  The  foregoing  represents  niy  present  con- 
ception of' the  etiology  of  tuberculosis,  and  is  by 
no  means  conclusive. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  ROBERTSON. 

Dr.  L.  W.  Hasjcell,  Memphis:  I think  this  is  too  in- 
teresting a subject  to  allow  to  go  by  without  any  re- 
marks on  the  interesting  paper  that  has  been  presented 
to  us.  Dr.  Robertson’s  conclusions  are  certainly  very 
suggestive,  as  his  whole  idea  is  one  we  will  all  profit  by. 

The  question  of  tuberculosis  is  one  of  interest  to 
every  man,  regardless  of  what  branch  of  medicine  he  is 
taking  up ; and  some  of  his  results  are  based  on  defi- 
nite scientific  work.  In  this  connection  I recall  the 
work  of  Ravenal,  who  made  some  experiments  on  feed- 
ing large  quantities  of  tubercle  bacilli  and  fat  to  dogs, 
in  which  the  tubercle  bacilli  passed  through  the  intesti- 
nal mucosa  direct  to  the  lungs,  and  in  his  dogs  practi- 
cally only  the  lungs  became  diseased.  In  those  cases 
there  was  a tremendous  initial  dose  of  the  tubercle 
bacilli.  In  the  work  of  Dr.  Robertson,  as  I conceive  it, 
we  get  a few  tubercle  bacilli  at  the  initial  dose,  and  they 
continue  to  multiply,  to  circulate  in  the  blood,  and 
eventually  lodge  at  some  point  to  lower  the  resistance. 
Most  frequently  the  lung  is  involved,  the  explanation 
being  that  the  lung  cells  are  traumatized,  which  may 
be  correct ; or,  like  other  organisms  we  know  of,  they 
have  points  of  special  predilection  for  the  lymphoid  cells 
in  the  intestines.  But  the  point  of  trying  to  make  an 
early  diagnosis  and  conceiving  the  patient  is  suffering 
from  the  incubation  period  is  certainly  a very  novel 
one,  and  one  to  make  us  stop  and  think  and  possibly 
pay  more  attention  to  the  various  tuberculin  tests  which 
are  of  greater  or  less  value  and  may  be  a great  help. 
Possibly  we  may  give  the  tuberculin  test  in  a little  more 
accurate  manner,  particularly  as  regards  the  dosage, 
with  an  effort  to  determine  how  much  infection  a man 
has,  because  we  all  know  in  a large  percentage  of  chil- 
dren or  young  men  they  will  give  a positive  tuberculin 
test.  If  we  carry  that  out  with  the  utmost  care,  as  has 
been  brought  forward  by  men  who  are  doing  this  work 
in  the  great  clinics  in  tuberculosis,  I think  we  will  ac- 
complish more  than  we  have  in  the  past. 

Dr.  Richmond:  There  is  one  point  that  a great  many 
of  us  neglect  in  the  study  of  tuberculosis.  Dr.  Robert- 
son brought  out  the  point  of  abscess  formation  and 
cavity  formation  at  a later  period.  We  all  know  that 
the  tubercle  bacillus,  per  se,  never  produces  abscess 
or  cavity  formation.  That  is  always  associated  with 
secondary  infection.  Our  microscopists  point  out  to  us 
that  in  the  secondary  infection  we  have  principally  the 
streptococcus  to  deal  with,  or  different  strains  associ- 
ated with  pus-producing  organisms,  such  as  staphy- 
lococci. Following  along  this  line  in  certain  cases  for 
a period  of  four  years  in  combating  secondary  infection 
only  by  the  use  of  autogenous  vaccines,  all  symptoms  of 


clinical  tuberculosis  have  disappeared  in  the  treatment 
of  these  secondary  infections.  Therefore  I am  led  to 
the  conclusion  that  in  the  treatment  of  tuberculosis  we 
do  not  pay  sufficient  attention  to  the  secondary  infec- 
tion which  is  always  present,  and  that  in  the  treatment, 
in  addition  to  the  treatment  with  tuberculin,  if  we  use 
the  autogenous  vaccines  at  the  same  time,  we  will  get 
better  results. 

I have  only  had  the  opportunity  of  studying  ten  cases 
during  a period  of  four  years,  and  over  half  of  them  at 
the  present  time  show  no  indications  clinically  of  tuber- 
culosis, although  they  were  not  treated  with  anything 
except  autogenous  vaccines  secondary  infections. 

Dr.  C.  a.  Robertson,  Ridgetop  (closing)  : In  the  first 
place,  I wish  to  thank  the  gentlemen  who  have  dis- 
cussed my  paper.  One  of  my  chief  concerns  in  connec- 
tion with  the  subject  of  tuberculosis  is  a fight  for  early 
diagnosis.  Only  too  often  the  diagnosis  is  made  very 
late,  and  the  patient  has  lost  his  only  opportunity  to  get 
well.  Now,  I think  that  is  due  to  one  of  several  reasons. 
I am  sorry  to  say  the  most  prevalent' reason  is  because 
physicians  do  not  examine  their  patients.  They  do  not 
interest  themselves  in  a careful  history  taking ; and 
when  they  are  considering  a patient  from  the  view- 
nnint  of  tuberculosis,  they  look  at  a few  of  the  special- 
ized organs,  and  only  too  frequently  they  look  on  that 
patient  as  possessing  one  organ — namely,  the  lung. 
When  they  go  over  the  patient’s  lungs,  listening  indif- 
ferently and  carelessly  to  the  respiratory  sound,  they 
are  too  prone  to  say,  “ There  is  no  evidence  of  disease, 
therefore  you  have  not  tuberculosis,”  and  content  them- 
selves to  wait  until  they  find  the  sputum  positive. 
That  is  a very  serious  mistake. 

I think  the  discovery  of  the  tubercle  bacillus  was  an 
epoch-making  piece  of  history ; but  it  carries  with  it 
some  harmful  results,  and  among  them  the  danger  of 
waiting  to  make  the  diagnosis  until  you  find  tubercle 
bacilli  in  the  sputum.  I have  tried  to  point  out  that 
when  tubercle  bacilli  are  first  found  in  the  sputum,  that 
case  has  often  advanced  beyond  the  curative  period.  I 
am  convinced  of  one  fact — that  there  is  a time  in  the 
clinical  history  of  every  tuberculous  patient  when  he 
can  be  cured  to  stay  cured;  and  the  effort  of  my  life  is 
to  try  to  find  that  period  and  recognize  it  in  time  to 
institute  proper  treatment.  This  paper  calls  attention 
to  no  other  thought  than  the  idea  of  making  a diagnosis 
of  your  patient  as  an  entity  in  himself,  trying  to  deter- 
mine whether  or  not  we  are  dealing  with  a tuberculous 
individual.  It  does  not  matter  where  the  localization 
is,  if  he  is  a tuberculous  individual  and  has  tuberculous 
disease,  we  are  going  to  detect  it  if  we  are  painstak- 
ing, methodical,  and  systematic  in  our  investigation  of 
the  man.  Let  localization  come  later ; and  if  we  find 
it  in  the  lung,  the  kidney,  the  bones,  or  elsewhere,  all 
right ; but  let  us  get  at  the  case  early  and  institute 
proper  immunizing  treatment  early,  and  then  it  will  be  a 
common  experience  for  us  to  have  patients  suffering 
from  tuberculosis  in  its  various  forms  cured,  recovered, 
to  stay  well,  without  subsequent  development  of  the  dis- 
ease. 

Just  a word  in  connection  with  the  question  of  sec- 
ondary infection.  I want  to  say  that  autogenous  vac- 
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cines  in  tuberculosis  are  a failure.  I do  not  think  they 
are  worth  much,  and  I am  gratified  to  be  supported  in 
that  view  by  many  of  the  leading  men  in  phthisotherapy. 
At  Saranac  Lake  they  never  give  autogenous  vaccines. 
At  many  of  the  _ institutions  for  the  treatment  of  the 
various  forms  of  tuberculous  infection  with  so-called 
“mixed  infection  ” they  place  no  reliance  on  autogenous 
vaccines.  The  greatest  thing  of  importance  is  to  try  to 
prevent  the  development  of  mixed  infection,  to  prevent 
the  caseation  and  cavity  formation,  with  its  consequent 
abscess,  rather  than  to  try  to  treat  it  by  autogenous  vac- 
cines. I grant  you  the  use  of  autogenous  vaccines  seems 
to  be  a step  in  the  right  direction.  It  is  traveling  along 
in  the  general  direction  toward  the  goal  we  are  trying 
to  reach.  In  the  absence  of  better  knowledge,  I would 
not  go  so  far  as  to  say  I would  not  use  autogenous  vac- 
cines ; but  I have  not  much  confidence  in  them.  I would 
rather  take  advantage  of  many  of  the  measures  at  our 
command  in  the  prevention  of  secondary  infection  and 
subsequent  abscess,  with  pus  accumulation  in  the  lungs. 
When  that  stage,  is  reached,  the  percentage  of  cures 
goes  very  far  down  the  scale. 


DACRYOCYSTITIS  AS  A PREDISPOSING 
CAUSE  OF  CORNEAL  ULCERS.* 

By  Lewis  j\I.  Scott,  ]M.D., 

Jellico,  Tenn. 

It  is  understood,  of  course,  we  refer  to  the 
serpiginous  or  pneumococcal  type  of  ulcer,  the 
simple  corneal  ulcer  being  due  to  less  destructive 
form  of  bacteria,  and  will  not  be  considered  in 
this  connection. 

That  we  will  find  an  infected  tear  passage  in 
the  greater  number  of  serpiginous  ulcers  of  the 
cornea,  there  is  no  question ; that  the  specific 
microorganism  in  such  ulcers  is  the  pneumococ- 
cus, there  is  but  little  doubt ; and  that  an  injury 
to  the  cornea  furnishes  the  point  of  entrance  to 
such  organisms  in  almost  if  not  all  cases,  is 
clearly  proven.  We  need  only  to  consider  the 
destructive  nature  of  the  pneumococcus  when  it 
invades  the  lung  and  pleura,  and  its  fatality  to 
human  life,  to  realize  the  danger  to  sight  when 
once  it  invades  the  more  delicate  structure  of  the 
eye.  The  fact  of  the  pernicious  as  well  as  the 
migratory  nature  of  this  form  of  bacillus  ])roves 
it  to  be  one  of  the  greatest  enemies  of  mankind. 

The  laboring  classes  are  the  principal  sufferers 
from  attacks  of  serpiginous  ulcers.  This  is  due 
to  the  fact  that  they  are  prone  to  neglect  condi- 

*Kea(l  before  the  Section  on  Eye,  Ear,  Nose,  and  Throat  at 
the  annual  meeting  of  the  Tennessee  State  Medical  Association, 
Knoxville,  April,  1916. 


tions  of  the  nares  and  lachrymal  apparatus  need-  :i 
ing  treatment,  the  fact  that  they  are  more  suscep- 
tible to  eye  injuries,  and  that  they  are  disposed  to 
overlook  the  importance  of  early  and  careful  at- 
tention to  such  injuries.  Chronic  dacryocystitis 
is  usually  due  to  an  extension  of  some  catarrhal 
affection  from  the  nasal  mucous  membrane  by  I 
way  of  the  nasal  duct.  This  being  true,  most 
cases  of  lachrymal  sac  infections  could  be  pre-  | 
vented  if  early  and  proper  attention  were  given 
for  the  relief  of  all  such  conditions  in  the  nares. 
When  once  dacryocystitis  is  well  established,  , 
anything  short  of  complete  obliteration  of  the  i 
sac  will  be  of  little  effect.  We  may  relieve  the 
trouble  for  a while  by  probing  and  irrigation  ; but 
the  same  underlying  conditions  still  exist,  which  i 
are  liable  to  set  up  a reinfection  at  any  time. 
Just  so  long  as  these  infected  tear  passages  ex- 
ist, just  so  long  will  the  patient  be  predisposed  to 
corneal  ulcers,  it  only  being  necessary  for  a 
wound  upon  .the  cornea  to  permit  the  invading 
microorganism  to  gain  an  entrance. 

The  following  four  cases  coming  under  my  ob- 
servation during  the  past  few  months  serve  to  | 
demonstrate  the  truth  of  this  assertion:  i 

Case  1 : A coal  miner,  aged  fifty,  was  hit  in  the  ' 
right  eye  by  a small  piece  of  coal  from  his  pick  ' 
three  or  four  days  before  coming  to  me  for  treat- 
ment, being  forced  to  seek  relief  at  this  time  from  '! 
the  severe  pain  in  the  eye  and  head,  and  not  real-  i 
izing  the  serious  nature  of  the  trouble,  as  he  had 
continued  to  mine  coal  from  the  time  of  the  in- 
jury until  he  came  to  me,  not  having  received  ' 
any  attention  at  the  time  of  the  accident.  Upon 
examination,  I found  the  conjunctiva  in  a very 
active  state  of  inflammation,  the  ciliary  vessels, 
both  superficial  and  deep,  very  much  congested. 
A characteristic  creeping  ulcer  had  developed 
upon  the  cornea  near  the  pupil.  The  intense 
pain,  which  was  accompanied  with  intolerance  to 
light,  radiated  to  the  top  and  back  part  of  the 
head.  This  case,  notwithstanding  rigid  treat- 
ment, ran  a severe  course,  followed  by  all  the 
bad  sequelae — namely,  hypopyon,  perforation  of 
the  cornea,  protrusion  of  the  iris,  and  loss  of  vi- 
sion. 

Case  2 : A coal  miner,  aged  fifty-nine,  received 
a lick  in  the  left  eye  from  a small  piece  of  coaljj 
which  flew  from  his  pick.  Considering  the  slight 
injury  to  be  of  little  consequence,  he  continued  to 
dig  coal  for  two  or  three  days.  The  eye  theny 
causing  him  pain,  he  went  to  the  mine  iihysician 
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for  treatment.  The  physician  kept  him  under 
treatment  for  ten  days.  The  condition  of  the 
eye  continuing  to  grow  worse,  he  then  referred 
the  case  to  me.  At  the  time  I first  saw  him  the 
eye  was  highly  inflamed.  A typical  serpiginous 
ulcer  was  present,  being  located  just  above  the 
pupil  and  extending  almost  across  the  upper  half 
of  the  cornea,  all  the  layers  of  which  were  in- 
volved. The  conjunctiva  was  red  and  oedema- 
tous,  great  tenderness  of  the  globe,  severe  pain 
and  photophobia,  the  pain  radiating  to  the  top 
and  back  of  head.  A hypopyon,  which  after- 
wards fllled  the  lower  half  of  the  anterior  cham- 
ber, was  present.  This  case,  despite  radical  treat- 
ment, such  as  the  application  of  pure  phenol  and 
the  actual  cautery  direct  to  the  ulcer,  doing  a 
paracentesis  for  the  relief  of  the  hypopyon,  ran 
practically  the  same  course  as  the  first,  and  re- 
sulted in  blindness  of  the  infected  eye. 

Case  3 : Female,  aged  fifty-seven.  While  sit- 
ting on  her  porch,  a gush  of  wind  blew  a small 
particle  of  sand  or  dust  in  the  right  eye.  The 
next  day  her  eye  began  to  give  her  trouble,  and 
she  went  to  her  family  physician  for  treatment. 
He  kept  her  under  his  care  for  two  weeks,  during 
which  time  the  eye  continued  to  get  worse.  She 
was  then  referred  to  me  for  treatment.  At  her 
first  visit  to  my  office  I found  the  eye  in  a very 
bad  condition.  A large  serpiginous  ulcer  had  de- 
veloped upon  the  cornea,  accompanied  with  the 
usual  severe  symptoms.  The  hypopyon  which 
had  formed  filled  up  almost  one-half  of  the  an- 
terior chamber.  She  was  also  suffering  from 
photophobia,  together  with  the  characteristic 
head  pains.  The  pain  being  so  severe  in  this 
case  and  the  fact  that  sympathetic  ophthalmia  set 
up  in  the  other  eye  later,  it  became  necessary  to 
enucleate  the  infected  eye  to  give  relief  from 
the  pain  and  to  save  the  vision  in  the  sympathiz- 
ing eye.  This  was  not  resorted  to,  however, 
until  after  a paracentesis  was  done  (the  lachry- 
mal sac  having  been  previously  irrigated)  and  all 
hope  of  saving  any  vision  in  the  diseased  eye 
gone.  Exploration  of  the  enucleated  eye  showed 
that  the  infection  had  invaded  the  vitreous  cham- 
ber, the  vitreous  being  infiltrated  with  pus. 

Case  4:  A farm  hand,  aged  forty-five,  while 
clearing  a piece  of  ground,  was  struck  in  the 
right  eye  by  the  end  of  a twig  from  a bush  that 
he  was  grubbing.  He  continued  at  his  work  for 
several  days,  notwithstanding  the  fact  that  the 
eye  gave  him  pain  during  the  time.  At  the  time 


he  came  to  me  for  treatment,  which  was  about 
one  week  from  date  of  injury,  there  was  present 
a typical  serpiginous  ulcer  on  the  cornea  just  be- 
low the  pupil.  A small  purulent  exudate  had 
formed  in  the  anterior  chamber.  The  pain, 
which  was  not  so  severe  as  in  the  other  three, 
was  present  in  this  case,  the  remaining  symptoms 
being  also  of  less  severity.  With  the  application 
of  phenol  and  tincture  of  iodine  to  the  ulcer,  the 
instillation  of  atropine  solution,  etc.,  the  ulcer 
healed  in  about  ten  days,  leaving  no  impairment 
of  vision. 

In  each  of  the  cases  I have  mentioned  there 
was  present  a preexisting  dacryocystitis ; and, 
despite  the  fact  that  I repeatedly  irrigated  the 
tear  sac  with  iodine,  boracic  acid,  and  other  anti- 
septic solutions,  applying  vigorous  treatment  di- 
rect to  the  ulcers  in  conjunction  with  other  rem- 
edies for  the  relief  of  the  inflammation,  I was 
only  able  to  save  vision  in  one  of  the  infected 
eyes,  having  to  resort  to  enucleation  in  one. 

While  I did  not  send  a smear  in  these  cases 
to  the  bacteriologist  for  an  examination,  I am 
fully  convinced  from  the  clinical  symptoms  that 
the  infection  was  due  to  the  pneumococcus  in 
each.  We  note  in  these  cases  the  tendency  to 
neglect  eye  injuries  and  the  inability  of  the  aver- 
age general  practitioner  to  properly  care  for  dis- 
eases of  the  eye ; for  had  they  received  proper 
treatment  from  the  start,  vision  might  have  been 
saved  in  all  of  the  infected  eyes.  How  exceed- 
ingly important  is  the  question  of  prompt  and 
intelligent  first  aid  to  eye  injuries ! No  doubt  our 
National  Committee  on  Conservation  of  Vision 
will  do  much  in  the  way  of  some  means  of  pre- 
vention along  this  line. 

As  to  the  method  of  obliterating  the  diseased 
lachrymal  sac,  the  operation  of  Harold  Gifford, 
of  Omaha,  Neb.,  which  he  describes  in  the  Oph- 
thalmic Record,  January,  1915,  appeals  to  me 
most.  He  states  in  this  connection  that  he  has 
never  extirpated  a lachrymal  sac,  and  says  that 
he  has  no  intention  of  ever  doing  so.  After  infil- 
trating the  tissues  well  down  to  the  sac  with  a 1 to 
2 per  cent  cocaine  solution,  combined  with  a little 
adrenalin  solution,  he  incises  the  sac  one- fourth 
to  three-eighths  of  an  inch  vertically,  beginning 
the  incision  about  one-fourth  of  an  inch  inward 
from  the  caruncle,  then  drying  out  and  packing 
the  cavity  with  a strip  of  iodoform  gauze,  which 
he  leaves  in  until  the  following  day.  He  then  re- 
moves the  packing;  and  after  the  use  of  a 10- 
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per  cent  solution  of  cocaine  as  an  anaesthetic  and 
the  application  of  zinc  ointment  to  the  skin 
around  the  external  incision,  he  puts  two  or  three 
drops  of  pure  liquefied  trichloracetic  acid  into  the 
cavity,  then  mops  the  interior  of  the  sack  in  all 
directions  with  a small  cotton-ball  swab.  He 
next  dries  out  the  cavity  and  irrigates  with  some 
cleansing  solution,  then  fills  the  cavity  with  aris- 
tol  and  applies  a moist  dressing.  Care  should  be 
taken  to  protect  the  skin  well  around  the  exter- 
nal opening  with  the  zinc  ointment,  as  there  is 
danger  of  injuring  this  surface  with  the  trichlor- 
acetic acid.  As  a precaution  against  infection, 
before  packing  with  the  iodoform  gauze,  I mop 
out  the  cavity  with  iodine  solution. 

While  my  experience  is  very  limited  with  the 
ooeration  as  outlined  by  Dr.  Gififord,  yet  I believe 
the  results  to  any  one  who  elects  to  adopt  his 
method  will  be  all  that  he  claims. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  SCOTT. 

Dr.  Ch.vrles  B.  Jones,  Knoxville;  I have  been  very 
much  interested  in  Dr.  Scott’s  paper.  It  is  a subject 
that  is  very  interesting ; and  it  is  a disease  that  I do  not 
like  very  much  to  run  across,  especially  when  compli- 
cated with  serpiginous  ulcers,  because  these  ulcers  do 
their  work  so  quickly  that  we  are  in  doubt  as  to  what 
result  we  are  going  to  have. 

I do  not  recall  having  had  any  case  of  serpiginous 
ulcer  complicating  dacryocystitis,  but  have  had  a num- 
ber from  other  causes.  They  are  more  liable  to  come  in 
cases  of  dacryocystitis,  because  we  have  the  cause  right 
there  waiting  for  an  abrasion  of  the  cornea.  The  cases 
I have  had  have  been  caused  from  some  injury.  I re- 
call a case  not  long  ago  that  ran  on  for  several  days 
before  I saw  it.  The  man  said  he  had  had  sawdust 
thrown  in  his  eye.  When  he  came  to  me,  there  was 
a large  ulcer  of  cornea.  I took  my  electric  cautery  and 
cauterized  around  the  ulcer,  being  very  particular  to  get 
out  into  healthy  tissue.  I cauterized  this  one  evening, 
and  the  next  morning  was  douhfful  whether  it  was 
spreading  or  not.  Afterwards  I found  the  cautery  evi- 
dently had  stopped  the  trouble.  It  was  the  heat  that 
naturally  made  it  look  as  though  it  was  spreading  ; and, 
fearing  it  might  be,  I took  my  knife  and  split  the  cornea 
entirely  across,  going  liack  into  healthy  tissue  on  each 
side. 

In  a great  many  cases  these  patients  do  not  come  to 
us  until  the  trouble  is  far  advanced.  I have  had  them 
so  far  advanced  when  they  first  came  that  perforation 
of  the  Cornell  had  occurred.  1 remember  one  case  of 
perforation  of  the  cornea  in  which  the  lens  came  out. 
That  man,  however,  still  has  his  eye.  I have  not  seen 
him  for  a year  or  two,  hut  had  a report  from  him 


stating  that  he  suffered  at  times,  and  I think  eventually 
he  will  have  to  have  the  eye  enucleated. 

As  to  the  treatment  in  chronic  dacryocystitis,  I have 
had  some  cases  to  treat  in  old  and  middle-aged  people, 
and  in  the  majority  of  cases  have  been  able  to  cure 
them  by  probing,  irrigation,  and  local  medication ; while 
in  a few  cases  I have  had  to  remove  the  sac. 

I have  had  several  cases  in  infants  where  there  was  i; 
a great  deal  of  pus,  and  have  been  successful  in  curing  1 
them  by  the  above  procedure.  I do  not  like  to  use  the 
probe  if  I can  help  it ; would  rather  wash  out  the  sac  : 
with  a medicated  solution  and  get  them  well  if  possible  , 
in  that  way.  If  I cannot,  the  next  thing  is  to  open  with  | 
a probe ; and  if  this  cannot  be  successful!}"  done,  I take 
out  the  sac. 

Dr.  Emmett  L.  Jones,  Cumberland,  Md. ; This  is  a 
subject  in  which  I have  been  very  much  interested  for  ' 
a good  many  years.  It  is  the  biggest  little  thing  in  the  ; 
whole  field  of  my  medical  practice,  and  there  is  very  lit-  • 
tie  written  about  the  subject  of  suppuration  of  the 
lachrymal  sac  as  compared  with  other  subjects  in  oph- 
thalmology. I see  vastly  more  cases  suffering  from 
this  condition  than  I do  from  glaucoma,  and  yet  we 
have  books  devoted  to  glaucoma  where  we  have  only  a 
few  lines  devoted  to  cases  of  dacryocystitis.  So  impor- 
tant do  I consider  the  matter  of  suppuration  of  the 
lachrymal  sac  that  I never  operate  on  the  cornea,  even 
for  so  small  a thing  as  an  imbedded  cinder,  without 

pressing  the  tear  sac  to  see  whether  there  is  any  pus  ;| 

present  or  not.  If  you  get  a suppurating  tear  sac  and  I 
an  abraded  cornea,  you  will  have  trouble.  I have  seen  I 
many  cases  that  have  come  with  eyes  in  which  the  cor-  | 
iiea  had  rapidly  sloughed  all  to  pieces.  On  pressing  the  | 
tear  sac,  out  comes  the  pus.  I tell  these  patients  that  | 
if  they  had  come  a few  days  sooner  we  could  have  | 
saved  the  eye ; in  the  early  cases,  that  if  they  had  put  j 

it  off  for  a few  days  later  they  would  likely  have  lost  ^ 

the  eye.  It  is  the  most  destructive  process  of  anything  | 
I know,  and  I have  seen  numbers  of  eyes  that  have  been  ‘ 
lost  by  a little  delay  in  consulting  the  ophthalmologist. 

In  regard  to  the  treatment,  the  method  I have  adopted  ■ 
in  treating  these  cases  has  been  satisfactory.  Most  of  ' 
these  cases  as  I get  them  are  emergency  cases,  and  , 
something  must  be  done' for  them  right  then  and  there. 
When  I get  a closed  tear  sac,  I think  it  is  better  to  get 
rid  of  that  at  once;  for  if  the  patient  should  receive  a 
little  scratch  or  a cinder  in  the  eye,  he  will  likely  lose 
the  eye,  and  it  is  better  to  get  rid  of  it.  I do  not  be- 
lieve in  washing  or  probing.  I split  the  ^ac  up.  as  in  the 
old  operation  for  probing ; use  cotton  swabs,  with  a lit- 
tle powdered  cocaine  with  adrenalin,  holding  them  in  the 
sac  for  a while;  then  take  the  electric  cautery,  large 
point,  go  right  around  in  the  sac,  turn  it  up.  and  eurn 
it  out  at  the  top  also.  I also  split  the  upper  canaliculus. 

If  you  do  not  do  that,  you  will  have  a blind  fistu'.a.  I ; 
cauterize  the  ulcer  with  the  same  point,  give  an  injec- 
tion of  mercuric  cyanide,  all  being  done  at  the  same  sit- 
ting, and  that  generally  fixes  the  matter. 

Dr.  E.  C.  Ellett,  ^lemphis : 1 would  like  to  speak  of 
one  agent  in  the  treatment  of  pneumococcus  ulcers  of 
the  cornea,  and  that  is  optochin.  1 do  not  know  whether 
you  have  had  any  experience  with  this  agent  or  not.  ' 
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It  has  been  put  out  as  a specific  for  pneumococcus  in- 
fections, and  it  certainly  does  for  pneumococcus  ulcers 
of  the  cornea  more  than  any  other  agent  with  which 
I am  familiar,  particularly  cauteries  of  all  sorts — iodine, 
the  actual  cautery,  carbolic  acid,  and  all  the  antiseptics 
I have  ever  used.  It  is  used  in  1 or  2 per  cent,  solution 
and  instilled  every  one  or  two  hours.  I cannot  say  off- 
hand what  the  chemistry  of  it  is,  but  it  is  a quinine  de- 
rivative. It  is  the  only  agent  I have  ever  seen  that  stops 
infection  in  a cataract  operation. 

Dr.  George  H.  Price,  Nashville;  I am  interested  in 
this  paper  for  one  reason  especially,  and  that  is,  the 
doctor’s  experience  with  infected  corneal  ulcers  is  really 
out  of  the  ordinary.  I see  quite  a number  of  patients 
who  receive  injuries,  but  very  few  have  corneal  ulcers 
which  result  in  anything  like  disaster.  It  may  be  there 
is  something  in  the  locality  or  in  the  conditions  under 
which  these  patients  work  which  brings  about  the  infec- 
tion that  the  doctor  speaks  of,  in  addition  to  the  fact 
that  they  have  a dacryocystitis.  The  dacryocystitis  may 
be  acute  or  chronic.  Injuries  to  the  eye  are  exceedingly 
common,  and  I expect  more  so  in  the  doctor’s  locality, 
because  he  is  working  in  a section  where  coal-mining 
operations  are  carried  on  very  extensively ; and  these 
miners  are  frequently  hurt,  and  the  infections  they  get 
in  that  locality  are  more  virulent  than  we  have  in  some 
other  localities. 

I have  had  patients  with  some  disturbances  about  the 
lachrymal  sac  with  foreign  bodies,  but  I have  escaped 
the  great  disasters  which  have  fallen  in  the  wake  of 
those  cases  which  the  doctor  reports.  As  I have  said, 
in  certain  localities  we  are  more  prone  to  have  these 
things  than  in  some  others.  I see  many  patients  who 
are  injured  with  foreign  bodies  in  their  eyes — railroad 
patients ; and  I see  them  every  day  almost — some  young, 
some  old.  I have  not  had  for  a long  time  an  infection 
such  as  the  essayist  has  described.  I have  had  cases  of 
dacryocystitis  that  went  along  without  any  injury  from 
time  to  time,  but  I am  satisfied  from  the  doctor’s  expe- 
rience and  that  of  Dr.  Jones  that  in  many  cases  the 
trouble  is  exceedingly  disastrous. 

With  reference  to  the  treatment,  I do  not  resort  to 
the  use  of  the  actual  cautery,  as  a rule,  to  cure  corneal 
ulcers.  I have  done  that,  but  sometimes  you  do  not  get 
what  you  want,  or  you  get  more  than  you  are  looking 
for.  I have  seen  some  eyes  that  were  badly  burned, 
with  a very  large  scar  so  badly  located  that  the  patient 
suffered  as  much  as  if  he  had  lost  the  eye,  very  nearly. 
Galvano-cautery  burns  upon  the  cornea,  if  deep  enough 
to  stop  infection  which  has  reached  beyond  the  super- 
ficial layers  of  the  cornea,  are  apt  to  induce  a consid- 
erable amount  of  cicatrization.  If  the  corneal  ulcers 
are  extensive  and  you  burn  extensively  with  the  cautery, 
you  may  have  as  bad  a condition  as  that  you  undertake 
to  treat — in  some  of  these  cases.  I have  seen  small 
corneal  ulcers  infected  in  which  the  eyes  were  lost,  but 
that  is  a rare  thing.  I resort  to  thorough  cleansing  of 
these  eyes,  curetting  the  ulcers  out,  so  to  speak ; and  I 
do  not,  as  a rule,  apply  carbolic  acid.  I do  apply  iodine, 
or  I apply  iodine  and  tincture  of  aconite,  equal  parts.  I 
clean  them  out  and  put  dionin  powder  into  the  ulcer. 
I mike  one  or  two  small  applicators.  The  end  of  one 


of  these  wooden  applicators  is  drawn  down  to  a fine 
point,  and  a small,  tightly  wound  cotton  applicator  is 
made.  After  removing  the  foreign  body,  I thoroughly 
clean  out  the  wound  with  the  point  of  a scalpel  or  currette 
for  that  purpose,  and  then  ream  it  out  with  the  tight 
cotton  applicator,  and  press  into  it  the  powdered  dionin. 
That  I have  found  is  most  efficacious.  In  addition  to 
that,  I have  treated  corneal  ulcers  with  a preparation 
made  by  Reed  and  Carnrich — namely,  protonuclein  spe- 
cial. It  is  the  best  preparation  I have  ever  used.  It 
has  an  iodine  content,  and  acts  nicely  indeed.  I anaesthe- 
tize the  eye  and  dust  it  in,  or  I take  some  of  the  pow- 
dered dionin  and  put  it  right  into  the  corneal  ulcer. 

I have  had  two  cases  of  pneumococcus  infection  in 
which  I tested  the  secretions  for  pneumococci.  I had 
one  case  of  pneumococcus  infection  just  a short  time 
ago.  We  have  had  a great  deal  of  pneumococcic  infec- 
tion of  the  nose  and  throat.  I recall  having  had  one  pa- 
tient who  had  just  passed  through  a siege  of  follicular 
tonsilitis,  with  double  peritonsillar  abscess.  This  patient 
developed  a corneal  ulcer  upon  the  right  eye.  Two  ap- 
plications of  protonuclein  special  brought  the  inflamma- 
tion to  a termination. 

In  these  cases  of  corneal  ulcer  the  treatment  must  be 
radical  from  the  beginning  and  must  be  persistent,  and 
these  patients  must  be  under  the  observation  and  treat- 
ment of  some  one  who  knows  how  to  give  the  treatment 
and  not  leave  it  to  chance. 

Dr.  Charles  J.  Broyles,  Johnson  City:  I believe  we 
should  treat  these  ulcers  of  the  cornea  after  the  man- 
ner suggested  by  Dr.  Price,  and  the  first  thing  to  do  is 
to  clean  them.  I have  had  considerable  experience  in 
cleansing  these  ulcers  with'  what  I call  as  “ old  Sam- 
son ” — namely,  20-per-cent  solution  of  trichloracetic 
acid ; then  I have  followed  that  with  dionin  locally  in 
powder  form,  as  Dr.  Price  described ; and  then  follow 
always,  unless  there  is  some  special  contraindication, 
with  atropine. 

I had  one  case  recently  in  which  I had  been  using  a 
little  trichloracetic  acid  just  as  the  doctor  described. 
The  case  got  along  slowly ; it  was  a little  sluggish.  I 
put  dionin  for  the  first  time  in  the  eye  that  day,  and  it 
seemed  to  bring  about  necrosis  of  the  whole  cornea. 
It  sloughed  in  due  time,  and  I finally  had  to  remove 
the  eye. 

I want  to  emphasize  the  fact  that  from  the  results  I 
have  seen,  both  in  my  own  practice  and  in  that  of  oth- 
ers, it  is  good  practice  to  cleanse  the  eye  with  iodine  or 
trichloracetic  acid  in  preference  to  the  use  of  the  gal- 
vano  cautery.  My  observation  and  experience  have  been 
that  where  we  resort  to  the  galvano  cautery  we  very 
often  do  more  damage  than  the  enemy  we  are  already 
attacking  is  doing.  I believe  it  is  the  king  of  cleansers 
for  corneal  ulcers. 

Dr.  Lewis  M.  Scott,  Jellico  (closing)  ; While  treat- 
ing the  last  two  cases  I have  reported,  my  attention  was 
called  to  an  article  in  the  Ophthalmic  Record  by  Dr. 
Ramsey,  of  Glasgow,  Scotland,  in  which  he  reported  a 
number  of  cases  of  serpiginous  ulcers  of  the  cornea 
treated  successfully  with  a solution  of  optochin,  techni- 
cally known  as  “ ethil-hydrocuprein.”  I tried,  through 
my  druggist,  to  secure  some  of  the  medicine,  but  failed 
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even  to  obtain  it  in  any  of  the  large  pharmaceutical 
houses  of  the  cities.  Later  ,a  friend  in  the  Cincinnati 
General  Hospital  sent  me  a few  grains  from  a small 
supply  which  was  being  used  there.  It  came  too  late, 
however,  to  be  of  any  use  in  these  particular  cases.  I 
shall  try  the  rem.edy  in  the  next  case  that  I am  called 
upon  to  treat. 

Perhaps  environment  had  something  to  do  with  the 
infection  in  these  four  cases,  since  there  were  quite  a 
number  of  cases  of  pneumonia  and  diseases  of  the 
upper  air  passages  in  this  particular  locality  just  prior 
to  these  attacks. 

As  to  the  use  of  the  actual  cauterj',  I wish  to  say  that 
I do  not  resort  to  it  often,  and  only  applied  it  in  one  of 
the  cases  reported  after  all  other  methods  failed. 


TREAT.MENT  OE  HIP  DISEASE.* 

By  a.  G.  Nichol,  AI.D., 

Nashville,  Tenn. 

I am  led  to  present  a paper  upon  this  subject 
because  of  the  variance  of  opinion  that  now  ex- 
ists as  to  the  preferable  line  of  treatment  of  this 
common  condition.  Whether  it  is  better  to  pin 
our  faith  to  the  fixation  method  of  Lorenz  and 
Hoffa  or  whether  traction  appliances  are  to  be 
preferred — this  is  a question  upon  which  ortho- 
pedists differ  widely,  and  each  feels  that  he  has 
ample  experience  upon  which  to  base  his  judg- 
ment. 

Prior  to  entering  the  discussion  of  treatment, 
a'  short  resume  of  the  ordinary  case  is  not  out  of 
place.  Unfortunately,  we  do  not  often  have 
the  privilege  of  treating  these  cases  in  their  in- 
cipiency ; but  they  most  often  have  gone  the 
rounds  and  have  been  subjected  to  antirheuniatic 
remedies,  blistered  knees,  and  have  been  cursed 
with  the  antiquated  phrase  of  “ growing  pains  ” 
and  other  peculiar  ideas  of  the  ailments  of  child- 
hood. On  more  than  one  occasion  I have  found 
it  necessary  to  treat  a blistered  knee  and  advise 
that  drugs  be  left  oft'  so  that  the  little  sufferer 
might  obtain  the  relief  that  rest  will  afford. 

In  a child,  any  slight  variation  from  the  normal 
gait  should  be  carefully  watched,  especially 
should  there  exist  an  intermittent  limp  which  in 
the  beginning  is  slight  and  appears  following  the 
violent  exercise  of  childhood.  Eor  a time  the 
child  voluntarily  rests  up  and  seems  normal,  but 
the  limp  will  again  appear  slightly  more  marked 


*Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
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and  with  a more  tardy  disappearance.  This  cycle 
continues,  each  recurrence  becoming  more  se- 
vere; joint  stiffness  is  evident  and  the  night  cry 
disturbs  the  sleeping  child ; a period  of  increas- 
ing deformity  is  manifest,  and  then  it  is  that  the 
little  patient  begins  to  receive  very  necessary  at- 
tention ; but  in  this  delay  much  has  been  lost. 

Should  we  be  so  fortunate  as  to  begin  rational 
treatment  at  this  period  of  the  disease,  our  re- 
sults, as  a whole,  would  be  far  better ; but  such  is 
not  usually  the  case.  The  destruction  goes  on; 
and,  as  a last  resort,  the  orthopedist  is  called 
upon — not  to  prevent  destruction  and  deformity, 
but  to  correct  deformity  and  endeavor  to  arrest 
the  diseased  process. 

It  is  unnecessary  to  describe  the  pathology,  for 
this  is  well  known  to  you.  You  are  likewise  fa- 
miliar with  the  symptomatology'  in  the  main,  but 
especial  stress  should  be  laid  upon  the  early  man- 
ifestations— namely,  intermittent  limp,  night  cry, 
limitation  of  joint  motion,  and  the  referred  pain 
at  the  knee. 

I feel  justified  in  emphasizing  this  statement: 
That  all  children  who  limp  should  be  carefully 
examined,  and  the  physician  should  not  be  satis- 
fied until  he  has  eliminated  the  possibility  of  hip 
disease.  It  is  in  these  early  cases  that  we  can 
accomplish  most  good. 

In  the  consideration  of  the  treatment  of  hip 
disease  we  must  have  clearly  in  mind  what  we 
wish  to  accomplish  and  then  decide  upon  the 
most  efficacious  means  to  bring  about  the  desired 
results.  In  all  cases  our  primary  objects  are  the 
relief  of  pain,  the  prevention  or  correction  of 
deformity,  and  the  arrest  and  cure  of  the  disease. 
In  the  great  majority  of  cases  the  relief  of  pain 
may  be  brought  about  by  rest  in  bed  and  the  ap- 
plication of  an  appliance  that  will  afford  rest  to 
the  injured  limb.  This  may  be  accomplished  by 
any  one  of  the  various  apparatus  that  produce 
traction,  which  traction  will  greatly  immobilize 
the  diseased  member  and  will  prevent  the  spas- 
modic contraction  of  the  strong  thigh  muscles. 
The  Buck’s  extension,  the  traction  brace,  and 
other  allied  appliances  will  in  practically  all  cases 
accomplish  the  desired  end.  These  appliances 
will  likewise  do  much  toward  the  correction  of 
deformity.  In  beginning  treatment,  the  traction 
should  first  be  applied  in  the  axis  of  deformity, 
with  a gradual  change  toward  the  normal  posi- 
tion. In  late  untreated  cases  it  will  often  be 
necessary  to  use  a certain  amount  of  manipula- 
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tion  of  the  limb  with  the  patient  anaesthetized, 
when  the  deformity  may  be  corrected,  provided 
organic  changes  have  not  occurred  which  block 
a full  correction.  When  acute  symptoms  have 
ceased  and  the  deformity  disappeared  as  far  as 
possible,  we  must  then  select  the  most  appropri- 
ate method  of  ambulatory  treatment.  Ambula- 
tory treatment  has  the  support  of  the  great  ma- 
jority of  orthopedists,  though  Calot,  one  of  the 
foremost,  maintains  that  absolute  rest  is  nearer 
ideal.  That  may  be  true  when  surrounded,  as  he 
is,  with  every  element  desired  in  a sanitarium, 
but  is  not  applicable  under  any  other  condition. 

The  original  method  used  in  America,  and  still 
used  by  some,  is  the  traction  brace,  devised  by 
Davis,  perfected  by  Taylor,  and  modified  by 
many.  Of  these,  the  Bradford  abduction  and 
traction  splint  seems  most  practical.  Of  recent 
years  many  of  our  foremost  American  orthope- 
dists have  abandoned  the  traction  brace  as  rou- 
tine and  have  been  converted  to  the  idea  of  fix- 
ation, which  was  originally  advanced  by  Mr. 
Thomas,  of  Liverpool.  He  accomplished  fixation 
by  the  use  of  his  hip  splint.  This  splint  is  not 
widely  used  at  present,  but  has  given  way  to  the 
plaster-of-Paris  spica,  popularized  by  Lorenz  and 
Hotfa,  which  is  more  practical  in  many  ways 
and  can  be  used  without  the  assistance  of  a me- 
chanic. 

There  is  still  a controversy  as  to  the  better 
method  of  treatment — traction  or  fixation.  Trac- 
tion is  still  enthusiastically  supported  by  some  of 
our  foremost  Americans,  especially  Allison,  of 
St.  Louis.  On  the  other  hand,  the  fixation 
method  has  been  adopted  in  many  of  our  larger 
clinics.  The  advocates  of  traction  maintain  that 
the  end  results  are  better  in  that  you  get  a larger 
percentage  of  cures  witji  motion ; that  abscess 
occurs  with  less  frequency  and  there  is  less  short- 
ening. These  contentions  are  not  altogether  con- 
curred in  by  those  who  prefer  the  fixation  with 
plaster  of  Pari§. 

There  are  many  who  strongly  hold  that  a cure 
with  ankylosis  in  a good  position  is  the  best  re- 
sult obtainable  in  a case  of  tubercular  hip,  and 
direct  their  treatment  to  this  end.  I do  believe 
that  this  is  too  radical  and  should  not  be  adhered 
to,  and  it  is  my  opinion  that  in  those  cases  with 
slight  bone  destruction  such  an  effort  should  not 
be  made ; but,  on  the  contrary,  in  cases  where 
marked  destruction  has  occurred,  especially  with 
involvement  of  the  head  and  acetabulum,  a firm 


ankylosis  is  the  most  serviceable  end  obtainable, 
with  less  liability  to  injury  and  recurrence. 

Heliotherapy,  as  it  has  been  developed  by  Roll- 
ier,  is  of  a most  decided  value  in  the  treatment 
of  any  form  of  tuberculosis,  especially  the  sur- 
gical variety.  The  Rollier  method  consists  of  ex- 
posure of  the  patient  to  the  direct  rays  of  the  sun. 
The  complete  exposure  is  brought  about  gradu- 
ally. In  the  beginning  the  foot  is  exposed  for  a 
short  interval — five  minutes  ; on  the  next  day  this 
exposure  is  increased  and  the  leg  is  exposed  for 
five  minutes,  gradually  increasing  the  amount  of 
body  exposed  until  the  individual  is  exposed  en- 
tirely naked.  After  the  treatment  is  under  way, 
the  body  becomes  deeply  tanned,  and  the  individ- 
ual tolerates  extremely  low  temperature  with  no 
discomfort.  This  mode  of  treatment  is  now  be- 
ing used  extensively  in  this  country  with  most 
gratifying  results.  In  order  that  the  Rollier  tech- 
nic may  be  faithfully  followed,  it  is  almost  essen- 
tial to  insist  upon  institutional  care ; for,  as  we 
all  realize,  it  is  a most  difficult  matter  to  have 
mothers  carry  out  minute  details.  However,  a 
modified  treatment  suited  for  home  care  will  be 
productive  of  gratifying  results.  There  is  much 
recent  literature  upon  this  subject,  and  I have 
seen  none  other  than  encouraging  reports,  espe-. 
cially  the  reports  of  Pryor,  of  Buffalo,  and  Ham- 
mond, of  Providence.  It  is  not  well  to  become 
too  enthusiastic  over  this  treatment,  but  in  all 
cases  the  injured  part  should  receive  mechanical 
protection  and  support  in  the  best  possible  posi- 
tion for  future  usefulness. 

In  considering  this  subject,  I am  led  to  con- 
clude that  the  most  important  factor  is  in  an 
early  diagnosis,  when  we  are  often  enabled  to 
prevent  deformity  and  limit  the  amount  of  de- 
struction. Early  fixation  in  recumbency  until  all 
pain  spasm  and  tenderness  have  subsided,  fol- 
lowed by  ambulatory  treatment  without  weight 
bearing,  the  limb  being  fixed  in  a long  plaster  of 
spica,  is  to  be  commended.  When  weight  bear- 
ing is  possible*  without  pain,  it  may  be  allowed. 
In  the  latter  part  of  treatment  the  short  spica  of 
Lorenz  may  be  used  with  greater  comfort  to  the 
patient,  and  allows  the  use  of  the  leg  muscles  and 
prevents,  much  atrophy  in  convalescence.  A sup- 
porter brace  is  used,  to  be  removed  at  night, 
gradually  discarding  appliances  when  all  evidence 
of  active  disease  has  disappeared.  In  some  cases 
it  is  advisable  to  use  the  traction  method,  espe- 
cially should  there  be  marked  involvement  of 
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acetabulum  ; but  as  routine  the  fixation  with  plas- 
ter of  Paris  is  to  be  preferred,  because  of  the 
certainty  of  adjustment  and  the  assurance  that 
the  parents  cannot  disturb  your  appliance  and 
otherwise  interfere  wdth  your  mechanical  intent. 

It  must  be  admitted  that  there  are  many  argu- 
ments in  favor  of  the  traction  method  ; but  after 
weighing  both  sides  well,  I feel  that  there  is  more 
to  be  gained  by  fixing  the  patient  in  plaster  spica 
than  a brace  that  is  often  a source  of  much  dis- 
cussion and  manipulation  on  the  part  of  the  par- 
ent and  the  spoiled  child. 

Of  very  great  importance  in  either  method  is 
to  continue  supervision  of  all  cases  over  a long 
period  of  time,  and  under  no  conditions  to  dis- 
miss a case  until  all  signs  of  active  disease  have 
disappeared. 

This  paper  is  a plea  for  careful  observation  of 
all  cases,  giving  especial  attention  to  the  earliest 
symptoms,  and  the  institution  of  measures  that 
will  prevent  deformity  and  limit  disease,  thereby 
lessening  the  number  of  miserable  cripples  that 
are  all  around  us. 


DISCUSSION  ON  THE  PAPER  OE 
DR.  NICHOL. 

Dr.  C.  a.  Robertson,  Ridgetop : The  treatment  of 
hip-joint  disease  should  be  approached  with  reference 
to  at  least  three  classifications  of  the  condition.  First, 
we  have  to  deal  with  hip-joint  disease  without  abscess 
formation;  second,  hip-joint  disease  with  abscess  for- 
mation; third,  hip-joint  disease  with  abscess  and  fistula 
formation. 

The  treatment  of  these  three  classes  of  hip-joint  dis- 
ease materially  differs  because  of  the  conditions  present. 

In  the  first  class  of  hip-joint  disease  without  abscess 
formation,  the  indications  for  treatment  lie  mainly  in 
fixation  of  the  joint  and  a general  regime  applicable  to 
the  treatment  of  tuberculous  conditions  generally,  with 
great  emphasis  placed  upon  the  methods  of  heliotherapy. 

Going  rapidly  over  an  epitome  of  the  treatment  of 
these  conditions,  we  will  consider  next  the  treatment 
of  cases  with  abscess  formation.  Adding  to  the  treat- 
ment applied  to  the  first  class  of  cases,  it  should  be  the 
purpose  always  to  e.xercise  more  diligence  in  the  i)re- 
vention  of  fistula  formation  in  the  cases  in  which  ab- 
scesses have  developed.  We  should  never  allow  a fis- 
tula to  form  if  it  is  possible  to  avoid  it,  and,  fortu- 
nately, in  the  great  majority  of  cases  this  can  be  done 
by  the  pro])er  aspiration  of  these  cases  after  the  method 
of  Calot — approaching  the  aliscess  at  an  angle,  going 
through  the  healthy  tissues  as  far  as  possible,  evacu- 
ating the  pus  wlienever  there  is  tension  within  the  ali- 
scess  cavity  endangering  the  integrity  of  the  wall  of 
the  abscess. 

1 have  liad  considerable  e.xperience  in  the  use  of 


Calot’s  fluid — that  is,  the  injection  of  iodoform,  ether, 
creosote,  and  guaiacol  mixture — which  seems  to  bring 
about  a very  satisfactory  sterilization  of  the  abscess 
cavity.  Not  infrequently  we  meet  with  the  difficulty 
of  aspirating  very  thick  and  ropy  pus,  and  I know  of 
nothing  that  is  better  in  liquefying  pus  under  these  con- 
ditions than  Calot’s  modifying  mixture,  which  is  a solu- 
tion of  camphor-naphthol  in  glycerin.  However,  if  the 
pus  is  liquid  and  easily  aspirated,  this  modifying  mix- 
ture is  not  necessary.  After  the  formation  of  a fistula, 
you  have  to  deal  with  a very  much  more  serious  con- 
dition as  to  the  life  of  the  patient  than  any  of  the  pre- 
vious forms  mentioned.  Fistula  thus  formed  and  per- 
sisting gives  an  opportunity  of  mixed  infection  that 
becomes  a matter  of  great  difficulty  to  deal  with. 

Now,  in  connection  with  other  forms  of  treatment 
that  have  been  in  vogue  by  the  orthopedists,  there  is 
nothing  that  offers  a greater  hope  of  shortening  the 
time  of  treatment  and  arriving  at  a period  of  ultimate 
cure  than  the  judicious  and  proper  application  of  solar 
rays. 

Dr.  a.  G.  Nichol,  Nashville  (closing)  : Dr.  Robert- 
son has  brought  out  very  forcibly  exactly  what  I am  try- 
ing to  emphasize.  In  those  cases  he  is  discussing,  the 
emphasis,  without  a question  of  doubt,  should  be  put  on 
an  early  diagnosis  and  the  institution  of  early  treat- 
ment ; and  if  you  get  the  cases  in  that  stage,  you  will 
not  likely  have  that  condition  so  often  as  you  do  at  the 
present  time.  In  my  paper  I could  not  in  the  short 
time  allotted  me  go  into  every  phase  of  the  subject  of 
hip-joint  disease,  because  one  could  consume  three  days 
of  the  association’s  time  and  then  not  be  through.  Dr. 
Robertson  brought  out  the  point  I wish  to  make — 
namely,  to  watch  these  cases  early,  make  a diagnosis  in 
the  beginning  if  possible ; if  you  cannot,  there  is  hip 
irritation.  And  the  same  general  laws  of  treatment 
hold  good — namely,  rest;  and  when  you  rest  these  cases, 
you  get  a favorable  condition  for  arresting  the  disease 
early,  and  you  do  not  have  that  condition  which  is  so 
frequently  seen  in  tuberculosis. 


THE  PROSTATIC  PROBLEM.* 


Bv  George  P.  Zirki.e,  j\I.D., 
Kingston,  Tenn. 


Having  to  contend  with  the  offending  prostate 
in  several  old  men  lately,  I am  constrained  to 
consider  the  gland  from  the  viewpoint  of  the 
clinician  rather  than  from  that  of  the  .surgeon. 
Statistics  suggest  to  us  that  from  30  to  35  per 
cent  of  men  ])ast  the  age  of  fifty  years  and  po.s- 
sibly  70  per  cent  of  men  past  .seventy  years  of 
age,  have  some  trouble  with  the  prostate  gland. 
The  i)rostate  is  an  accessory  reproductive  organ, 
and  herein  probably  lies  the  explanation  of  the 
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etiological  factor  in  the  pathology  under  consid- 
eration. We  find  the  gland  made  up  of  three 
types  of  tissue — fibrous,  muscular,  and  glandu- 
lar— situated  at  the  neck  of  the  bladder,  through 
which  the  urethra  passes  for  a distance  of  about 
one  and  one-fourth  inches  when  the  gland  is  of 
normal  size.  Hypertrophy  of  the  gland  is  what 
I wish  to  especially  consider,  together  with  some 
conditions  that  frequently  result — obstruction 
(partial  or  complete)  of  the  urethra,  cystitis,  pain 
in  the  gland  and  in  the  distribution  of  the  sciatic 
nerve. 

Simple  enlargement,  so  long  as  it  does  not  in- 
terfere with  the  free  emptying  of  the  bladder, 
does  not  cause  much  discomfort,  and  the  atten- 
tion of  the  patient  is  rarely  directed  to  it ; but 
should  it  be  the  cause  of  retention,  partial  or  com- 
plete, it  continually  reminds  one  of  its  presence. 
What  is  the  etiological  factor  in  the  production 
of  the  hypertrophied  conditions  of  the  gland  ? It 
is  most  probably  due  to  the  introduction  of  the 
ever-prevalent  gonococci,  which  most  young  men 
of  the  past  and  present  are,  or  have  been,  ac- 
quainted with,  to  their  sorrow.  In  getting  the 
history  of  these  prostatic  cases,  I almost  invari- 
ably find  that  the  patient  has  had  gonorrhoea  dur- 
ing his  early  life;  and  believing  that  once  in- 
fected, always  infected,  or  the  result  of  infec- 
tion remaining  to  remind  one  of  youthful  folly,  I 
am  satisfied  that  we  can  here  safely  place  the 
credit  for  this  disease  of  the  prostate  in  old  men. 
The  normal  gland  weighs  about  five  drams,  and 
this  may  be  increased  to  five  or  six  ounces  in 
hypertrophied  conditions.  We,  by  examination 
through  rectum  and  urethra,  may  judge  as  to  the 
size  and  consistency  of  the  organ,  also  form  some 
idea  as  to  whether  the  overgrowth  is  benign  or 
malignant,  remembering  not  to  depend  too  much 
on  the  physical  signs  present.  When  we  find 
the  gland  of  uneven  contour,  with  hard  fibrous 
projections  over  its  surface,  we  naturally  think 
of  cancer — more  especially  so  when  blood  is 
found  in  the  urine  which  can  be  traced  to  the 
prostate.  The  physical  signs  may  point  strongly 
toward  malignancy  in  the  hardened  prostate,  and 
yet  we  find  that  mistakes  are  frequently  made  as 
to  this  point  in  arriving  at  a diagnosis.  I have 
seen  a pyogenic  infection  of  the  prostate  reduce 
the  patient  to  an  almost  unmistaken  picture  of 
malignancy,  and  yet  after  months  I am  confident 
that  malignancy  does  not  exist. 

The  fibrous  element  of  the  gland  being  in- 


volved, in  excess  of  the  muscular  or  glandular, 
we  would  naturally  expect  to  find  the  gland  of 
firmer  consistency ; and  in  this  class  of  cases  we 
may  expect  to  have  more  or  less  trouble  in  the  use 
of  the  soft  rubber  catheter  because  of  greater  re- 
sistance. The  large,  spongy  prostate,  in  which 
the  glandular  and  muscular  elements  predomi- 
nate, usually  does  not  offer  much  resistance  to 
the  passage  of  a catheter  through  its  urethral 
channel  and  does  not  cause  the  inconvenience 
that  the  hard  fibrous  organ  does.  Whatever  the 
cause  of  these  tissue  overgrowths,  let  it  be  from 
the  long-continued  irritation  due  to  the  gonococci, 
directly  or  indirectly,  or  to  an  infection  by  other 
microorganisms,  or  to  a harmone  of  testicular 
origin,  as  some  investigators  seem  to  think,  we 
still  must  contend  with  the  pathology  arising 
therefrom  and  endeavor  to  give  what  relief  we 
can  to  those  who  are  unfortunate  and  seek  our 
aid. 

These  cases  may  be  divided  into  four  classes: 

1.  In  this  class  we  place  all  those  who  have 
slight  symptofns  referred  to  the  prostate,  such  as 
increased  frequency  of  urination  (more  notice- 
able at  night),  a slight  discharge  of  whitish  color 
not  due  to  sexual  excitement,  a slight  difficulty 
in  starting  the  stream  of  urine,  and  perhaps  a 
slight  dribbling  at  the  end  of  urination.  These 
are  a few  of  the  symptoms  noticed  in  early  in- 
volvement of  the  prostate,  and  should  have  care- 
ful consideration  at  the  hands  of  the  physician. 
I very  much  fear  that  this  class  of  patients  do 
not  receive  enough  care  by  the  medical  attend- 
ants, and  are  passed  by  with  the  idea  that  the 
bladder  is  out  of  order  and  that  a urinary  seda- 
tive is  all  that  is  necessary. 

2.  In  this  class  we  find  a .number  who  have 
progressed  from  Class  1,  and,  because  of  their 
prostatic  condition,  they  are  fit  subjects  for  the 
surgeon.  The  prostate,  like  any  other  offending 
organ,  when  the  nleans  at  the  hands  of  the  physi- 
cian are  inadequate  to  afford  relief  or  cure, 
should  be  removed. 

3.  In  this  class  we  place  those  whose  condition 
is  such  that  operative  procedure  would  be  right 
and  proper,  but  for  various  reasons  will  not  sub- 
mit to  this  means  of  relief.  There  are  quite  a 
number  belonging  to  this  class — more  especially 
is  this  true  in  rural  communities  and  small 
towns — who  would  be  good  surgical  risks,  but 
are  averse  to  the  use  of  the  knife  and  demand 
that  this  be  a means  of  last  resort.  ' 
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4.  In  this  class  we  place  those  who  are  poor 
surgical  risks.  Some  may  have  other  organic 
diseases,  perhaps  of  the  heart  or  kidneys,  that 
would  preclude  any  major  operative  procedure. 
The  general  health  may  be  broken  down,  due  to 
the  complications  arising  from  the  obstructing 
hypertrophied  prostate ; retention  of  urine,  with 
decomposition  of  same ; and  the  early  involve- 
ment of  the  bladder  in  septic  processes,  which 
may  later  involve  the  kidneys  by  way  of  the  ure- 
ters. It  is  unfortunate  that  the  physician  must 
of  necessity  have  the  care  of  these  patients  who 
belong  in  this  class,  as  the  means  at  his  command 
will  not  afford  the  relief  sought  and  that  could 
have  been  given  when  conditions  were  better. 
The  prostate  and  bladder  will  surely  become  in- 
fected sooner  or  later,  when  the  catheter  must 
be  depended  upon  to  drain  the  urine  away.  The 
question  presents  itself  as  to  the  best  method  of 
caring  for  these  cases  in  which  the  gland  serves 
to  obstruct  the  urethra  sufficiently  to  require  the 
use  of  the  catheter  and  which  will  not  consider 
operative  interference.  The  patient  should  be 
carefully  trained  as  to  the  use  of  the  catheter, 
and  it  should  be  impressed  upon  him  that  eternal 
vigilance  in  the  matter  of  a sterile  catheter  and 
clean  hands  is  the  price  of  comparative  safety. 
The  patient  using  a catheter  should  be  taught  to 
never  anoint  the  catheter  with  his  bare  fingers, 
but  should  place  the  substance  used  for  this  pur- 
pose on  sterile  gauze  or  cotton  and  draw  the  ca- 
theter through  this  and  never  to  touch  the  part 
of  the  catheter  which  is  to  enter  the  bladder.  It 
is  our  duty  to  see  that  the  urine  is  acid  at  all 
times,  as' infection  does  not  take  place  so  readily. 
An  alkaline -urine  is  very  prone  to  ammoniacal 
fermentation,  which  is  irritating  to  the  bladder 
and  also  affords  a good  culture  medium  for  bac- 
teria. 

The  catheter  should  be  used  at  regular  periods, 
often  enough  to  prevent  any  undue  tension  in  the 
bladder  and  that  straining  effort  to  empty  the 
bladder  which  we  frequently  see  in  patients  who 
have  prostatic  obstruction.  Patients  who  have 
large  congested  prostates  should  be  warned 
against  intercourse,  as  the  condition  will  be  ag- 
gravated thereby,  and  may  be  the  cause  of  acute 
obstruction,  in  which  we  may  have  much  trouble 
in  entering  the  bladder  with  any  catheter,  either 
metal  or  rubber. 

I have  observed  some  involvement  of  the  sci- 
atic nerve  in  cases  of  prostatic  infection,  in  which 


much  pain  and  discomfort  were  added  to  the  pri- 
mary trouble.  The  relation  that  may  exist  be- 
tween the  prostate  and  the  sciatic  is  a question 
that  may  well  claim  our  attention  at  times.  We 
should  make  an  effort  to  exclude  the  prostate  in 
any  painful  condition  of  the  tissues  supplied  by 
this  nerve. 

In  conclusion,  I am  satisfied  that  the  hypertro- 
phied prostate  of  men  past  middle  age  can  be 
traced  back  to  its  incipiency — a case  of  posterior 
gonorrhoea.  The  enlarged  pathological  prostate 
is  the  price  that  is  demanded  of  those  who  wor- 
ship, without  license  or  control  of  passion,  at 
Hymen’s  altar.  As  physicians,  I think  it  our 
duty  to  warn  the  young  men  of  to-day  as  to  the 
pitfall  that  is  before  them,  and  thereby  save  them 
from  the  menace  to  the  happiness  of  the  old 
man — the  hypertrophied  prostate. 


AX  ANALYSIS  OF  ONE  HUNDRED  CON- 
SECUTIVE CASES  OF  APPENDICITIS 
OPERATED  UPON  AT  THE 
NEWELL  CLINIC* 

Bv  E.  Dunb.\r  Newell,  ^I.D., 
Chattanooga,  Tenn. 

Practically  all  of  these  operations  were  done 
during  the  years  1914  and  1915.  In  our  classifi- 
cation we  will  divide  the  cases  according  to  the 
conditions  we  found  at  the  operation  and  what 
we  did  at  the  time  of  operation.  These  are  all 
cases  that  were  operated  on  primarily  for  appen- 
dicitis and  do  not  include  any  cases  that  were 
operated  on  primarily  for  some  other  condition 
and  in  which  the  appendix  was  removed  because 
it,  too,  was  inflamed  or  in  some  way  abnormal. 

Of  these  one  hundred  cases,  in  seventy-five  we 
did  not  use  a drain  of  any  kind,  and  there  was 
no  death.  In  this  series  of  seventy-five  cases  we 
have  included  the  chronic  appendices,  the  sub- 
acute cases,  the  cases  of  ordinary  acute  appendi- 
citis where  the  infection  was  confined  entirely  to 
the  appendix,  and  the  cases  where  the  appendix 
was  tense  from  infection  and  pus  and  where  there 
was  some  plastic  exudation  and  some  seropus. 

In  twenty-five  cases  of  this  series  of  one  hun- 
dred cases  we  did  use  a drain  of  some  kind,  and 
in  this  series  there  were  five  deaths.  In  this 
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drainage  series  are  included  gangrenous  appen- 
dices, ruptured  appendices  with  localized  perito- 
nitis, and  abscess  cases.  In  the  gangrenous 
cases,  with  only  slight  involvement  of  the  sur- 
rounding tissues,  we  usually  use  a small,  soft 
rubber  drain  or  a cigarette  drain  for  forty-eight 
hours.  Where  the  appendix  had  been  ruptured, 
a soft  rubber  tube  was  used,  and  in  the  abscess 
cases  two  soft  rubber  tubes  were  used — one  in- 
serted low  down  toward  the  pelvis  and  the  other 
inserted  over  the  base  of  the  appendix. 

In  the  seventy-five  nondrainage  cases  the 
stump  of  the  appendix  in  every  instance  was 
ligated  and  inverted  and  covered  with  the  stump 
of  the  mesoappendix.  In  the  cases  where  the  ap- 
pendix was  gangrenous,  but  no  abscess  cavity, 
the  appendix  was  removed  in  every  instance,  and 
there  was  no  death  in  this  series. 

Of  the  twenty-five  drainage  cases,  in  eight  the 
appendix  was  not  removed.  The  appendix  was 
not  removed,  as  there  was  a large  abscess  cavity 
in  each  instance,  the  patients  were  all  in  a serious 
condition,  and  the  appendix  could  not  have  been 
removed  without  breaking  down  extensive  adhe- 
sions and  prolonging  the  operation  to  a dangerous 
limit.  Of  the  five  deaths,  in  only  one  case  had 
the  appendix  been  removed.  During  the  time 
that  this  series  was  taken,  in  not  a single  instance 
did  we  fail  to  operate  on  any  case  because  it 
was  too  far  advanced,  even  though  we  felt  sure 
the  operation  would  not  relieve,  and  so  advised 
relatives  and  friends.  We  were  always  willing 
to  give  the  patient  the  benefit  of  the  slim  chance 
for  life,  even  at  the  expense  of  adverse  criticism 
and  of  our  statistics.  In  several  of  the  drainage 
cases  the  duration  from  the  onset  to  the  time  of 
operation  was  less  than  forty-eight  hours ; but  in 
none  of  the  five  deaths  was  the  duration  less  than 
five  days,  and  in  one  case  it  was  twelve  days. 
A more  convincing  argument  for  early  operation 
could  not  be  made. 

We  believe  that  almost  any  of  the  methods  of 
preparing  the  skin  are  satisfactory,  provided  the 
skin  area  around  the  incision  is  snugly  covered 
with  towels  to  protect  the  intestines  and  omentum 
from  contact  with  the  skin.  In  all  cases,  except 
when  we  simply  open  an  abscess  cavity,  we  make 
a large  incision ; and  the  cecum  is  brought  up 
into  the  opening  whenever  it  can  be  done  without 
much  traumatism,  and  sponges  are  seldom  used 
to  pack  back  the  intestines ; and  when  they  are 
used,  they  are  always  wrung  out  of  hot  water. 


In  drainage  cases,  most  sponges  are  used  to  pro- 
tect uninfected  areas  of  intestines  and  to  protect 
the  walls  of  the  incision.  In  all  cases  the  intes- 
tines are  handled  with  the  greatest  care  and  gen- 
tleness. When  the  stump  of  the  appendix  can- 
not be  easily  inverted,  it  is  ligated  and  the  stump 
cauterized  with  carbolic  acid  and  some  attempt 
made  to  cover  it  with  the  peritoneum,  the  meso- 
appendix, a tag  of  fat,  or  the  omentum.  In  all 
drainage  cases  we  use  chromic  catgut. 

We  think  that  the  proper  time  for  operation 
for  appendicitis  is  when  the  diagnosis  is  made. 
If  for  some  reason  the  operation  cannot  be  done 
as  soon  as  the  diagnosis  is  made,  then  w'e  know 
that  these  patients  should  not  have  food,  and  to 
give  them  purgatives  is  damnable.  In  all  of  our 
five  cases  that  died,  purgation  had  been  pushed 
to  the  extreme  before  we  operated.  Dr.  R.  Bland 
Williams,  of  the  United  States  Navy,  in  a report 
of  324  consecutive  cases  of  appendicitis  operated 
upon  without  a death  at  the  Naval  Hospital  at 
Norfolk,  makes  this  pertinent  comment ; 

“ We  have  been  fortunate  in  not  losing  any  of 
these  late  cases,  but  attribute  this  result  largely 
to  the  fact  that  in  nearly  every  case  an  early  diag- 
nosis was  made,  and  food  and  purgatives  zvere 
zvithlield  from  the  beginning.” 

If  we  can  induce  all  the  doctors  who  first  see 
these  cases  of  acute  appendicitis  not  to  allow 
them  to  have  food  or  purgatives,  we  could  all 
have  the  same  favorable  statistics  that  the  navy 
surgeons  have. 

The  after  treatment  of  the  nondrainage  cases 
is  not  important  if  you  have  done  clean,  gentle 
surgery,  as  the  patient  will  be  so  comfortable 
that  he  will  recjuire  little  nursing  and  less  medi- 
cation. Usually  one  hypodermic  of  morphine 
following  the  operation  is  sufficient,  but  we  do 
not  hesitate  to  give  more  if  the  patient  is  suffer- 
ing. S.  S.  enemas  to  relieve  gas  pains  are  given 
early  and  often ; no  purgatives  until  four  to  five 
days ; usually  no  food  for  forty-eight  hours,  and 
none  then  if  there  is  nausea  or  abnormal  disten- 
sion. Whenever  there  is  gastric  distress,  use 
stomach  pump.  In  the  drainage  cases,  use  Fow- 
ler’s position,  pass  six  ounces  of  warm  water  into 
the  rectum  every  four  hours,  begin  early  with 
S.  S.  enemas  to  relieve  gas  pains,  and  do  not  use 
purgatives  as  long  as  there  is  a drainage  tube  in 
the  wound.  If  there  is  any  indication  of  acidosis, 
use  glucose  and  sodium  bicarbonate.  The  drain- 
age tubes  are  left  in  as  long  as  there  is  any  drain- 
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age  from  the  bottom  of  the  cavity,  substituting 
smaller  for  larger  tubes  as  the  drainage  gets  less. 

There  are  some  cases  of  appendicitis  that  get 
well  without  an  operation  ; there  are  many  so- 
called  cases  of  appendicitis  that  get  well  without 
an  o])eration  ; hut  if  you  want  all  of  your  cases 
of  appendicitis  to  get  well,  then  make  an  early 
diagnosis,  and,  while  you  are  waiting  to  make 
the  diagnosis,  do  not  feed  or  purge,  and  operate, 
without  regard  to  the  duration  of  the  disease,  as 
soon  as  you  have  made  tlie  diagnosis  of  appendi- 
citis. 


TUBERCULOSIS  OF  THE  COLON. 

By  W.  C.  Dixon,  IM.D., 

Nashville,  Tenn. 

Case  Report. 

R.  W. — Age,  26  ; colored  ; female  ; married. 
Admitted  June  16,  1916. 

Complaint : Pain  in  right  side  of  abdomen. 
Family  History:  iMother  died  following  abor- 
tion ; father  living  and  well ; one  brother  living 
and  well ; several  brothers  died  in  infancy ; one 
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sister  living  and  well ; several  sisters  died  in  in- 
fancy : no  tuberculosis  or  cancer  in  family. 

Past  History  ; Ordinary  diseases  of  childhood  ; 
two  months  ago  was  in  Vanderbilt  Hospital, 
complaining  of  pain  in  abdomen  and  back,  but 
left  after  a short  stay  much  improved ; menstru- 
ation began  at  fifteen  years,  always  regular  and 
normal  until  birth  of  child  eighteen  months  ago  ; 
since  then  has  only  menstruated  once  ; has  three 
children  living,  three  dead,  and  one  miscarriage. 

Present  Illness : Patient  comes  to  the  hospital 
complaining  of  pain  in  the  right  side  of  the  ab- 
domen, low  down.  Yesterday  (June  14,  1916) 
she  was  seized  with  pain  in  the  right  lower  cpiad- 
rant,  which  was  only  relieved  by  morphia.  She 
vomited,  was  chilly,  and  thinks  she  had  some  fe- 
ver. Since  then  she  has  had  soreness  in  the 
•abdomen,  more  marked  on  the  right  side.  She 
had  her  first  attack  similar  to  this  eighteen 
months  ago,  and  since  then  she  has  had  a num- 


ber of  these  spells.  She  is  weak  and  has  lost 
some  weight. 

PHYSICAL.  EXAMINATION. 

Patient  is  a rather  poorly  nourished  negro 
woman  twenty-six  years  of  age.  There  is  no 
oedema  or  jaundice.  Pupils,  equal  in  size  and  re- 
act to  light  and  distance.  There  is  no  strabismus, 
nystagmus,  or  exophthalmos.  Teeth  show  some 
pyorrhoea.  (Mucous  membranes,  pale.  Throat, 
negative. 

Heart:  P.  (M.  I.  not  seen.  No  thrill.  Out- 
line, normal.  No  accentuation.  No  murmurs 
heard.  Arteries,  not  sclerosed.  Pulse,  equal  on 
both  sides,  regular,  and  synchronous  with  the 
heartbeat. 

Lungs  : Expansion  equal  on  both  sides.  Vocal 
and  tactile  fremitus,  normal.  Percussion  shows 
normal  resonance.  Air  enters  all  jiarts  of  both 
lungs.  No  rales. 


X-Ray  Picture  Showing  Large  Six-hour  Retention  in  the  Stomach,  Dilated  Cecum,  and  Narrowing  in  the 
Colon  at  Hepatic  Flexure  Due  to  Tubercular  Tumor. 
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Abdomen:  Symmetrical  in  outline.  Soft.  No 
organs  or  tumors  felt.  Patient  complains  of  pain 
on  palpating  the  right  lower  quadrant.  No  rigid- 
ity. 

Inguinal,  epitrochlear,  and  cervical  glands  pal- 
pable. Skin  and  joints  negative.  Knee  jerks 
respond  normally.  No  Babinski  or  ankle  clonus. 

Vaginal  examination.  Moderate  perineal 
tear.  Cervix,  torn.  Uterus,  retrodisplaced  and 
fixed.  Tenderness  in  fornices,  but  no  mass. 
Leucorrheal  discharge. 

Urine : Amber.  Sp.  Gr.  1020.  Reaction  acid. 
Sugar  negative.  xA.lbumen  negative.  Microscop- 
ical examination  negative. 

WBC.,  7,000.  Hemoglobin,  75  per  cent. 

Wassermann.  Negative. 

X-ray  examination  of  the  alimentary  tract 
showed  a large  six-hour  retention  in  the  stom- 
ach. The  cecum  was  dilated,  and  above  it  was  a 
narrowing  of  the  colon.  This  was  interpreted  to 
be  partial  obstruction,  probably  due  to  adhesions. 

Operation:  June  22,  1916.  A median  incision 
was  made.  Examination  of  the  pelvic  viscera 
showed  some  adhesions  and  a retrodisplacement. 
The  secum  was  -found  dilated,  and  in  the  ascend- 
ing colon  near  the  hepatic  flexure  was  a mass,  ajj- 
proximately  two  inches  long,  surrounding  the  en- 
tire lumen  of  the  bowel.  It  produced  so  much 
narrowing  that  the  finger  could  not  be  passed 
through.  There  were  many  enlarged  glands  near 
the  mass  and  in  the  mesentery  of  the  small  in- 
testine, as  much  as  a foot  or  eighteen  inches 
from  the  iliocecal  valve.  The  mass  and  the 
glands  were  hard  and  nodular.  The  peritoneum 
was  normal.  A gland  was  removed  for  exami- 
nation. Thinking  the  condition  to  be  malignant 
and  too  extensive  for  resection,  I did  a lateral 
anostomosis  between  the  ileum  and  the  transverse 
colon  beyond  the  mass.  In  spite  of  the  six  hours’ 
retention,  the  stomach  and  duodenum  were  both 
normal.  The  patient  made  an  uneventful  recov- 
ery. 

PATHOLOGICAL  REPORT. 

Source  of  Specimen : Gland  of  mesentery. 

Time  Removed:  June  22,  1916. 

Gross  Pathology : A small  lymph  gland  about 
7 mm.  long. 

Microscopic  Pathology:  Section  shows  lymph- 
oid tissue,  which  is  infiltrated  with  round  cells, 
plasma  cells,  and  fibroblasts.  The  fibrous  tissue 
of  the  gland  capsule  is  thickened.  There  are 


some  small  areas  of  necrosis  and  many  giant 
cells. 

Diagnosis:  Tuberculous  lymph  gland. 
September  18.  1916. 

A report  from  the  patient  says  she  feels  well, 
is  able  to  do  her  work,  and  has  gained  consider- 
able weight. 

If  it  had  been  known  at  the  time  of  operation 
that  this  was  a tuberculous  process,  resection 
would  have  been  the  procedure  indicated.  Be- 
lieving it  to  he  malignant,  resection  was  out  of 
the  question  on  account  of  the  extensive  glandu- 
lar involvement. 

Tuberculosis  of  the  cecum  is  a fairly  common 
finding ; but  a massive  tubercular  involvement  of 
the  colon,  such  as  this  evidently  was,  must  be 
comparatively  rare,  judging  from  the  literature 
which  I have  consulted. 


“CO-OPERATION”  WITH  PROPRIE- 
TARY PREPARATIONS.^*^ 

By  K.  S.  Howlett,  IM.D., 

Eranklin,  Tenn. 

few  weeks  ago  a traveling  representative  of 
a certain  “ baby  food  ” visited  the  physicians  of 
Eranklin  (and  probably  all  other  IMiddle  Tennes- 
see towns  were  likewise  favored)  and  presented 
a proposition  so  unique  and  enticing  that  it  would 
probably  he  well  for  this  association  to  give  it 
careful  consideration. 

In  the  beginning,  it  should  be  stated  that  an 
injustice  is  done  this  wonderful  food  by  calling 
it  a “baby  food;”  for  the  manufacturers  have 
eliminated  the  word  “ baby,”  and  on  the  wrapper 
and  sheet  of  directions,  which  always  accompa- 
nies a package  of  it,  one  learns  that  it  is  “ not 
only  an  ideal  food  for  babies,  but  also  good  for 
the  sick,  the  aged,  the  infirm,  the  convalescent, 
and  even  those  in  perfect  health,  whose  nutrition 
is  much  improved  by  it.” 

We  are  further  informed  (to  quote  literally) 
that  it  is  “ a scientific  compound  of  cereals,  par- 
tially dextrinized  to  make  digestion  easy.  When 
heated  in  milk,  every  particle  hursts  like  a tiny 
grain  of  popcorn,  and  these  million  bursting  par- 
ticles break  the  tough  curd  of  the  milk  into  soft, 
tiny  flakes,  so  easy  to  digest  that  even  iafaitls 

*Rca(l  at  the  meeting  of  the  Middle  Tennessee  Medical  Asso- 
ciation. Lewisburg,  May,  1916. 


October,  1916. 


“ CO-OPERATION  r 


251 


given  up  as  dying  have  received  immediate  ben- 
efitd’  A “ million  ” bursting  grains  of  popcorn 
reminds  one  of  a certain  modern  fairy  story, 
which,  like  this  food,  is  intended  primarily  for 
children’s  consumption,  but  is  much  enjoyed  by 
grown-ups  as  well.  “ Naturally,  a food  so  per- 
fectly adapted  to  the  weak  stomach  of  a baby 
may  be  expected  to  digest  without  taxing  the 
adult  stomach.  Furthermore,  milk  modified  by 
this  food  digests  so  quickly  that  a glass  [not  a 
glassful,  mind  you]  may  be  taken  every  hour, 
when  nourishment  is  the  main  problem,  as  it  fre- 
quently is  with  invalids.” 

But  it  is  not  milk  only  which  is  so  marvelously 
improved  by  the  addition  of  this  food,  for  we  are 
further  informed  that  “ as  a soda-fountain  drink 
it  is  delicious.  It  makes  ice  cream  /more  fluffy 
and  mellow,  and  appears  to  rob  coffee  of  its  bad 
effect  at  night.  It  improves  the  taste  and  adds 
to  the  value  of  chocolate,  vichy,  Apollinaris, 
cream  soups,  and  [mirabile  dictii!]  eggnog.” 
Think  of  anything  that  would  improve  the  taste 
of  eggnog! 

The  sheet  further  advises  the  mother  to  “ trust 
to  directions,  which  have  cured  [sic]  hundreds 
'of  babies  perhaps  [how  modest  the  perhaps!] 
worse  than  yours,  and  in  a few  weeks  your  baby 
will  be  well.” 

Then  follow  two  paragraj^hs  which  seem 
slightly  contradictory — viz. : “ This  food  over- 
comes the  constipating  effect  of  cooked  milk ; ” 
and  almost  immediately  following ; “ It  some- 
times appears  constipating  at  first.”  Like  the 
old  negro’s  black- walnut  bark,  which,  if  scraped 
\ up,  will  check  the  bowels,  but,  if  scraped  down, 
will  act  as  a purgative ! However,  as  to  this 
. food,  the  apparent  contradiction  is  explained 
by  the  statement : “ But  after  the  bowels  become 
accustomed  to  its  use,  they  will  act  regularly.” 

So,  after  all,  this  marvelous  food  leaves  a lit- 
tle something  for  nature  to  do,  and  sometimes 
even  a little  medicine  is  needed.  However,  it 
will  not  be  necessary  to  call  in  a physician  to 
prescribe  it,  as  careful  and  minute  directions  are 
given  the  mother : “ When  your  baby  has  loose- 
ness of  the  bowels  [“diarrhoea”  might  be  too 
technical],  give  a good  dose  of  castor  oil  [about 
j one  tablespoonful]  three-quarters  of  an  hour  or 
so  before  its  first  feeding.  This  is  for  the  pur- 
j pose  of  cleaning  the  baby’s  stomach  out  and  giv- 
j ing  this  rich,  wholesome  food  a chance.”  The 
I mother  is  further  advised  to  give  common  baking 


soda  “ to  lessen  the  acidity  accompanying  teeth- 
ing and  eczema ; ” also  to  give  milk  of  magnesia 
in  constipation  “ for  the  purpose  of  cleaning  out 
the  bowels,  as  it  is  mild  and  alkaline  [like  lime 
water]  and  no  harm  comes  from  using  it  daily 
as  long  as  necessary.”  So,  also,  it  seems  neces- 
sary to  add  something  to  this  perfect  and  well- 
nigh  complete  food,  as  the  mother  is  advised  to 
“ sometimes  give  boiled  water,  and  even  fruit 
juices,  to  your  baby.” 

At  the  very  end  of  the  sheet  of  directions  the 
following  is  placed  in  bold  type  to  show  its  spe- 
cial importance : “Almost  invariably  when  trou- 
ble is  experienced  in  using  this  food  we  find  that 
the  mother  is  not  following  directions  strictly. 
Read  this  slip  through  frequently  and  send  for 
free  book,  ‘ The  Baby’s  Health  and  Food,’  which 
gives  special  help  in  all  common  troubles  in  in- 
fancy. Drop  a postal  card  to-day  for  further 
information.” 

This  “ free  book  ” is,  indeed,  a treasure  of  art 
and  literature,  with  its  tinted  pictures  of  naked 
babies,  perfect  specimens  of  infantile  beauty 
unadorned,  and  its  brilliant  letters  of  praise  and 
commendation  from  eminent  M.D.’s,  plain  doc- 
tors, as  well  as  profoundly  grateful  mothers.  It 
contains  many  other  interesting  and  enlightening 
statements  too  numerous  to  mention  in  this  pa- 
per ; but  what  has  been  given  will,  like  Mercu- 
tio’s  wound,  doubtless  suffice  to  interest  any  and 
all  progressive  and  enterprising  doctors. 

The  traveling  representative  or  promoter  of 
this  food  is  as  much  of  an  artist,  in  his  way,  as  is 
the  compiler  of  this  “ free  book.”  He  has  a 
ready  answer  for  any  objections  or  doubts  that 
one  might  mention.  For  instance,  when  it  is 
mildly  suggested  that  nature  usually  makes  pro- 
visions for  its  babies  and  that  mother’s  milk  is 
possibly,  after  all,  the  best  food  for  them,  one 
is  confounded  with  the  statement  that  this  food 
shows  98  per  cent  successful,  which  is  better  than 
even  mother’s  milk;  and  one  can  but  acknowl- 
edg-e  that  mother’s  milk  does  fail  in  more  than  2 
per  cent  of  our  modern  babies. 

But  this  promoter  has  a plan  for  interesting 
the  doctor  in  this  food  which  is  much  more  ef- 
fective than  merely  presenting  the  marvelous  vir- 
tues of  the  food  itself.  The  manufacturers  de- 
sire to  increase  their  capital  stock  two  million 
dollars  in  order  to  increase  the  output  and  meet 
the  growing  demand  for  the  product.  There  are 
capitalists  in  the  city  where  the  home  factory  is 
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located  who  would  gladly  take  all  this  new  stock, 
and  stand  ready,  even  clamorous,  for  it ; and  the 
entire  two  millions  could  be  readily  placed  with- 
out any  soliciting  or  without  sending  out  any  pro- 
moter. But  the  company  desires  not  only  capital, 
but  cooperation  as  well.  Hence  it  was  decided  to 
generously  offer  this  stock  to  the  members  of  the 
medical  profession,  limiting  the  amount  of  stock 
that  any  one  physician  could  buy,  so  that  the 
stock  would  be  widely  distributed.  One  hundred 
dollars  was  the  limit,  so  that  the  stock  would  be 
distributed  among  twenty  thousand  physicians  in 
order  to  raise  two  million  dollars.  This  is  di- 
vided into  ten  shares  of  ten  dollars  each,  five 
shares  to  be  paid  for  in  money  and  five  shares  to 
be  paid  for  in  cooperation.  This  stock  is  only 
offered  to  a select  few  in  each  town — those  physi- 
cians who  are  leaders  of  the  profession  of  their 
respective  towns  and  whose  standing  and  influ- 
ence is  such  as  to  make  their  “ codperation  ” most 
desirable  ; and  in  order  to  secure  such  physicians 
as  stockholders,  the  promoter  stands  ready  to 
meet  all  objections  and  to  make  any  reasonable 
concessions.  Even  the  fifty  dollars  need  not  be 
paid  all  at  once,  but  can  be  paid  in  installments 
to  suit  the  purchaser. 

The  responsibility  and  good  faith  of  the  com- 
pany, as  well  as  virtues  of  the  food,  are  vouched 
for  by  letters  from  well-known  physicians  in 
one’s  own  state  and  even  one’s  own  town.  These 
letters  give  receipts  for  dividends  on  stock  al- 
ready paid,  and  incidentally  laud  the  food  highly, 
though  as  to  the  latter  the  writer  is  usually  mod- 
est enough  to  request  that  his  name  be  not  used 
publicly  in  advertising  the  food.  When  one 
mildly  expresses  some  doubt  as  to  the  strict  eth- 
ical propriety  of  physicians  buying  this  stock  and 
writing  these  letters,  these  doubts  are  at  once 
quieted  by  the  exhibition  of  the  name  of  some 
prominent  physician  of  one’s  acquaintance,  may- 
hap even  of  one’s  own  town,  probably  (and  pref- 
erably) the  president  or  secretary  of  his  local 
medical  society,  as  an  advocate  of  the  food  and  a 
stockholder  in  the  company.  One  is  informed 
that  this  physician  has  spoken  in  praise  of  this 
food  before  the  local  medical  .society  and  has  fur- 
nished the  representative  with  the  names  of 
grateful  parents  whose  babies’  lives  have  been 
saved  by  it. 

Furthermore,  an  array  of  names  is  presented 
of  renowned  i)hysicians  of  Nashville,  including 
a majority  of  the  professors  in  X’anderbilt  Med- 


ical School,  superintendents  of  Nashville  hospi- 
tals, etc.,  who  are  also  stockholders  as  well  as 
enthusiastic  advocates.  One  is  informed  that  it  is 
given  the  preference  in  every  hospital  in  Nash- 
ville. It  is  shown  that  with  twenty  thousand 
such  physicians  as  stockholders,  each  furnishing 
his  share  of  “ cooperation,”  the  sale,  and  inci- 
dentally the  profit,  of  this  concern  must  increase 
rapidly,  and  instead  of  a paltry  6-per-cent  divi- 
dend, such  as  is  guaranteed,  the  company  will 
soon,  as  other  companies  have  done,  pay  25,  50, 
mayhap  even  100  per  cent  dividend.  And  the 
figures  are  presented  to  show  that  this  is  both 
possible  and  probable.  If  one  still  hesitates,  then 
the  trump  card  is  played,  and  one  is  forever  si- 
lenced by  the  information  that  so  stanch  an 
exponent  of  strictest  medical  ethics,  so  wise,  so 
cautious,  and  so  prominent  an  official  as  the 
Secretary  of  the  State  Medical  Society  himself, 
that  best-known  and  best-beloved  medical  states- 
man, our  own  Dr.  West,  is  a stockholder  in  the 
company!  [Not  now  I Our  one  share,  thought- 
lessly taken,  has  been  surrendered. — Ed.]  When 
one  recovers  consciousness  after  this  knock-out 
blow,  the  promoter  is  ready  with  the  order  for 
stock  filled  out,  with  nothing  to  do,  save  to  sign 
one’s  name. 

Surprising  to  state,  however,  even  then,  I my- 
self failed  to  sign  up — not  that  any  further  ob- 
jections remained  to  be  offered;  but  it  struck  me 
that  if  we  were  going  to  sell  our  “ cooperation  ” 
at  all,  why  not  make  it  bring  a big  price  ? Why 
confine  ourselves  to  one  proprietary  baby  food? 
There  are  many  proprietary  preparations  used 
by  members  of  the  profession  in  these  days. 
Why  not  select  the  most  popular  and  widely  used 
of  these  proprietaries,  or  concoct  new  ones  to  be- 
made  popular  by  judicious  advertising,  form  a 
medical  trust  (we  have  already  been  accused  of 
doing  so)  officered  and  controlled  by  members  of 
our  own  profession?  The  idea  has  alreadv  been 
cautiously  apj^roached  by  a certain  “ codjiera- 
tive  ” laboratory  of  Chicago  and  also  by  a certain 
Nashville  ])harmaceutical  comi)any. 

But  why  let  outsiders  in  at  all  or  confine  our- 
selves to  so  small  a scale?  Surely  the  ])rofes.sion 
has  been  sufficiently  commercialized  in  this  day  to 
produce  some  enterprising  “ promoter  ” from  our 
own  ranks  to  work  out  this  plan  in  shrewd  and. 
careful  detail  and  on  the  largest  scale.  Let  us 
adopt  " big-business  ” methods,  outstrij)  the 
patent-medicine  octopus,  and  make  the  mere.- 
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splitting  of  fees  look  like  thirty  cents.  Let  us  ex- 
ploit our  cooperation  at  its  full  value  and  not  sell 
it  to  outsiders  at  fifty  cents  on  the  dollar.  Some 
anticpie  and  unicpie  and  entirely  out-of-date  ideal- 
ist in  the  profession  may  spring  the  Hippocratic 
oath  or  the  Code  of  Medical  Ethics  on  us ; but, 
in  these  modern  days,  surely  mere  scraps  of  pa- 
per will  not  be  allowed  to  stand  in  the  way  of  the 
schemes  and  ambitions  of  kings  or  men. 

What  say  ye,  brethren?  Quo  Vadimiis? 


SENILE  PROSTATIC  HYPERTROPHY.* 

By  H.  L.  Rancher,  M.D., 
Chattanooga,  Tenn. 

The  prostate  is  a firm,  elastic,  and  contractile 
organ,  composed  of  striped  and  unstriped  muscle 
fibers  and  connective  tissue.  It  lies  between  the 
penis  and  bladder,  and  is  perforated  by  the  ure- 
thra. It  also  has  the  ejaculatory  ducts  coming 
from  the  seminal  vesicles  on  either  side,  perfo- 
rating its  base  and  converging  in  its  center  where 
they  enter  the  floor  of  the  urethra.  This  trian- 
gular space,  formed  by  the  ejaculatory  ducts  be- 
low the  neck  of  the  bladder,  when  enlarged, 
forms  the  so-called  “ middle  lobe.”  The  normal 
prostate  has  no  distinct 'lobes,  but  completely  en- 
circles the  neck  of  the  bladder,  just  as  a horse 
collar  encircles  the  horse’s  neck.  It  is  when  the 
organ  enlarges,  seeking  the  line  of  least  resist- 
ance, that  the  fibers  of  fascia  fall  together  in 
places  where  resistance  is  greatest,  that  the  so- 
called  “ lobes  ” are  formed. 

The  prostate,  when  one  disregards  its  urethral 
perforation,  is  shaped  very  much  like  a horse 
chestnut  and  weighs  about  the  same  as  a testicle. 
It  may  be  noted  here  that,  the  active  evolution 
of  the  two  begins  at  the  same  period,  at  puberty, 
and  that  the  structural  and  functional  develop- 
ment of  one  is  intimately  associated  with  that  of 
the  other  during  the  period  of  sexual  vigor. 

The  prostate  is  purely  a generative  organ,  and 
does  not  aid  in  any  way  the  urinary  functions. 
Its  glands  secrete  a thin  mucus  fluid,  which  di- 
lates and  gives  bulk  to  the  semen.  The  contrac- 
tile power  of  its  muscle  fibers  initites  the  forward 
propulsion  of  the  mingled  prostatic  and  seminal 
secretions,  and  at  the  time  of  orgasm  assists  the 

*Read  by  invitation  before  the  Knox  County  Medical  Society, 

July  25,  1916. 


deep  transversus  perinei  and  bulbo-cavernosi 
muscles  in  ejaculation. 

After  middle  life,  or  at  the  time  of  the  begin- 
ning decline  of  the  sexual  vigor,  the  prostate 
should  begin  atrophic  changes,  just  as  does  the 
uterus  in  woman ; for  its  purposes  have  been 
fulfilled  and  its  presence  is  no  longer  needed. 
However,  at  this  period,  from  some  cause  un- 
known, the  prostate  often  begins  hypertrophic 
changes  which  cause  inconvenience,  disability, 
suffering,  invalidism,  or  even  death.  H.ypertro- 
phy  in  many  organs  is  compensatory  and  neces- 
sary to  the  well-being  of  the  individual,  but 
hypertrophy  of  the  prostate  is  a degenerative 
process  which  makes  it  pathological  from  the 
beginning.  Being  located  as  it  is,  like  a collar 
around  the  urethra  and  vesical  neck,  and  fixed  iu 
its  position  by  the  suspensory  and  triangular  lig- 
aments and  pelvic  fascia,  and  its  enlargement 
being  in  the  lines  of  least  resistance,  gives,  as  its; 
chief  symptom,  obstruction  to  the  urinary  flow 
as  it  encroaches  on  the  urethra  and  vesical  neck, 
thereby  narrowing  their  lumen. 

The  first  symptoms  of  obstruction  from  pros- 
tatic hypertrophy  coming  on  after  middle  life  is 
a sluggish  stream,  with  dribbling  at  the  last  part 
of  urination.  Following  this,  the  patient  mu.st 
urinate  more  often  than  normal  and  requires 
some  effort  or  straining ; and  often  by  this  time 
the  urine  has  an  odor  of  ammonia,  which  is  evi- 
dence of  residual  urine  with  ammoniacal  decom- 
position. As  the  obstruction  increases,  more  ef- 
fort is  required  to  urinate,  with  more  frequent 
and  urgent  desire  ; then  pain,  bladder  distention, 
constant  dribbling,  or  the  catheter  period.  The 
secondary  changes  in  bladder,  ureters,  and  kid- 
neys from  back  pressure  and  infection  close  the 
sad  chapter  of  these  unfortunate  and  preventa- 
ble symptoms  in  progressive  prostatic  hyper- 
trophy. 

The  diagnosis  is  easy  from  the  chain  of  symp- 
toms given  above  coming  on  after  middle  life. 
However,  prostatic  obstruction  must  be  differen- 
tiated from  intraurethral  obstruction,  such  as 
strictures,  polipi,  etc. 

Radium,  X-ray,  electricity,  massage',  hydro- 
therapy, local  and  systemic  medication  do  not 
cure  or  materially  decrease  the  size  of  these  hy- 
pertrophied prostates.  Complete  enucleation  as 
early  symptoms  become  distressing  is  simple, 
safe,  quickly  done,  and  permanently  cures.  The 
cases  with  great  distention  and  thin  bladder  walls 
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must  have  their  urine  gradually  withdrawn,  and 
infected  cases  must  be  drained  and  irrigated  for 
a few  days  prior  to  operation. 

As  to  the  technic  of  the  operation,  very  little 
need  be  said ; for  it  is  now  standardized  and  per- 
fected until  nine-tenths  of  the  surgeons  are  using 
practically  the  same  method,  with  the  exception 
of  some  of  the  minor  details.  Supropubic  open- 
ing with  bladder  distended  with  fluid,  enucleation 
with  the  ungloved  index  finger,  beginning  deep 
in  the  urethra  at  the  apex  of  the  gland  where 
blood  vessels  are  fewest,  with  two  gloved  fin- 
gers of  the  other  hand  in  the  rectum  to  push  up 
and  steady  the  prostate,  enucleating  from  above 
to  either  side,  the  prostate  is  easily  delivered 
from  its  capsule.  Bleeding  is  quickly  checked  by 
hot  irrigations  through  the  urethra  and  gauze 
comj^ression  in  the  now  small  contracted  pocket 
from  which  the  gland  was  removed.  A two-way 
drainage  tube  inserted  through  the  suprapubic 
opening  for  an  inch  within  the  bladder,  the  tis- 
sues closed  snugly  around  the  tube,  with  stay 
sutures  to  hold  the  tube  in  place,  and  plenty  of 
gauze  and  cotton-  to  catch  the  escaping  urine,  con- 
stitutes the  ideal  toilet  of  the  wound. 

Conclusions. 

1.  The  prostate  is  so  located  and  arranged 
anatomically  that  it  tends  to  produce  urinary  ob- 
struction when  it  becomes  enlarged. 

2.  It  is  purely  a generative  organ,  and  useless 
after  that  period  of  life  when  man,  from  age, 
should  not  beget  children. 

3.  Its  hypertrophy,  after  middle  life,  is  in  no 
sense  compensatory,  but  evidence  of  a degener- 
ative process,  and,  by  its  progressive  tendency, 
causes  discomfort,  suflfering,  invalidism,  and  pre- 
mature death. 

4.  Its  enucleation  is  simple,  safe,  and  quickly 
done,  and  is  justified  when,  after  middle  life, 
symptoms  of  obstruction  are  progressive  and 
causing  distress. 

Prostatectomy  is  demanded  when  obstructive 
symptoms  are  progressive  and  interfering  with 
proper  rest  and  sleep  by  pain,  dribbling  urine,  or 
catheterization. 


Since  the  report  on  money  subscribed  at  Knox- 
ville for  the  prosecution  of  “ quacks  ” was  put 
in  print  a check  for  $50  has  come  in  from  the 
Memphis  and  Shelby  County  Medical  Society 
and  one  for  $2  from  Dr.  W.  Scott  Farmer. 


THE  SURGICAL  TREATMENT  OF  SOME 
TUBERCULAR  CONDITIONS.* 

By  William  Britt  Burns,  M.D., 
Memphis,  Tenn. 

I am  encouraged  by  a limited  satisfactory  ex- 
perience in  the  surgical  treatment  of  tubercular 
conditions  to  offer  this  phase  of  the  great  sub- 
ject of  tuberculosis  for  your  consideration  at 
this  time. 

In  1901,  at  the  International  Medical  Con- 
gress held  in  London,  Koch  made  the  startling 
declaration  that  the  bovine  tubercle  bacillus  was 
not  pathogenic  for  the  human  species.  This  was 
strongly  combatted  at  the  time  by  men  in  everv 
way  as  capable  as  Koch,  and  the  discussion  and 
investigations  which  followed  led  to  the  refuta- 
tion of  the  claim  and  established  the  verv  impor- 
tant discovery  that  the  tubercle  bacillus  mav  and 
does  penetrate  the  mucous  membrane  and  finds 
its  way  into  the  blood  stream — via  the  lymphat- 
ics and  thoracic  duct — without  affecting  or  in- 
fecting the  mucous  membrane  or  intestinal  wall. 

“ The  passage  of  the  tubercle  bacilli  through 
the  uninjured  intestinal  mucosi  was  first  discov- 
ered by  Orth  in  1879,  Cornet  in  1880,  and  Dobro- 
linski  in  1890.”  This  process  is  markedly  en- 
hanced during  the  process  of  digestion,  particu- 
larly of  fat. 

The  years  following  Koch’s  declaration  have 
led  the  investigators  to  show  that  there  is  some 
doubt  as  to  an  aerogenous  infection  by  the-  tu- 
bercle bacillus.  Von  Behring  and  Calmette  are 
quite  emphatic  in  the  position  that  the  intestinal 
route  is  by  far  the  most  frequent.  Calmette  and 
his  colleagues  hold  the  view  that  even  pulmo- 
nary tuberculosis  is  of  intestinal  origin.  They 
say  that  animals  breathing  an  atmosphere  con- 
taining carbon  do  not  develop  anthracosis  when 
the  oesophagus  is  closed ; but,  on  tbe  other  hand, 
anthracosis  of  the  lungs  is  rapidly  produced  by 
the  introduction  of  carbon  into  the  stomach. 
Injections  of  tubercle  bacilli  into  the  stomach  of 
guinea  pigs  produced  pulmonary  lesions,  accord- 
ing to  Schlossman  and  Engel.  “ Huss  and  Lob- 
stein,  Gaffsky,  Frosch,  and  others,  at  the  1907 
Congress,  favored  inhalation  as  the  more  impor- 
tant method  of  infection  in  man.  At  the  same 
time  Weichselbaum  and  Orth  expressed  the 

*Rcad  at  the  meeting  of  the  West  Tennessee  Medical  and 
Surgical  Association,  Jackson,  May,  1916. 
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opinion  that  we  are  not  able  at  the  present  time 
to  state  which  is  the  more  common  mode  of  in- 
fection.” So  it  is  that  we  may  have  primary  and 
single  infections  of  the  different  organs  of  the 
body. 

Lungs. — In  1821,  Carson,  of  Liverpool,  found 
by  experimenting  on  rabbits  that  he  could  pro- 
duce collapse  of  the  lung  by  allowing  air  to  fill 
the  pleural  cavity  through  an  incision  between 
the  ribs.  He  believed  that  this  would  fix  the 
lung.  He  thought  that  if  the  lungs  could  be 
kept  quiet,  lesions  of  these  organs  could  thus  be 
made  to  heal.  Forlanini,  an  Italian,  made  simi- 
lar observations.  Neither  of  these  made  any 
practical  use  of  the  method  upon  human  beings. 
Murphy  and  Lemke  used  nitrogen  gas  by  injec- 
tion into  the  pleural  cavity  for  the  cure  of  tu- 
berculosis of  the  lungs,  and,  after  a reasonable 
time,  Murphy  reported  their  findings  at  the'  Den- 
ver meeting  of  the  American  Medical  Associa- 
tion in  1898.  1 had  the  pleasure  of  hearing 

Lemke’s  report  of  1,500  cases  a year  later  at 
Columbus,  O.  Many  cases  of  pulmonary  tuber- 
culosis were  cured  by  this  method.  The  method, 
however,  was  practically  dropped  at  Lemke’s 
death.  Recently  they  have  begun  using  the 
method  in  Europe.  This  is  a surgical  procedure 
worthy  of  careful  and  earnest  employment.  In 
1904,  with  the  above  idea  in  mind  and  recalling 
the  fact  that  air  allowed  to  enter  the  abdomen 
often  seems  to  cure  tubercular  peritonitis,  1 re- 
sected a rib,  followed  a sinus  into  the  anterior 
mediastinum,  and  removed  two  tubercular  medi- 
astinal glands,  with  a rapid  and  complete  cure. 

Pott’s  Disease. — Tubeciilosis  of  the  spine  is 
now  coming  into  the  field  of  the  general  sur- 
geon, and,  in  place  of  the  plaster,  leather,  and 
metal  jackets  and  fixation  board  and  gas-pipe 
frame,  the  orthopedist  himself  is  cutting  down 
upon  the  vertebrae  and  splitting  spinous  processes 
i and  inserting  bone  grafts.  Dr.  F.  H.  Abbee,  of 
New  York,  has  reported  104  cases  of  bone  graft- 
ing, with  100  per  cent  successful,  in  the  various 
stages  of  spinal  tuberculosis — some  psoas  ab- 
scesses, some  with  paralyses. 

Tuberculosis  of  the  cranial  bones  is  not  an 
infrequent  occurrence,  and  usually  perforates  ei- 
: ther  by  cheesy  degeneration  and  sequestrum  or, 
less  often,  by  granulations  which  gradually  in- 
i vade  the  bone  and  finally  the  dura,  subdural 
space,  and  the  brain  convolutions,  i he  surgical 
‘ treatment  is  by  curette  and  pincers  until  all  dis- 


eased bone  is  removed,  and  the  tubercular  pro- 
cess in  the  dura,  pia,  and  brain  are  attacked  with 
suitable  cutting  instruments,  even  to  cutting  wide 
into  healthy  brain  tissue.  The  results  are  slow, 
but  finally  are  satisfactory.  Out  of  forty-six 
trephine  and  decompression  operations  upon  the 
cranial  bones  and  brain  for  injuries  and  diseases, 

I have  not  encountered  a tubercular  condition. 

Ribs. — I have  operated  for  tuberculosis  of  the 
rib  in  two  instances  where  the  rib  was  resected 
of  its  diseased  process.  The  gross  pathology 
was  obviously  tubercular  in  each  instance.  Both 
of  these  patients  were  cured.  Tuberculosis  of 
the  ribs  is  probably  only  an  occasional  occur- 
rence. The  treatment  is  by  curettement  and 
drainage  and  resection. 

Long  Bones. — The  invasion  and  progress  of 
ostitis  and  osteomyelitis  of  the  long  bones  are 
quite  similar  to  tubercular  processes  in  bone  else- 
where. The  treatment  is  by  conservative  meth- 
ods— curette  and  chisel,  iodine  and  iodoform 
packs,  plaster  dressing  with  windows  and  braces, 
being  careful  not  to  remove  too  much  bone  at  a 
time.  Some  cases  may  be  suitable  for  complete 
removal  of  the  tubercular  process  and  the  inlay- 
ing of  the  healthy  graft  from  the  opposite  tibia, 
etc.  The  cure  recpires  months  and  sometimes 
years. 

In  1907-8  I had  a boy  twelve  years  old  who 
came  in  the  hospital  with  an  extensive  osteomye- 
litis of  the  tibia  and  whom  1 treated  by  the  ex- 
pectant plan  above  mentioned — that  of  a long 
incision  the  full  length  of  the  tibia  and  chiseling 
and  curetting  down  to  what  appeared  to  be 
healthy  tissue.  The  trough  was  packed  with 
iodoform  gauze  and  allowed  to  remain  with  a 
plaster  cast  over  all  for  fourteen  days.  When 
the  packing  was  removed,  the  trough  presented 
beautiful,  healthy  granulations,  and  there  was 
no  pus,  except  at  the  upper  and  lower  ends  of 
the  incision.  Repeated  light  packings  were  car- 
ried on  until  the  trough  was  filled  with  new 
osteogenetic  tissue  and  granulation  tissue  over 
all.  In  due  time  skin  grafts  were  put  on  the 
long-denuded  area,  all  of  which  grew  by  the  first 
intention.  The  boy  put  on  weight  and  grew  rap- 
idly. While  he  was  practically  clear  of  fever  all 
the  time  after  the  initial  curettement,  he  ran  a 
fast  pulse  up  to  the  skin  grafting.  After  this  the 
pulse  dropped  to  normal — the  morning  follow- 
ing the  graft  of  the  skin.  The  Thiersch  method 
was  employed.  Three  subsequent  minor  cu- 
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rettements  of  sequestra  of  bone  effected  a cure. 
He  remained  in  the  hospital  about  eighteen 
months.  I have  thought  that  a bone  graft 
would  have  proven  the  proper  procedure  when 
the  first  pack  was  taken  out  in  this  case. 

Kidney. — Renal  tuberculosis  is  responding 
brilliantly  to  surgical  procedure.  The  surgery 
of  the  tubercular  kidney  is  essentially  modern. 
Only  a few  years  ago  pus  in  the  urine  was  diag- 
nosed a cystitis  per  se.  Guyon,  a distinguished 
Fi'ench  urologist,  comparatively  recently  de- 
clared that  “ we  do  not  know  of  a single  case  of 
renal  tuberculosis  primitive  and  unilateral  with- 
out lesions  of  the  same  kind  in  the  bladder,  the 
seminal  apparatus,  or  the  other  organs.” 

The  diagnostic  methods  of  recent  years  have 
unfolded  several  sets  of  cases  of  clinically  pri- 
mary renal  tuberculosis.  Israel  found  twenty- 
two  out  of  thirty  cases,  or  73  per  cent;  while  in 
Kelly  and  Burnham’s  one  hundred  cases  the  dis- 
ease was  limited  to  the  kidney  or  kidney  and 
bladder  in  thirty-eight.  They  also  show  that 
every  case  of  bladder  tuberculosis  was  appar- 
ently primary  in  the  kidney  and  that  the  blad- 
der was  secondarily  involved.  In  thirty-eight 
cases  operations  were  performed,  and  they  all 
remain  well  after  more  than  six  years. 

The  treatment  of  renal  tuberculosis  is  epito- 
mized as  follows ; 

Prophylactic  — Medicinal  (tuberculin),  cli- 
matic, hygienic. 

Surgical  — Nephrectomy,  nephrotomy,  ne- 
phrostomy, partial  resection. 

Murphy’s  table  of  the  ultimate  results  of 
nephrectomy  for  the  cure  of  the  tubercular  kid- 
ney follows: 

Kumel — 32  of  43  patients  living  and  well. 

Aebarran — 34  of  39  patients  living  and  well. 

Kelly — Complete  cure  in  21  where  the  bladder 
was  not  involved,  and  in  18  of  36  where  the 
bladder  was  extensively  diseased. 

Israel — 11  of  29  cured. 

Kuster — 11  of  17  cured. 

Schede — 16  of  22  cured. 

Czermy — 11  of  27  cured  (secondary  nejihrec- 
tomy  done  in  16). 

The  operation  mortality  is  from  3 to  10  jier 
cent. 

Extension  Tiikougii  the  Uketer.- — At  one 
time  it  wtis  thought  the  ureter  was  the  road  of 
infection  to  almost  every  case  of  tubercular  kid- 
ney. Now,  and  for  the  last  ten  years,  not  a few 


urologists  are  holding  that  ureteral  infection 
never  occurs.  This  grew  out  of  the  fact  that 
most  cases  experience  extreme  vesical  distress 
before  the  kidney  is  involved.  Kelly  and  Burn- 
ham consider  an  ascending  infection  of  the  kid- 
ney through  the  ureter  as  extremely  rare,  and 
state  that  they  have  never  seen  a case. 

Bladder. — What  is  said  of  the  ureter  is,  in 
the  main,  true  of  the  bladder.  In  the  study  of 
Post-Mortem  Specimens,  Kelly  and  Burnham 
state : “ So  far  as  we  are  able  to  discover,  there 
is  not  a single  case  on  record  where  tuberculosis 
has  been  found  limited  to  the  bladder  and  ure- 
ter.” “ Such  cases,  if  common,  would  have  been 
recorded.  Also  the  majority  of  specimens  stud- 
ied show  the  tuberculous  process  in  tbe  kidney 
to  be  manifestly  older  than  that  found  in  the 
bladder.”  The  mode  of  infection  of  the  kidney 
with  the  tubercle  bacillus  is  through  the  arterial 
blood  system. 

Appendix. — Primary  tubercular  appendicitis 
is  extremely  rare.  Out  of  some  200  appendecto- 
mies, I have  never  seen  it. 

Tuberculosis  of  the  epididymus,  testicle,  pros- 
tate gland,  and  seminal  vesicle  is  fairly  frequent. 
All  are  treated  surgically,  the  rete  testis  being 
preserved  when  possible  on  account  of  its  inter- 
nal secretion.  Tuberculosis  of  the  penis  in  ba- 
bies is  a frequent  occurrence  as  a result  of  the 
Hebrew  right  wherein  the  mother  or  tlie  morhel 
arrests  the  hemorrhage  by  sucking  the  penis. 


DOCTOR: 

This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 
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OMISSION  OF  NAMES. 

In  the  list  of  names  of  members  of  the  Ten- 
nessee State  Medical  Association  in  the  Sep- 
tember Journal  only  fifty-five  were  given  for 
Hamilton  County.  The  _ following  forty-two 
names  should  have  appeared  on  the  Hamilton 
County  list.  The  editor  regrets  that  this  error 
was  allowed  to  get  by,  and  does  not  know  how 
it  occurred,  since  the  names  of  members  were 
put  into  print  for  the  September  number. 

H.\MILTON  COUNTY. 

Chattanooga.  ' 

Drs.  Frank  Trester  Smith,  John  B.  Steele,  Joseph  W. 
Johnson,  N.  J.  Minter,  M.  A.  Meacham,  John  B.  Has- 
kins, O.  M.  Hayward  (Reeves,  Ga.),  E.  C.  .A^nderson, 
Willard  H.  Steele,  Samuel  H.  Long,  H.  L.  Fancher,  O. 
L.  Blackwell  (Worley),  E.  H.  Byrd  (East  Chatta- 
nooga), J.  S.  Dye,  S.  S.  Marchbanks,  Charles  H.  Gur- 
ney, J.  F.  Hager  (Alton  Park),  J.  D.  L.  McPheeters, 
Daniel  N.  Williams,  B.  S.  Wert,  Vaulx  Gibbs,  W.  T. 
Hope,  A.  T.  Ingalls,  George  R.  West,  J.  S.  B.  Wool- 
ford,  W.  G.  Bogart,  E.  B.  Anderson,  P.  D.  Sims  (City 
Hall),  E.  E.  Reisman,  G.  Manning  Ellis,  H.  P.  Lari- 
more,  N.  C.  Steele,  W.  A.  Applegate  (1300  Pennsylva- 
nia Avenue,  Washington,  D.  C.),  W.  M.  Bogart  (North 
Chattanooga),  G.  Victor  Williams,  D.  C.  Shelton  (Jas- 
per), John  H.  Revington,  J.  H.  Barnett,  R.  B.  Watson 
(North  Chattanooga),  D.  King  Summers,  Ebb.  C.  John- 
ston, and  K.  D.  Davis. 


WORK  OF  THE  STATE  BOARD  OF 
HEALTH  FOR  RURAL  SANI- 
TATION. 

The  Tennessee  Legislature  of  1915  was 
• asked  for  an  appropriation  of  $10,000  for  the 
; State  Board  of  Health,  to  be  used  in  carrying 
on  the  work  of  a Bureau  of  Rural  Sanitation. 
An  appropriation  of  $5,000  was  made,  depend- 
I ent  upon  the  securing  by  the  Board  of  Health 
of  a like  sum  from  the  International  Health 
i Commission  (now  the  International  Health 
1 Board  of  the  Rockefeller  Foundation).  The 


International  Health  Commission  provided 
more  than  the  specified  sum,  and  with  this 
money  and  that  granted  by  the  Legislature, 
together  with  the  appropriations  of  $300  each 
from  certain  counties,  the  Bureau  of  Rural 
Sanitation  has  conducted  “ community  health 
campaigns  ” in  ten  counties.  In  some  of  these 
counties  most  gratifying  success  has  been  at- 
tained, while  in  others  results  have  not  been 
so  satisfactory — a condition  of  affairs  which 
will  most  certainly  obtain  in  any  undertaking. 
Taken  altogether,  the  specific  results  from  this 
work  have  been  up  to  expectations,  and  the 
value  of  applied  sanitation  as  a means  of  dis- 
ease prevention  has  been  definitely  demon- 
strated. 

For  more  than  five  years,  with  money  pro- 
vided by  the  Rockefeller  Sanitary  Commission, 
the  Board  of  Health  carried  on  an  active  cam- 
paign for  the  education  of  the  rural  popula- 
tion of  the  State  in  matters  pertaining  to 
health  conservation.  The  work  for  the  reduc- 
tion of  the  prevalence  of  hookworm  disease 
was  the  central  feature  of  this  five  years’ 
State-wide  campaign.  Through  this  move- 
ment, the  first  undertaken  in  Tennessee  in 
which  the  service  of  the  State  Board  of  Health 
was  ever  taken  direct  to  large  masses  of  the 
population,  great  good  was  accomplished  in  the 
way  of  centering  the  attention  of  the  people 
upon  the  tremendous  economic  loss  suffered 
by  the  State  because  of  preventable  disease 
and  in  building  up  a sentiment  favorable  to 
the  organization  and  support  of  public  agen- 
cies designed  to  protect  the  public  health. 
The  fact  that  a large  territory  had  to  be  cov- 
ered by  a very  limited  force  of  workers,  to- 
gether with  the  fact  that  this  was  the  first 
“ field  work  ” of  any  particular  moment  which 
had  ever  been  undertaken  in  the  State,  made 
it  impossible  to  secure  any  very  extended  re- 
sults in  the  way  of  applied  sanitation  in  the 
rural  homes  and  schools  of  the  State.  The 
people  were  made  accpiamted  with  the  facts 
that  Tennessee  was  overrun  with  communica- 
ble and  preventable  disease  and  that  the  means 
of  prevention  were  capable  of  being  applied 
by  them,  but  there  was  little  time  and  less 
means  to  do  “ follow-up  ” work  through  which 
they  could  be  persuaded  to  apply  in  their  own 
homes  and  schools  the  sanitary  measures 
which  were  recommended.  It  was  for  this 
reason  that  the  State  Board  of  Health  and  its 
cooperating  agency,  the  International  Health 
Commission,  instituted  the  plan  of  procedure 
under  which  the  Bureau  of  Rural  Sanitation 
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has  operated  during  the  last  fifteen  months — 
the  community  plan. 

It  goes  without  saying,  that  if  specific  re- 
sults are  to  be  gained  in  any  movement,  the 
work  that  is  done  for  their  attainment  must 
not  he  dissipated  over  an  area  larger  than  can 
be  thoroughly  covered  by  the  force  of  workers 
available.  It  was  thought — and  the  results 
have  shown  the  correctness  of  the  idea — that 
if  three  strictly  rural  communities,  consisting 
of  not  more  than  one  hundred  and  thirty  fam- 
ilies, should  be  selected  in  each  county  and 
thoroughly  surveyed  to  determine  existing 
conditions  as  to  the  prevalence  of  communica- 
ble disease  and  as  to  the  reasons  for  its  preva- 
lence ; and  that  if  the  people  in  these  communi- 
ties should  be  acquainted  with  the  facts  as 
they  were  found  to  exist ; and  that  if  they  were 
given  such  helpful  instruction  as  was  possible  ; 
and  that  if  they  were  invited,  persuaded,  and 
urged  to  apply  in  their  homes  and  schools  the 
sanitary  measures  which  are  believed  to  be 
efficacious  in  the  control  of  disease,  these  com- 
munities could  be  brought  up  to  a state  of 
comparative  preparedness  against  certain  of 
the  more  easily  disseminated  and  more  easily 
controlled  diseases  which  are  responsible  for 
much  of  the  sickness  and  death  that  come  to 
our  rural  population  each  year.  The  idea  was 
to  make  a persistent  efifort  to  sanitate  as  thor- 
oughly as  could  be  done  every  home  and  school 
in  each  community.  The  aim  has  been  to  se- 
cure some  sort  of  sanitary  privy  and  to  have 
scre,ens  provided  in  every  home  in  each  com- 
luunity,  if  possible ; to  have  water  supplies 
properly  protected ; to  have  nuisances  of  what- 
ever kind  abated  ; to  do  whatever  could  be  done 
to  put  the  three  communities  in  each  county  in 
the  best  possible  sanitary  condition,  in  order 
that  these  communities  might  have  the  health 
of  their  own  people  protected  and  that  they 
might  serve  as  stimulating  examples  to  other 
rural  communities. 

Up  to  this  time  considerably  more  than  half 
the  homes  of  the  communities  covered  by  the 
work  have  been  provided  with  some  type  of 
sanitary  privy.  A comparatively  large  num- 
ber of  the  homes  which  were  found  without 
screens  for  the  exclusion  of  flies  and  mosqui- 
toes have  been  screened,  partially  or  com- 
pletely. A great  number  of  wells  and  springs 
have  been  curbed,  and  numerous  nuisances 
which  menaced  health  have  been  abated.  Help- 
ful literature  has  been  distributed,  and  ])oi)ular 
health  lectures  have  been  delivered  wherever 
an  audience  could  be  had.  Most  of  the  schools 


in  all  of  these  communities  have  been  provided 
with  septic  tanks  or  with  some  less  effective  ■ 
type  of  privy.  In  several  counties  proper  sew-  \ 
age  disposal  systems  have  been  installed  for  i 
jails  and  poorhouses.  Ten  counties  have  been  i 
covered  bv  this  communitv  work  up  to  Octo-  i 
ber  1,  1916. 

Agitation  is  good,  education  is  better,  but 
application  is  best  in  this  matter  of  disease  pre- 
vention. The  public  health  agency  which 
really  accomplishes  anything  worth  Avhile  in 
reducing  death  rates  and  morbidity  rates  must 
be  able  to  secure  the  actual  using  by  the  peo- 
ple of  those  means  which  Avill  help  to  prevent 
disease.  That  is  just  what  the  Tennessee 
State  Board  of  Health  is  trying  to  do.  Our 
population  is  largely  a rural  population,  and 
the  very  largest  part  of  the  work  of  a State 
health  department  in  Tennessee  should  be 
done  in  rural  districts.  Cities  can,  and  incor- 
porated tOAvns  should  be  able  to  take  care  of 
themselves  and  enforce  the  rules  of  sanitation.  i 
The  health  of  cities,  however,  is  largely  de- 
pendent upon  the  health  or  lack  of  health  of  the 
country  people.  Typhoid  fever,  hookworm  ; 
disease,  dysentery  and  diarrhoeas,  malaria — all 
are  rural  diseases  which  flourish  first  in  the 
country  and  from  there  invade  the  cities.  Ap- 
plied sanitation  in  rural  homes  and  schools  is  the 
thing  most  needed  for  the  protection  of  Ten- 
nessee’s health.  This  is  what  the  State  Board 
of  Health  is  striving  for  and  what  it  is  believed 
can  be  accomplished  if  opportunity  is  given  for 
adequately  carrying  its  work  to  the  people 
themselves  iiAtheir  very  homes.  ' 

The  Legislature  of  1917  Avill  be  asked  for  an  .* 
increased  appropriation  for  the  State  Board  of 
Health,  to  be  used  in  extending  and  improving  ' 
the  work  of  the  Bureau  of  Rural  Sanitation.  i 
Other  States  are  spending  far  more  money  in 
this  work  than  is  ours,  and  they  are  getting  ^ 
results  in  the  way  of  reduced  death  rates  and  ^ 
reduced  morbidity  rates.  Why  not  Tennessee,  f 
the  best  State  of  them  all  ? j 


PROOF  OF  THE  VALUE  OF  RURAL  * 
SANITATION.  | 

There  is  a country  community  in  a Tennes-  ^ 
see  county  which  has  been  cursed  with  an  | 
undue  amount  of  typhoid  fever  every  year  for  i 
a long  time.  This  year,  as  a result  of  the  work  < 
of  a Field  Director  of  the  State  Board  of  i 
Health  in  the  community  during  a jieriod  of 
three  months,  not  a case  of  typhoid  fever  had 
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shown  up  to  the  time  of  our  last  information, 
about  four  weeks  ago.  Privies  were  built, 
homes  were  screened,  mosquito-breeding  ponds 
were  filled  up,  trash  was  carried  away.  That’s 
all. 

A letter  received  at  the  office  of  the  State 
Board  of  Health  by  the  State  Director  of  Rural 
Sanitation  from  a gentleman  who  acted  as  an 
assistant  in  the  “ community  health  campaign  ” 
in  his  community  says  : “ We  have  had  consid- 
erable typhoid  in  and  around  X — , but  listen ! 
Not  a case  in  any  home  where  we  built  sani- 
tary privies.  I am  building  privies  this  week.” 
In  this  community  the  cooperation  of  the  peo- 
ple was  withheld  to  a larger  extent  than  usual 
when  the  health  campaign  was  in  progress. 
Those  who  failed  to  respond  to  the  appeals  of 
the  workers  have  now  come  to  see  the  value 
of  sanitary  closets  and  screens  in  fly  time, 
which  is  to  say  typhoid  time. 


HISTORY  TAKING. 

A paper  in  this  number  on  “ Some  Features 
of  History  Taking  ” is  chock  full  of  good  sense, 
and  can  be  studied  with  benefit  by  every  reader 
of  this  Journal.  More  time  is  wasted  on  the 
taking  of  useless  histories  than  upon  any  other 
feature  of  the  process  of  making  diagnoses. 
More  opportunities  for  making  correct  diag- 
noses and  for  securing  real  information  to 
serve  as  the  basis  for  direction  of  intelligent 
treatment  are  lost  by  reason  of  failures  to  take 
proper  histories  than  are  lost  in  any  other  one 
way. 

.Get  the  history  of  your  case,  but  get  the 
things  that  mean  sorhething.  That  is  the  prop- 
osition presented  in  the  article  above  referred 
to.  It  is  a sound  proposition.  Read  it. 


REPORT  ON  FUND  FOR  PROSECUTION 
OF  QUACKS. 

The  following  report  of  moneys  received 
from  subscriptions  made  to  the  fund  for  the 
prosecution  of  illegal  practitioners  at  the  Knox- 
ville meeting  is  made  pursuant  to  instructions 
given  the  Secretary  by  the  House  of  Delegates  : 

Contributing  $5  each : Drs.  Robert  Caldwell,  E.  C. 
Ellett,  Marcus  Haase,  H.  M.  Tigert,  Jere  L.  Crook,  W. 
D.  Haggard,  G.  H.  Price,  W.  C.  Dixon,  O.  Dulaney,  W. 
F.  Clary,  W.  T.  Black,  W.  M.  McCabe,  A.  B.  Dancy, 
S.  T.  Parker,  W.  A.  Howard,  J.  T.  Moore,  H.  E.  Lar- 
kins, C.  Holtzclaw,  A.  G.  Nichol,  W.  C.  Campbell,  W. 
H.  Witt,  R.  A.  Barr,  Eugene  Johnson,  C.  R.  Martin,  W. 


R.  Nash,  R.  E.  L.  Smith,  O.  N.  Bryan,  J.  McC.  Hogs- 
head, J.  L.  McGehee,  L.  W.  Haskell,  J.  P.  Handly,  C.  N. 
Cowden,  S.  S.  Crockett,  L.  E.  Burch,  B.  S.  Wert,  L.  L. 
Sheddan,  J.  B.  Cross,  M.  M.  Copenhaver,  W.  R.  Wal- 
lace, E.  T.  Newell,  T.  E.  Eitzgerald,  W.  F.  Christen- 
berry,  Duncan  Eve,  Jr.,  C.  N.  Drake,  William  Gaylor, 
Joseph  H.  White  (U.  S.  P.  H.  Service),  C.  B.  Jones, 
E.  H.  Baird,  W.  A.  Bryan,  Olin  West — $250. 

Contributing  $3  each : Drs.  J.  H.  Barrett,  S'.  E.  John- 
son, A.  F.  Richards — $9. 

Contributing  $2.50  each : Drs.  B.  M.  Tittsworth,  R. 
W.  Griffin— $5. 

Contributing  $2  each:  Drs.  C.  P.  McNabb,  B.  L. 
Owsley,  W.  B.  Burns,  W.  S.  Farmer,  D.  J.  Roberts,  F. 
B.  Reagor — $12. 

Contributing  $1  each : Drs.  T.  O.  Henderson,  C.  D. 
Robbins,  S.  H.  Hodge,  B.  E.  Cline,  J.  I.  Huggins,  N.  H. 
Toefoe,  W.  B.  Lovingood,  M.  A.  Beasley,  W.  S. 
Fancher,  W.  R.  Irish,  W.  J.  Breeding,  Olin  West,  J.  B. 
Blair,  J.  S.  Campbell,  W.  O.  Brickell,  H.  Lockhart,  J.  D. 
LeQuire ; names  not  given,  $23 — $39. 

Contributing  $50:  Nashville  City  Hospital,  superin- 
tendent and  internes  (check  of  Dr.  W.  M.  McCabe)  — 
$50. 

Contributing  $25:  Staff  of  Watauga  Sanitarium 
(check  of  Dr.  C.  A.  Robertson) — $25. 

Total  paid,  $390. 

Subscriptions  amounting  to  $175  have  not 
yet  been  paid.  It  is  only  fair  to  state  that 
some  of  those  whose  names  are  here  given  had 
contributed  other  sums  prior  to  the  Knoxville 
meeting. 

The  Secretary  has  paid  to  Dr.  G.  P.  Zirkle 
and  to  Mr.,B.  H.  Littleton,  attorney,  all  the 
money  that  has  come  into  his  hands,  and  has 
paid  an  extra  dollar  into  the  bank  in  order  to 
keep  the  account  alive.  A detailed  report  of 
receipts  and  expenditures  will  be  made  to  the 
House  of  Delegates  at  the  next  annual  meet- 
ing. 


U.  S.  P.  H.  SERVICE  STUDY  ON  HEALTH 
INSURANCE. 

Twenty-five  out  of  every  one  thousand  em- 
ployees in  American  industries,  according  to 
recent  statistics,  are  constantly  incapacitated 
by  sickness,  the  average  worker  losing  approx- 
imately nine  days  each  year  on  this  account. 
This  “ noneflfective  rate  ” for  the  great  army 
of  industrial  workers  in  the  United  vStates 
barely  suggests  the  total  money  loss  to  em- 
ployers and  employees.  The  lessened  efficien- 
cy, the  effects  of  reduced  earnings  in  times  of 
sickness,  as  well  as  the  cost  of  medical  atten- 
tion, and  the  economic  loss  from  deaths,  swell 
the  cost  to  industry  and  to  the  nation  to  almost 
incalculable  figures. 
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That  much  of  this  loss  is  nothing  less  than 
preventable  waste  and  that  this  AVaste  can  be 
largely  reduced  by  a properly  conducted  sys- 
tem of  governmental  health  insurance  for 
wage  workers  are  conclusively  set  forth  in 
Public  Health  Bulletin  No.  76,  containing  the 
results  of  a study  of  “ Health  Insurance — Its 
Relation  to  the  Public  Health,”  just  issued  by 
the  United  States  Public  Health  Service. 

The  preventive  value  of  health  insurance  is 
given  especial  emphasis  in  this  study.  “Any 
system  of  health  insurance  for  the  United 
States,  or  any  State,  should  at  its  inception 
have  prevention  of  sickness  as  one  of  its  fun- 
damental purposes,”  says  the  bulletin.  “ This 
country  should  profit  by  the  experience  of 
European  countries,  where  prevention  is,  being 
recognized  as  the  central  idea  necessary  to 
health  insurance  if  health  insurance  is  to  attain 
its  greatest  success  in  improving  the  health 
and  efficiency  of  the  industrial  population.” 

Such  a system,  it  is  pointed  out  in  the  bul- 
letin, Avould — 

1.  Provide  cash  benefits  and  medical  service 
for  all  wage  earners  in  times  of  sickness  at 
much  less  cost  than  is  now  possible.  Adequate 
medical  relief  would  thus  be  placed  within  the 
reach  of  even  the  lowest-paid  workers,  who  are 
most  subject  to  ill  health. 

2.  Distribute  the  cost  ainong  employers,  em- 
ployees, and  the  public  as  the  groups  responsi- 
ble for  disease-causing  conditions,  and  afford 
these  groups  a definite  financial  incentive  for 
removing  these  conditions.  This  can  be  done 
by  means  of  small  weekly  payments  from  em- 
ployees, supplemented  by  proportionate  con- 
tributions from  employers  and  government  at 
a rate  reducible  in  proportion  to  the  reduction 
of  sickness. 

3.  Become  an  effective  health  measure  by 
linking  the  cooperative  efforts  of  the  three  re- 
sponsible groups  with  the  work  of  national. 
State,  and  local  health  agencies,  and  by  uti- 
lizing these  agencies  in  the  administration  of 
the  health-insurance  system. 

4.  Afford  a better  basis  for  the  cooperation 
of  the  medical  profession  with  ])ublic  health 
agencies. 

5.  Eliminate  the  elements  of  paternalism  and 
charity-giving  by  making  employees  and  the 
public,  as  well  as  employers,  joint  agents  in 
the  control  of  this  fund. 

“A  governmental  system  of  health  insur- 
ance,” concludes  the  study,  “ can  be  adapted 


to  American  conditions ; and  when  adapted, 
will  prove  to  be  a health  measure  of  extraordi- 
nary value.” 


THE  SOUTHERN  MEDICAL 
ASSOCIATION. 

The  tenth  annual  meeting  of  the  Southerns 
Medical  Association  Avill  be  held  at  Atlanta,. 
November  13,  14,  15,  and  16.  A very  large 
attendance  is  looked  for.  There  were  twelve 
hundred  and  fifty  doctors  at  the  1915  meeting 
at  Dallas,  far  removed  from  the  center  of  the 
territory  from  which  the  Southern  draws  its 
members.  It  would  seem  reasonable  to  expect 
two  thousand  at  Atlanta,  a city  easily  reached 
from  all  parts  of  the  South,  and  a city  with 
splendid  hotels. 

The  leading  feature  of  this  year’s  meeting 
will  be  the  clinics  to  be  conducted  by  visiting 
clinicians  from  all  over  the  South.  These 
clinics  will  be  in  the  lecture  rooms  and  amphi- 
theaters of  the  Atlanta  Medical  College  and 
the  Grady  Hospital.  The  general  session  and 
section  meetings  will  be  in  the  Auditorium. 
Reduced  rates  have  been  granted  by  all  roads 
east  of  the  Mississippi  River. 


AN  EXTRACT. 

What  follows  is  taken  from  the  most  excellent 
presidential  address  of  ex-President  Dr.  E.  C. 
Ellett,  read  at  the  last  annual  meeting  of  the 
Tennessee  State  Aledical  Association.  It  is  one 
of  the  many  good  things  contained  therein. 

“ In  the  multitude  of  papers  which  are  written,  pub- 
lished, and  sometimes  read,  it  is  curious  to  see  how 
seldom  the  writers  really  do  themselves  credit.  This 
is  usually  due  to  haste  or  to  the  fact  that  one  tries  to 
make  a twenty-minute  paper  out  of  the  material  for  an 
epigram.  A short  paper  will  attract  attention.  The 
first  description  of  the  changes  in  the  retinal  vessels  in 
arteriosclerosis  was  a single  paragraph  in  a paper  by 
Mr.  Marcus  Gunn,  and  all  the  material  that  has  been 
written  since  that  time  has  not  added  one  idea  to  what 
was  expressed  in  that  paragraph.  The  other  side  of 
the  shield  is  the  individual  who  makes  his  facts  fit  hi.': 
theories.  Garbled  statistics,  misquoted  cases,  and  facti^ 
otherwise  perverted  have  gone  to  make  up  many  3 
smooth-sounding  and  impressive  paper  which  reflectec 
great  credit  on  its  skillful  author.  . . . 

“If  one  ever  expects  to  report  anything  or  to  wriuj 
any  papers,  the  habit  of  the  proper  keeping  of  cast 
records  should  be  early  acquired.  One’s  tendency  a 
first  is  to  record  too  much,  from  which  he  <iuickl.' 
passes  to  recording  too  little.  It  has  always  seemed  t( 
me  that  undue  prominence  has  been  given  to  the  fani 
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ily  history  in  record  making;  and  as  one  whose  faith 
is  more  in  environment  than  in  heredity,  my  idea  would 
be  to  concentrate  on  the  personal  history  and  that  of 
the  present  illness.  . . . 

“ Parenthetically,  let  us  strive  to  clothe  our  matter  in 
language  that  is  pure  and  simple — not  only  pleasant  to 
read,  but  easy  to  understand.” 


NOTES  AND  COMMENTS 


There  are  1,571  names  on  our  1916  member- 
ship roll. 


Who  ever  saw  a doctor  look  like  and  act  like 
the  one  in  the  moving  picture  ? 


We  have  seen  some  doctors  act  like  they 
thought  they  might  get  into  a “ movie.” 


Dr.  W.  C.  Dixon,  Nashville,  spent  two  weeks 
at  the  Mayo  Clinic  in  September. 


Does  anybody  know  why  only  one  name  has 
been  reported  from  Crockett  County? 


Or  why  Hamilton  County  has  only  ninety- 
seven  names  on  the  roll  for  1916? 


Dr.  and  Mrs.  W.  H.  Witt,  Nashville,  spent 
two  weeks  at  French  Lick  in  September. 

Dr.  J.  J.  Frey  has  removed  from  Springfield 
to  Nashville,  where  he  will  practice  in  the 
Tuture. 


Don’t  let  up!  Go  to  every  meeting  of  your 
County  Society.  It  will  “ do  you  good,  and 
help  you,  too.” 

Can  anybody  tell  us  why  only  one  hundred 
and  forty  names  have  been  reported  from 
Davidson  County? 

The  Bradley  County'  Medical  Society  enter- 
tained some  thirty  or  more  Chattanooga  doc- 
tors at  the  August  meeting. 

Dr.  and  Mrs.  Owen  H.  Wilson,  Nashville, 
toured  through  Kentucky,  Indiana,  Illinois,  and 
Michigan  during  September. 

There  are  still  a great  many  old  members 
whose  names  have  not  been  reported  for  1916. 
Go  after  them  and  get  them  in. 


The  dates  of  the  semiannual  meeting  of  the 
Middle  Tennessee  Medical  Association — Novem- 
ber 16,  17.  Franklin  is  the  place. 


Dr.  E.  H.  Jones,  Secretary  of  the  Rutherford 
County  Medical  Society,  sent  in  the  names  of 
three  new  members  in  September. 

The  Harrison  law  has  been  fairly  picked  to 
pieces.  What  departmental  rulings  have  failed 
to  do  to  it  is  fast  being  done  by  the  courts. 


Dr.  Wfilliam  Litterer  spent  two  weeks  in 
September  in  the  wards  of  Willard  Parker 
Hospital,  New  York,  studying  poliomyelitis. 


Dr.  J.  Victor  Henderson,  formerly  of  La 
Follette,  assumed  his  duties  as  house  surgeon 
at  the  Woman’s  Hospital,  in  New  York,  on 
October  1. 


A letter  from  Dr.  FI.  P.  Larimore,  Secretary 
of  the  Hamilton  County  Medical  Society,  in- 
forms us  that  this  has  been  a fine  year  with 
this  society. 


Dr.  Willis  C.  Campbell,  Memphis,  read  a 
paper  before  the  Chattanooga  Academy  of 
Medicine  and  the  Hamilton  County  Medical 
Society  on  October  6. 


Dr.  Martin  H.  Fischer,  Cincinnati,  will  de- 
liver an  address  before  the  Chattanooga  Acad- 
emy of  Medicine  and  the  Hamilton  County 
Medical  Society  on  the  evening  of  October  20. 


Dr.  James  W.  Jobling,  of  Vanderbilt  Univer- 
sity School  of  Medicine,  attended  the  meeting 
of  the  East  Tennessee  Medical  x\ssociation  at 
fefiferson  City,  and  delivered  an  address  before 
the  Association. 


The  Journal  wants  to  know  what  members 
of  the  Association  are  doing,  where  they  have 
been,  whether  they  have  come  back,  and  any- 
thing else  that  might  be  of  interest  to  their 
friends.  Drop  us  a note. 


The  U.  S.  P.  H.  Service  and  the  medical  pro- 
fession of  America  sustained  a severe  loss  when 
Surgeon  R.  H.  von  Ezdorf  died.  His  great  work 
on  malaria  prevention  will  surely  bear  results  of 
inestimable  value,  especially  in  the  states  of  the 
South. 
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These  big  insurance  companies  are  about  to 
break  loose  on  the  medical  examiners  again.  It 
is  worth  five  dollars  for  any  competent,  honest 
doctor  to  make  an  examination  of  an  insurance 
“ risk.”  Few  competent  doctors  will  do  it  for 
less. 


Here  is  where  the  county  society  can  get  in  its 
oar : Do  like  the  Monroe  County  Medical  So- 
ciety and  some  others  have  done — notify  Mr.  In- 
surance Company  that  no  member  will  make  ex- 
aminations for  less  than  five  dollars. 

Old  Knox  has  one  hundred  and  fifteen  mem- 
bers ; Shelby  lacks  just  one  of  an  even  two 
hundred;  Sullivan-Carter- Johnson  has  fifty- 
four  ; Hawkins,  a ne\v  county,  has  twelve ; and 
many  other  counties  are  right  “ up  to  the 
scratch.” 


The  announcement  of  the  East  Tennessee 
Medical  Association  was  not  received  in  time 
for  insertion  in  the  September  Journal.  The 
semiannual  meeting  was  held  at  Jefferson 
City  on  October  12,  13.  We  know  it  was  a 
good  meeting — it  always  is. 


The  Journal  has  had  its  attention  directed 
to  the  fact  that  Parke,  Davis  & Co.,  Detroit, 
are  celebrating  their  fiftieth  anniversary  this 
month.  In  common  with  all  of  those  who  like 
to  see  enterprise  and  honesty  in  business  win, 
the  Journal  is  interested  in  the  success  of  this 
great  concern,  and  extends  congratulations  and 
good  wishes. 


The  Third  Annual  Clinical  Congress  of  the 
Chattanooga  Academy  of  Medicine  and  the 
Hamilton  County  IMedical  Society  will  be  held 
at  Chattanooga  on  October  20.  Clinics  will  be 
held  at  the  various  hospitals  throughout  the 
day,  and  Dr.  Martin  H.  Fischer  will  deliver  an 
address  in  the  evening.  A banquet  will  be  ten- 
dered the  visitors  and  guests  of  the  Society. 

What  do  you  know  about  the  metric  system 
of  weights  and  measures?  The  United  States 
Pharmacopoeia  and  the  new  National  Formu- 
lary have  adopted  the  metric  system  and  have 
excluded  our  old,  familiar  drams,  grains,  ounces, 
and  scruples.  If  you  have  any  “ scruples  ” 
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against  the  metric  system,  you  might  as  well 
throw  them  away,  too. 


A few  complaints  have  been  received  lately 
from  members  who  have  failed  to  receive  the 
Journal.  In  every  instance  the  name  of  the 
member  complaining  bas  been  found  on  our  i 
mailing  list  with  the  address  sent  in  by  his  i 
county  Secretary.  If  you  have  missed  any  I 
number  of  the  Journal,  “ kick,”  and  the  matter  j 
will  be  looked  into.  If  the  trouble  is  at  this 
end,  it  will  be  corrected  at  once.  ] 


SOCIETY  PROCEEDINGS 


OBION  COUNTY.  j 

At  its  regular  monthly  meeting  in  August  the  | 
Obion  County  Medical  Society  studied  “ Infan-  1 
tile  Paralysis;”  essayist.  Dr.  ]\I.  A.  Blanton.  | 
Eleven  members  were  in  attendance,  and  some , i 
spirited  discussion  of  the  paper  followed  its'; 
reading.  i 

The  matter  of  building  a hospital  at  Union  ^ 
City  was  discussed,  plans  of  a proposed  building  , j 
having  been  submitted  to  the  society.  i 

J.  D.  Carlton, 

Secretary. 


BEDFORD-FRANKLIN-COFFEE 

COUNTIES. 

The  Bedford  County  and  Franklin  County  i 
Medical  Societies  met  with  the  Coffee  County  r 
Medical  Society  at  Ovoca  on  August  17. 

This  meeting  was  called  to  order  at  11  A.M. 
by  Dr.  S.  S.  Moody,  President  of  the  Bedford  • 
County  Society,  with  the  following  present:  i 
Drs.  Vaughn,  Farris,  Horace  Farrar,  C.  i\I. 
Farrar,  McAfee,  Newman,  Ray,  Dossett,  Grif-  ( 
fith,  IMitchel,  and  Fields,  of  Coffee  County ; Drs. 
Hulin,  Grizard,  and  Y'alker,  of  Franklin  County  i 
and  Drs.  Aloody,  Ray,  Reagor,  Patton,  Woods  i 
Thompson,  Taylor,  Pyatt,  and  Freeman,  ol 
Bedford  County. 

Dr.  C.  N.  Cowden,  President  of  our  Stat(  ' 
Association,  and  Dr.  Davidson,  of  South  Caro- 
lina, were  also  ])resent. 

Dr.  Dossett  gave  us  a cordial  welcome  anc 
the  highest  honor  of  welcome  according  to  an 
cient  custom,  presenting  us  with  the  “ Goldei  ' 
Key  of  Welcome'”  to  Ovoca,  Tullahoma,  anc 
Coffee  County  as  a whole. 
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Dr.  L.  A.  Thompson,  of  Bellbuckle,  read  a 
good  paper  on  “Pleurisy ; ” and  after  the  dis- 
cussion was  opened  by  Dr.  Mitchel,  of  Tulla- 
homa,  the  paper  was  discussed  freely  by  those 
present. 

This  brought  us  to  the  dinner  hour,  and  all  re- 
paired to  the  elegant  dining  room  of  the  hotel  at 
Ov.oca,  where  we  feasted  on  good  things  given  us 
by  our  Coffee  County  brethren. 

At  the  afternoon  session  we  had  a paper  by 
Dr.  E.  P.  Vaughn,  of  Manchester,  on  “Apo- 
plexy ; ” and  the  discussion  was  opened  by  Dn 
Ray,  of  Bedford  County. 

Dr.  Newman,  of  Tullahoma,  read  a paper  on 
“ Plan  of  Delivery  in  the  Interest  of  the  Peri- 
neum and  Floor  of  the  Pelvis.”  Dr.  Newman’s 
paper  elicited  quite  a warm  discussion  pro  and 
con.  Dr.  Newman  contended  that  by  instructing 
and  having  the  parturient  woman  breathe  deeply 
during  the  height  of  uterine  contraction  it  would 
not  only  stop  the  voluntary  efforts  of  labor,  but 
would  modify  the  involuntary  contractions  and 
thus  retard  the  expulsive  effort  so  as  to  give  the 
soft  parts  time  for  dilatation  sufficient  for  de- 
livery without  injury  to  the  pelvic  floor. 

Dr.  Cowden  made  an  interesting  talk,  urging 
all  to  renewed  effort  in  behalf  of  the  State  As- 
sociation, and  outlined  some  new  plans  of  work 
which  the  State  Association  would  endeavor  to 
inaugurate  at  the  coming  meeting  next  year. 

This  meeting  of  the  physicians  of  the  three 
counties,  as  above,  was  full  of  interest,  and  all 
were  glad  they  were  there.  It  seemed  like  an 
adjourned  meeting  of  either  the  Middle  Tennes- 
see or  Upper  Cumberland  Medical  Societies,  and 
we  are  sure  that  great  strength  will  come  of  such 
meetings  to  the  efforts  of  organized  medicine. 
We  congratulate  the  Coffee  organization  on  its 
efforts  to  come  forth  with  a good  county  soci- 
ety ; and  while  it  is  only  recently  organized,  great 
good  has  already  come  from  its  efforts.  Coffee 
has  the  men  to  make  one  of  the  best  societies  in 
our  state,  and  it  will  be  heard  from  in  no  uncer- 
tain way.  F.  B.  Reagor, 

Secretary  Bedford  County  Society. 


I 

HENDERSON  COUNTY. 

The  Henderson  County  Medical  Society  met 
in  regular  session  on  Tuesday,  August  15,  with 
the  President,  Dr.  R.  H.  Milum,  in  the  chair. 


Minutes  of  the  previous  meeting  were  read 
and  approved. 

Dr.  W.  T.  Watson  and  Dr.  S.  T.  Parker  were 
appointed  by  the  President  to  attend  the  Tuber- 
culosis Conference  at  Jackson,  Miss. 

Dr.  S.  T.  Parker  read  a paper  on  “ The  Treat- 
ment of  Puerperal  Eclampsia,”  which  was  dis- 
cussed freely  by  all  members  present. 

Several  interesting  cases  were  reported  by  dif- 
ferent members  present. 

Dr.  G.  A.  Brandon  was  appointed  by  the  Pres- 
ident to  read  a paper  at  the  September  meeting 
on  “ The  Care  of  the  Pregnant  Woman.” 

Samuel  T.  Parker, 

Secretary. 


FAYETTE  COUNTY. 

The  Fayette  County  Medical  Society  met  with 
its  President,  Dr.  George  W.  Brinkley,  at  Fay- 
ette Corner,  Tuesday,  August  1,  in  regular 
monthly  session.  The  members  and  visitors  who 
were  so  fortunate  as  to  be  present  will  never 
forget  the  joyful  occasion.  The  memory  of  the 
good  things  we  had  at  Dr.  Brinkley’s  will  be 
talked  about  and  laughed  about  by  the  tired  doc- 
tors for  many  days  to  come.  No  program  was 
mapped  out  by  the  Secretary  and  President  for 
any  medical  papers,  but  we  were  told  to  come 
and  have  a good  time. 

There  were  present  the  following  members  of 
the  Fayette  County  Society : Drs.  Rust,  A.  O. 
and  J.  O.  Boals,  Morris,  Parks,  Ballard,  Will- 
iams, Boswell,  Crawford,  Brinkley,  and  Albright ; 
from  Hardeman:  White,  from  Cedar  Chapel,  and 
W.  S.  Cocke,  from  Whiteville ; from  Haywood : 
J.  S.  Rawlins ; from  Memphis : Black,  iMcCown, 
Clary,  and  Burns. 

Dr.  J.  A.  Albright,  of  Somerville,  acted  as 
master  of  ceremonies. 

After  invocation  by  Dr.  J.  S.  Rawlins,  and 
stew  and  barbecued  lamb  and  shoat ; cake,  cream, 
and  melons ; red  lemonade  made  according  to 
special  formula  by  Cocke,  of  Whiteville ; and 
after  the  writer  had  prepared  with  ice  and  salt 
special  grape  juice  which  arrived  on  the  German 
submarine,  all  present  were  entertained  with  sto- 
ries of  the  long  ago  by  Drs.  Rawlins,  Boals,  and 
Cocke,  the  two  former  telling  us  of  the  difficul- 
ties they  experienced  in  practice  before  the  war 
and  the  difficulties  of  the  antebellum  doctor  with- 
out thermometer,  hyposyringe,  microscope,  etc. ; 
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while  the  latter  made  a special  talk  on  woman 
suffrage  and  the  difficulties  he  himself  expe- 
rienced at  occasions  of  this  sort,  since  his  stom- 
ach had  been  taken  out  and  the  stomach  of  an 
animal  substituted  therefor,  together  with  se- 
quela resulting  therefrom.  Talks  were  made  by 
Drs.  Alorris  and  Crawford  and  the  Memphis 
fraternity,  all  full  of  joy  and  enthusiasm  at  the 
delightful  reception  given  them  by  Dr.  Brinkley. 

We  ate  and  we  ate  and  we  drank  and  we 
drank,  and  came  home  with  pleasant  recollections 
and  the  thought : “ It  is  pleasant  for  brethren  to 
dwell  together  in  unity.”  “ Doctor.” 


■ OBION  COUNTY. 

Some  very  interesting  debate  developed  at 
the  last  two  meetings.  Dr.  M.  A.  Blanton  gave 
the  paper,  a good  one,  on  “ Poliomyelitis  ” at 
the  last  meeting.  Dr.  Watson  mentioned  the 
exaggerated  extension  as  a proper  treatment, 
and  on  this  point  the  society  divided. 

Out-of-town  physicians — notably  Drs.  Dar- 
nell, Havener,  and  Roberts — were  present,  and 
were  tendered  lunch  by  the  locals. 

It  was  decided  to  hold  the  October  meeting 
on  Reelfoot  Lake,  and  perhaps  invite  some 
S]:)ecial  talent  from  Memphis,  if  any  coidd  be 
had.  Dr.  J.  B.  Havener  will  be  the  essayist, 
and  the  topic  “ Scarlet  Fever.” 

J.  D.  Carlton, 

Secretary. 


HENDERSON  COUNTY. 

The  Henderson  County  Medical  Society  held 
its  regular  monthly  meeting  Tuesday,  Septem- 
ber 12,  1916,  in  Lexington,  with  Vice  President 
Dr.  W.  T.  W atson  in  the  chair.  The  minutes 
of  the  August  meeting  were  read  and  approved. 

Interesting  cases  were  reported  by  the  fol- 
lowing doctors,  and  liberal  discussion  followed  : 
Dr.  C.  H.  Jobnston,  a case  of  “Infantile  Paraly- 
sis ; ” Dr.  George  A.  Brandon,  a case  of 
“ Paralysis : ” Dr.  J.  T.  Keeton,  a case  of 
“Meningitis;”  Dr.  W.  1.  Howell,  a case  of 
“Gastric  Ulcer;”  and  Dr.  C.  E.  Bolen,  a case 
of  “ Infantile  Paralysis.” 

Dr.  W.  B.  Keeton  made  a motion  that  we 
have  the  annual  election  of  officers  at  the  next 
meeting,  and  a dinner.  Seconded  by  Dr.  G.  A. 
Brandon,  tbe  motion  carried,  and  Drs.  W'.  h'. 
Huntsman,  J.  M.  Arnold,  and  S.  T.  Parker  were 
a])])()'ntcd  as  a committee  of  arrangements. 


This  was  one  of  the  best  and  largest  meet- 
ings of  the  year.  The  following  doctors  were 
present  and  took  part  in  the  program : J . P. 
Joyce,  W’.  1.  Howell.  C.  E.  Bolen,  J.  T.  Keeton, 
R.  L.  W ylie,  Wh  B.  Keeton,  E.  G.  Maxwell,  J. 
i\L  Arnold,  W.  F.  Huntsman,  G.  A.  Brandon, 
C.  H.  Johnston,  Wh  T.  W’atson,  S.  T.  Parker. 

Samuel  T.  Parker, 

' Secretary. 


AIAURY  COUNTY. 

The  Maury  County  Medical  Society  met  in 
regular  session  Monday.  September  4,  1916,  at 
Columbia,  with  President  Dr.  H.  A.  Gant  in 
the  chair.  There  were  thirteen  members  and 
one  visitor  (Dr.  Hardison,  D.D.S.)  present. 
The  essayist.  Dr.  J.  W.  Wilkes,  not  being  pres- 
ent, a number  of  interesting  case  reports  Avere 
heard  and  liberally  discussed. 

Our  visitor  was  then  granted  the  floor,  and 
he  gave  us  much  of  interest  on  “ Focal  Infec- 
tion,” the  subject  of  the  day,  as  the  dentist 
sees  it. 

A resolution  was  then  made  that  the  society 
have  some  extra  meetings  for  the  purpose  of 
getting  other  physicians  in  the  county,  who 
are  not  members,  and  a feAv  who  are  and  do 
not  attend  the  meetings,  interested  in  the  good 
work  that  it  is  doing.  A committee  of  three 
of  the  members  present  and  three  members  in 
the  three  smaller  towns  of  the  county  Avhere  it 
was  thought  best  to  hold  these  meetings  Avas 
then  appointed  by  the  President  and  November 
set  for  the  date  of  the  first  of  these  meetings. 
They  are  not  to  take  the  place  of  our  regular 
monthly  meetings,  Avhich  Avill  still  be  at  the 
Elks  Club,  in  Columbia,  but  to  be  extra  meet- 
ings in  one  of  the  three  to'.'Tis  selected,  the 
tune  and  place  to  b-*  named  by  tbe  committee 
appointed.  iM-  .V.  Be.aslev, 

Secretary. 

RUTHERFORD  COUNTY. 

The  Rutherford  County  Medical  Society  met 
in  regular  monthly  session  on  ('Ictober  4 in  the 
Woman’s  Club  rooms. 

The  President,  Dr.  J.  A.  Scott,  called  the 
meeting  to  order. 

The  essayi-st.  Dr.  .\.  E.  Goodloe.  rAul  a i'ai)ei 
on  “ Rheumatism,”  Avhich  was  freely  discussed 
by  Drs.  Holmes,  White.  Keltou,  and  Jones. 

A motion  Avas  made  and  jiassed  that  as  maii\ 
as  three  members  volunteer  or  be  appointed  In 
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the  President  to  select  and  read  before  the  soci- 
ety an  article  on  some  important  subject,  the 
production  from  good  authority  in  medical  jour- 
nals, the  subject  of  each  to  be  given  the  Secre- 
tary one  week  before  the  next  meeting. 

A communication  was  read  from  Maj.  Robert 
Patterson,  of  the  Medical  Corps  of  the  United 
States  Army,  who  is  secretary  of  the  National 
Committee  of  Red  Cross  Medical  Service,  call- 
ing upon  this  society  to  name  three  of  its  mem- 
bers, in  connection  with  its  President  and  Sec- 
retary, making  five,  to  act  with  and  become  a 
[I part  of  the  Red  Cross  Service  in  the  United 
I States.  The  society  acted  promptly,  and  three 
! will  be  appointed  by  the  President  as  required 
in  the  communication. 

i Present : Drs.  Murfree,  White,  Moon,  Allen, 
Holmes,  Kelton,  Harris,  Goodloe,  Scott,  Jami- 
son, Hutf,  Read,  Campbell,  Wiles,  and  E.  H. 
Jones  (Secretary). 


ROBERTSON  COUNTY. 

jf  The  September  meeting  of  the  Robertson 
I County  Medical  Society  was  held  in  the  chapel 
1 of  Peoples-Tucker  School  on  Tuesday,  Septem- 
ber 19,  1916. 

I The  meeting  was  called  to  order  at  11  A.M. 
if  by  Vice  President  Dye  and  opened  with  prayer 
[;  by  Rev.  L.  S.  Ewton. 

' It  was  a gala  day  for  the  society,  because  it 
I was  the  day  of  the  annual  picnic  of  the  society. 

The  attendance  of  the  membership  was  good, 
I and  the  number  of  visitors  was  more  than  at  any 
[j  previous  picnic.  The  number  of  ladies  present 
!|  added  to  the  attractiveness  of  the  meeting.  They 
had  full  sway  at  the  dinner  hour,  and  they  did 
their  part  well.  They  made  several  remarks 
that  would  do  the  membership  good  if  they  could 
have  heard  the  questions  that  they  asked  about 
I the  absent  members,  and  especially  those  doc- 
[ tors  that  are  not  members  of  the  society. 

The  program  for  the  day  was  turned  over  to 
the  visiting  doctors,  and  it  is  unnecessary  to  say 
that  they  filled  it  well.  We  had  as  visitors  Drs. 
; Witt,  Shoulders,  Bromberg,  Nicholl,  Ezell, 
j Spain,  Dixon,  McCabe,  Caldwell,  Gregory,  Da- 
vis,  and  West. 

The  first  paper  of  the  day  was  a letter  from 
' Dr.  McDuffee,  Manatee,  Ela.,  the  first  Vice 
i President  of  the  society. 


Dr.  Caldwell  read  an  interesting  paper  on 
“ Uterine  Prolapse,  or  Uterine  Hernia.” 

The  afternoon  session  was  an  open  meeting 
for  the  public,  and  Dr.  Ezell  read  a paper  on 
“ The  Care  of  the  Eyes.”  The  society  was  next 
addressed  by  Dr.  Olin  West  on  the  same  sub- 
ject, dealing  more  with  the  public  part  of  the 
work.  Dr.  Connel  then  addressed  the  society  and 
spoke  in  regard  to  a resolution  that  had  been 
adopted  and  recommended  by  the  County  Board 
of  Education  in  regard  to  instituting  a campaign 
course  of  examining  the  eyes  of  the  children  in 
a few  of  the  larger  schools  of  the  county  in  the 
way  of  an  experiment.  Dr.  Witt  gave  the  next 
address,  on  “ Some  Eeatures  of  History  Taking.” 
Dr.  Shoulders  spoke  on  “ Poliomyelitis.”  Dr. 
Nicholl  discussed  the  treatment  of  poliomyelitis. 
Dr.  Dixon  discussed  Dr.  Witt’s  paper,  and  Dr. 
Gregory  discussed  the  papers  of  Drs.  Shoulders 
and  Witt.  Dr.  McCabe  discussed  both  papers, 
and  Dr.  Caldwell  discussed  the  paper  of  Dr. 
Witt. 

The  day  was  one  that  will  be  remembered  by 
all  present.  It  was  an  ideal  day  for  a picnic. 
The  presence  of  so  many  ladies  and  other  visi- 
tors made  the  day  one  of  pleasure  and  delight  to 
all  in  attendance.  Barbecue  was  the  principal 
meat,  and  it  is  a pleasure  to  make  the  announce- 
ment that  everybody  had  enough  to  eat  and  to 
spare,  and  that  nobody  was  made  sick  by  the 
eating. 

The  next  picnic  will  be  held  on  the  third  Tues- 
day in  September,  1917.  B.  F.  Fyke, 

Secretary-Treasurer. 
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SKIN  CANCER.  By  H.  H.  Hazen,  M.D.,  Washing- 
ton, D.  C.  C.  V.  Mosby  Company,  St.  Louis. 

This  is  a subject  which  has  long  been  worthy  of  an 
effort  directed  at  it  individually  and  alone.  Strange  to 
say,  almost  all  writings  on  this  subject  heretofore  have 
had  certain  chapters  or  scattering  phrases  in  the  book 
on  general  surgery  or  in  the  whole  treatment  of  der- 
matolog}'.  For  this  reason  the  author  has  been  most 
timely  in  bringing  out  just  such  a book. 

Certainly  no  subject  in  all  medicine  at  the  present 
age  more  deserves  and  actually  needs  a clear  elucida- 
tion both  for  physician  and  layman.  This  is  what  Ho- 
zen  has  striven  to  do — and  has  done.  His  classification 
appears  to  be  the  completest  and  the  best.  This  is  espe- 
cially true  as  to  the  mating  of  the  clinical  and  the  path- 
ological. The  classification  is  further  elucidated  by  a 
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thorough  consideration  of  all  benign  neoplastic  growths 
alongside  the  malignant.  This  is  the  most  valuable 
part  of  tbe  book,  since  it  really  brings  before  tbe  mind 
in  a tangible  picture  what  is  actually  meant  by  precan- 
cerous  conditions.  This  furnishes  the  key  to  the  edu- 
cation of  both  doctor  and  layman  for 'treatment. 

The  pathology  could  be  more  elaborate,  but  for  a 
book  of  the  kind  is  entirely  sufficient  to  hold,  but  not 
evade,  the  reader.  As  to  treatment,  he  soimds  the  key- 
note of  warnings  as  to  improper  methods  which  are  so 
much  to  be  avoided  as  the  proper  ones  to  be  adminis- 
tered. He  probably  values  the  use  of  the  knife  too  much 
above  the  use  of  X-rays  in  all  types  of  cases.  The  book 
is  certainly  practical,  well  illustrated,  and  the  most  use- 
ful of  its  kind.  The  practitioner,  the  student,  and  the 
layman  all  need  its  message.  It  is  the  last  word  on 
“ skin  cancer.”  Howard  King. 


INTERNATIONAL  CLINICS.  Vol.  HI.  Twenty- 

sixth  Series.  J.  B.  Lippincott  Company,  Philadelphia. 

Treatment:  Gonorrhoea  in  the  Male,  Tucker;  Treat- 
ment of  Obesity,  Lyon;  Tbe  Medical  Use  of  High 
Frequency  Currents,  De  Kroft. 

Diagnosis  : Clinical  Features  of  Pneumothorax, 
Hewlett ; The  Radiographic  Demonstration  of  Spon- 
taneous Pneumothorax,  van  Zwaluwenburg ; Use  of  the 
X-Ray  in  the  Diagnosis  and  Study  of  Pulmonary  Tu- 
berculosis, Miner;  Pulmonary  Tuberculosis  from  a 
Rontgenological  Standpoint,  Baltjer;  Diagnosis  of  Tho- 
racic Adenitis,  Floyd  ; Hereditary  Deforming  Chondro- 
dysplasia— A Report  of  Five  Cases  in  Three  Genera- 
tions, Montgomery;  An  Analysis  of  Fifty  Cases  of 
Dysthyroidism,  Swan. 

Pedi.\trics  : The  Diphtheria  Toxin  Skin  Reaction 
(Schick  Test)  and  Its  Application,  Velder. 

Dermatology  : Herpes  Zoster,  Weber ; Operative 
Dermatology,  Frescoln. 

PsYCHi.\TRV : The  Mental  Examination  of  Negroes, 
Lind.  * 

Surgery  : Birth  Traumatisms  of  the  Upper  Extrem- 
ities, Davis;  Mixed  Tumor  (Sarcoma)  of  the  Kidney 
Removed  from  Infant  Twenty-one  Months  Old — Re- 
covery, Wood;  How  to  Examine  the  Rectum  and  In- 
terpret Its  Findings,  Drueck;  Observations  on  Cbole- 
litbiasis  and  Cholecystic  Surgery,  Fort;  Anaesthesia 
from  the  Point  of  View  of  the  Instructor  and  Stu- 
dent, Flagg. 

Historical:  .A.rmand  Trousseau — Master  Clini- 
cian, Garrison. 


GRAVES’  GYNECOLOGY.  By  William  P.  Graves, 
A.B.,  M.D.,  F.A.C.S.,  Professor  Gynecology  at  Har- 
vard Medical  School;  Surgeon  in  Chief  to  the  Free 
Hospital  for  Women,  Brookline;  Consulting  Phy- 
sician to  the  Boston  Lying-In  Hospital.  Cloth, 
$7  net;  half  morocco,  $8.50  net.  W.  B.  Saunders 
Company,  I’hiladelphia,  1916. 

This  most  excellent  work  is  divided  into  three 
liarts  : Part  I.,  Physiology  and  Relationship  of  Gyne- 


cology to  the  General  Organism.  Part  II.,  Gyn. 
cological  Diseases.  Part  III.,  Operative  Gynecolog 
The  first  two  sections,  Parts  1.  and  11. , compri: 
over  five  hundred  pages,  and  are  devoted  exclusive  - 
to  nonsurgical  gynecology,  giving  only  drug  an| 
mechanical  treatments.  The  first  section,  dealiiiL 
with  the  phj^siology  and  relationship  of  gynecologi 
to  the  general  organism,  is  exceptionally  well  hai 
died,  and  covers  in  a most  interesting  manner 
field  in  gynecology  which  is  totally  neglected  I 
many  works  on  diseases  of  women.  The  discussic 
on  the  organs  of  internal  secretion  (ovary,  hypoph; 
sis,  thyroid,  parathyroids,  adrenals,  pineal  glan 
thymus,  uterus,  and  placenta),  with  reference  i 
their  relationship  to  the  body  as  a whole,  is  di 
tinctly  modern,  and  reflects  the  best  thought  alor 
these  lines.  Part  11.  deals  with  general  and  sped 
inflammatory  processes,  new  growths,  defects  i 
development,  malpositions  of  the  uterus,  injuries  di 
to  childbirth,  special  gynecological  diseases,  at 
general  symptomatology.  Each  of  these  subjec 
is  treated  in  a full,  practical  manner,  so  that  mat 
rial  assistance  is  rendered  those  seeking  a keen  ii 
sight  into  the  diseases  of  women.  In  Part  III.,  d 
voted  to  operative  gynecology,  will  be  found  mar! 
subjects  often  omitted  in  books  on  this  subjei 
The  technic  is  modern  and  complete.  This  enti 
section  is  profusely  illustrated  with  beautiful  cul 
fully  demonstrating  the  operative  field  of  gynecc- 
ogy.  The  entire  work  is  strong  on  differenti 
diagnosis.  This  .is  a book  which  will  be  four 
equally  valuable  to  both  practitioners  and  surgeor' 
We  take  great  pleasure  in  recommending  it  mo 
highly,  feeling  sure  it  will  measure  up  to  the  highe 
exiiectations. 

MEDICAL  AND  SURGICAL  REPORTS  OF  TH 

EPISCOPAL  HOSPITAL  OF  PHILADELPHI 

Vol.  III.  William  J.  Dornan,  Philadelphia,  1915.J 

This  is  a compilation  of  most  valuable  papers  1 
members  of  the  staff  of  the  Episcopal  Hospital,  ( 
subjects  medical,  surgical,  and  historical,  based  upr 
work  done  in  tbe  hospital  during  the  year  1915. 


A MANUAL  OF  OTOLOGY.  For  students  ai 
practitioners.  By  Charles  E.  Perkins,  ALL  ! 
Professor  in  New-  York  University  and  Bellvi,  i 
Hospital  Aledical  College.  Lee  & l-'ebiger,  Ph 
adelphia,  1916. 

This  is  a splendidly  arranged  manual  which  go 
very  thoroughly  into  the  discussion  of  the  siinpl 
affections  of  the  ear,  and  which  as  thoroughly  trea 
of  the  comparatively  few  conditions  which  the  auri 
must  combat  by  major  surgical  procedures.  T1 
author’s  style  is  entertaining,  his  conclusions  a 
sound,  and  his  technic  is  the  best.  This  book 
worthy  a place  in  every  physician’s  library,  and  wj 
be  found  heliiful  indeed. 
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. SOME  SURGICAL  CONSIDERATIONS  OF 
I'  GASTRIC  AND  DUODENAL  ULCER.* 

Ii  

' By  Hollan-d  M.  Tigert,  M.D.,  F.A.C.S., 

!i  Nashville,  Tenn. 

Within  the  recent  past,  surgery  of  benign  le- 
jsions  of  the  stomach  and  duodenum  have  occu- 
pied such  a prominent  role  in  the  limelight  of  ab- 
dominal surgery  that  it  must  now  be  regarded  as 
'among  the  most  important  procedures  in  that 
I particular  field.  The  last  two  decades  have  wit- 
messed  brilliant  successes,  and  oftentimes  dismal 
'failures,  as  modern  surgeons  have  sought  to  es- 
tablish the  foundation  principles  for  this  class  of 
|Work.  While  clinical  experience  and  careful  ob- 

Iservation  have  slowly  evolved  certain  basic  fac- 
tors, the  most  cursory  perusal  of  the  literature 
of  this  subject  will  convince  any  one  that  it  is, 
[indeed,  far  from  settled,  and  that  under  the  most 
Uavorable  circumstances  medical  thought  cannot 
crystallize  along  this  line  within  the  immediate 
future.  It  may  be  regarded  as  definitely  proven 
that  these  lesions  in  the  vast  majority  of  cases 
can  be  perfectly  and  permanently  relieved  by 
surgery,  provided  properly  selected  procedures 
are  technically  carried  out. 

In  this  paper  no  effort  will  be  made  to  deal 
with  acute  gastric  ulcer,  the  considerations  being 
limited  to  the  chronic  callous' type,  which  is  by 
far  the  commonest  variety  and  the  one  which  re- 
quires surgical  treatment  most  frequently, 
j Prior  to  1900  duodenal  ulcer  was  considered 
dess  frequent  than  gastric  ulcer;  since  that  time 

|)a  study  of  the  two  conditions  has  led  to  a more 
jcomplete  appreciation  of  the  frequency  of  duo- 

j *Read  at  the  annual  meeting  of  the  Tennessee,  State  Medical 
[Association,  Knoxville,  April,  1916. 

; F 


denal  ulcer,  until  now,  in  round  numbers,  duo- 
denal ulcer  is  considered  to  be  about  three  times 
as  frequent  as  gastric  ulcer.  Hemorrhage  occurs 
with  about  the  same  degree  of  frequency  in  both. 
Gastric  ulcer  is  prone  to  undergo  malignant 
change,  while  duodenal  ulcer  probably  never 
does.  The  vast  majority  of  gastric  ulcers  are 
situated  along  the  lesser  curvature,  whereas  duo- 
denal ulcer  usually  appears  in  the  first  inch  and  a 
half  of  the  gut,  and  more  often  on  the  anterior 
wall  than  on  the  posterior.  Until  more  accurate 
methods  of  investigation  were  instituted,  many 
cases  of  duodenal  ulcer  were  regarded  as  gastric. 
Scientific  enlightenment  resulted  from  a study 
of  these  conditions  at  the  operating  table,  post- 
mortem statistics  having  been  misleading  and  er- 
roneous. 

Etiology. 

In  a general  way,  the  etiology  of  gastric  and 
duodenal  ulcer  is  the  same.  It  is  not  the  pur- 
pose of  this  paper  to  enter  into  a prolonged  dis- 
cussion of  the  various  theories  embracing  the 
causes  of  these  ulcers.  Strong  advocates  can  be 
found  for  the  thrombotic  and  embolic  theory,  the 
mechanical  theory,  the  nerve  theory,  the  bacterial 
theory,  and  the  erosion  theory.  It  would  appear 
that  some  form  of  toxemia  or  infection  is  the 
most  probable  explanation.  Rosenow’s  recent  in- 
vestigations along  this  line,  while  not  absolutely 
conclusive,  yet  are  strongly  suggestive.  He  has 
demonstrated  that  certain  strains  of  the  strepto- 
cocci, when  inoculated  into  the  blood  of  experi- 
mental animals,  produce  ulcers  of  the  stomach 
and  duodenum  with  great  uniformity.  It  ap- 
pears that  these  observations  should  constitute  a 
practical  basis  for  the  institution  of  prophylaxis. 

John  B.  Deaver,  of  Philadelphia,  believes  that 
appendicitis,  which  is  by  far  the  most  common 
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intra-abdominal  disease,  is  the  most  frequent 
avenue  by  way  of  which  infection  reaches  the 
abdominal  circulation ; and  he  assumes  that  the 
appendix  is  responsible  for  liberating  infection, 
which,  in  turn,  causes  gastric  and  duodenal  ulcer 
in  the  majority  of  cases.  There  is  considerable 
evidence  to  show  that  the  infection  may  originate 
in  septic  mouths,  occasioned  by  pyorrea,  and  in 
diseased  tonsils. 

Symptomatology  and  Diagnosis. 

In  classical  cases  the  symptomatology  of  duo- 
denal ulcer  is  so  characteristic  that  Moynihan 
claims  that  the  diagnosis  could  be  easily  made  by 
correspondence.  There  is  a history  of  inter- 
mittent digestive  disturbance,  usually  extending 
over  a period  of  years.  During  the  intervals  the 
patient  may  be  apparently  entirely  well.  During 
attacks  there  is  hyerpacidity,  hypersecretion, 
hunger  pain,  and  food  relief,  and,  in  advanced 
cases,  obstructive  symptoms.  The  typical  time 
for  the  appearance  of  pain  is  from  two  to  four 
hours  after  eating.  It  is  one  of  the  most  con- 
stant symptoms,  is  often  severe,  and  is  described 
as  boring  or  gnawing  in  character.  Such  symp- 
toms as  heartburn  and  belching  of  gas  are  often 
present,  but  may  be  entirely  absent.  Nausea 
and  vomiting  are  seldom  prominent  symptoms, 
except  in  very  advanced  and  aggravated  cases. 
Unfortunately,  all  of  these  cases  do  not  present 
typical  symptoms,  and  at  times  the  differentia- 
tion between  gastric  and  duodenal  ulcer  becomes 
exceedingly  difficult.  Usually  the  pain  in  gastric 
ulcer  comes  on  sooner  after  taking  food  than  in 
duodenal  ulcer.  In  gastric  ulcer,  involving  the 
posterior  wall  of  the  stomach  in  contact  with  the 
pancreas,  pain  in  the  back  may  be  a marked 
symptom. 

Physical  Pindings. — While  many  observers 
have  placed  considerable  stress  upon  the  presence 
of  occult  blood,  it  appears  that  this  symptom  is 
extremely  unreliable,  and  little  store  should  be 
laid  by  it.  It  is  safe  to  say  that  no  physical  find- 
ing, in  connection  with  gastric  disease,  has  been 
so  much  studied  and  discussed  as  the  analysis  of 
the  stomach  contents ; and  one  may  assert  with 
considerable  certainty  that  lesions  of  the  duode- 
num and  stomach  are  not  accompanied  by  any 
constant  state  of  abnormality  in  the  gastric  juice. 
Friedenwald  carefully  analyzed  the  stomach  con- 
tents from  one  thousand  cases  of  ulcer  of  the 
stomach  and  duodenum,  with  the  following  re- 


sults : Gastric  ulcers,  normal  acidity,  46  per  cent; 
hyperacidity,  30  per  cent ; subacidity,  27  per  cent. 
Duodenal  ulcers,  normal  acidity,  48  per  cent; 
hyperacidity,  35  per  cent ; subacidity,  5 per  cent. 
Suffice  it  to  say  that  in  the  past  too  much  stress 
has  been  placed  upon  chemical  analysis  of  the 
stomach  contents,  and  that  wfith  our  present 
knowledge  it  ranks  as  one  of  the  least  reliable  ' 
diagnostic  aids.  It  has  some  value,  but  should  be 
regarded  as  confirmatory  only.  ^ 

X Ray. — The  Rdntgen  ray  is  rapidly  assum- 
ing a most  important  role  in  the  diagnostication 
of  gastric  and  duodenal  conditions.  The  scope 
of  this  paper  will  not  admit  of  an  extended  dis- 1 
cussion  along  this  line.  So  much  has  been  writ- 
ten upon  hyperperistalis  of  the  stomach  and  de- : 
formities  of  the  cap  and  bismuth  retention  in  the  1 
presence  of  obstruction,  as  well  as  the  character- i: 
istic  niche  in  rontgenagraphs  of  gastric  ulcer,  i 
that  no  discussion  will  be  entered  into  with  refer-  , 
ence  to  the  same. 

With  regard  to  the  diagnosis,  William  J.  IMayo 
says : “ The  physical  examination,  including  the  ; 
use  of  the  stomach  tube,  is  important  as  evidenc-  • 
ing  hypersecretion  and  food  retention,  tumor,  i 
visible  peristalsis,  etc.  Laboratory  diagnosis — ‘ j 
that  is,  microscopic  and  chemical  examination  of 
gastric  contents — has  some  value,  but  is  largely'  i 
of  a corroborative  nature  and  has  been  very  ; 
greatly  overestimated.” 

Dividing  diagnostic  measures  into  four  groups,  i 
the  history  is  of  first  importance ; the  Rontgen  . 
ray,  second;  the  physical  examination  (stomach  ^ 
tube,  findings,  etc.),  third;  and  the  laborator}" - 
findings,  a poor  fourth. 

Differential  Diagnosis. 

At  times  the  differential  diagnosis  between  in- 
tragastric  and  duodenal  symptoms  and  those  orig- 
inating from  other  intra-abdominal  diseases  be- 
comes a matter  of  the  very  greatest  difficulty 
However,  the  differentiation  between  gastric  anc 
duodenal  ulcer,  chronic  infections  of  the  billian 
passages,  gallstones,  and  chronic  appendicitis  i; 
not  a matter  of  such  prime  importance,  since  al 
of  these  conditions  are  surgical  and  can  easily  bi 
dealt  with  through  a similar  incision. 

The  real  problem  in  connection  with  cases  pre 
senting  upper  abdominal  symptoms  is  to  separat 
the  surgical  from  the  nonsurgical  cases.  It  ha 
been  said  that  the  stomach  performs  the  role  o 
mouthpiece  for  pathology  of  all  the  abdomina 
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organs,  and  that  because  the  stomach  has  such  a 
limited  range  of  clinical  expression  there  is  a 
remarkable  uniformity  of  symptoms  in  vastly 
different  diseases.  John  B.  Deaver  classifies  the 
nonsurgical  causes  of  chronic  upper-abdominal 
symptoms  under  three  heads : 

First,  those  dependent  upon  disturbance  of  the 
blood  and  vascular  apparatus,  typical  examples 
of  this  class  being  gastric  symptoms  of  ansemia 
or  cardiac  insufficiency,  and,  with  the  latter,  en- 
larged liver,  due  to  passive  congestion. 

Second,  those  which  are  due  to  toxemia  of 
bacterial,  chemical,  or  metabolic  origin.  Exem- 
plifying this  class  may  be  mentioned  renal  insuf- 
ficiency, uraemia,  diabetes,  chemical  toxemia  of 
lead  poison,  infective  intoxications  of  tubercu- 
losis, the  exanthemata,  and  innumerable  bacterial 
diseases.  The  origin  of  stomach  symptoms  in 
these  cases,  being  extra  gastric,  is  well  known. 

Third,  those  caused  by  functional  or  organic 
disturbances  of  the  innervation  of  the  upper- 
abdominal  viscera,  which,  after  all,  constitutes 
the  most  perplexing  differential  problem  of  all. 
Under  this  heading  is  to  be  found  various  neu- 
roses ; and,  unfortunately,  there  are  times  when 
there  are  no  trustworthy  differential  points  sep- 
arating the  surgical  from  the  nonsurgical.  Some 
years  ago  neuroses  and  functional  disturbances 
of  the  stomach  occupied  a prominent  place  in 
gastric  diagnosis  ; but  careful  investigation  of  this 
class  of  disorders,  with  the  revelations  of  the  op- 
erating table,  has  rapidly  wrought  a remarkable 
change  in  the  attitude  of  the  entire  profession 
1 toward  the  existence  of  this  group  of  stomach 
disorders.  That  such  conditions  exist  there  can  be 
no  doubt ; but  it  is  equally  true  that  countless 
cases  of  definite  pathology  in  connection  with  the 
gall  bladder,  stomach,  duodenum,  and  appendix 
have  masqueraded  for  years  in  this  guise. 

We  should  fully  recognize  the  limitations 
of  diagnosis  in  this  region ; and,  realizing  that 
gastric  neuroses  are  comparatively  infrequent, 
exploratory  incision  should  be  done  in  all  cases 
where  persistent  symptoms  exist,  and  in  such  as 
cannot  be  definitely  proven  of  nervous  origin,  as 
would  be  indicated  by  familiar  and  personal  neu- 
rotic stigmata.  Neurosis  of  the  stomach  in  an 
otherwise  normal  person  is  an  exceedingly  doubt- 
iful  entity. 

Treatment. 

Gastric  or  duodenal  ulcer  having  been  diag- 
nosed, in  the  absence  of  serious  complication, 


medical  treatment  should  be  thoroughly  tried. 
No  half-hearted  measures,  however,  will  avail. 
The  patient  should  be  confined  to  bed  and  such 
measures  instituted  as  have  been  so  strongly  ad- 
vocated by  Sippy.  The  remission  in  symptoms 
which  is  so  prominently  a part  of  the  clinical 
picture  of  both  gastric  and  duodenal  ulcer  makes 
it  particularly  difficult  to  estimate  when  medical 
treatment  has  been  successful. 

Efficient  medical  treatment  having  failed,  or 
the  subsequent  return  of  symptoms  in  patients 
apparently  cured,  renders  the  case  surgical.  The 
advent  of  serious  complications  at  any  time 
strongly  calls  for  surgery.  An  earnest  trial  of 
thorough  medical  treatment  is  not  to  be  construed 
as  indefinite  temporizing. 

William  J.  Mayo  is  rather  skeptical  as  to  the 
value  and  permanency  of  medical  cures,  stating 
that  the  majority  of  cases  falling  into  his  hands 
have  had  two  or  three  so-called  “ complete  ” 
medical  cures ; and  in  such  cases  operation  re- 
veals unhealed  ulcer.  He  says  that  such  patients 
cannot  be  looked  on  as  cured  unless  they  can  go 
back,  without  a recurrence  of  trouble,  to  the  reg- 
ular diet  of  the  grade  and  character  obtainable 
by  the  average  man,  and  that  as  a matter  of  fact, 
under  such  circumstances,  the  symptoms  usu- 
ally recur,  and  that  the  dangers  of  perforation 
and  hemorrhage  are  ever  present. 

However,  it  is  only  fair  to  say  that  many  emi- 
nent internists  take  an  entirely  different  view  of 
this  matter  and  claim  a large  percentage  of  cures 
for  medical  treatment.  It  would  seem  fair,  all 
other  things  being  equal,  that  after  a thorough 
medical  trial,  symptoms  recurring,  the  case  should 
be  regarded  as  surgical. 

Operative  treatment  having  been  determined 
upon,  it  is  not  always  possible,  nor  even  best,  to 
outline  the  surgical  procedure  before  opening  the 
abdomen.  A complete  and  careful  study  of  the 
viscera,  while  the  abdomen  is  open,  is  of  the  ut- 
most importance.  In  cases  where  diagnosed  gas- 
tric and  duodenal  ulcers  do  not  appear  at  oper- 
ation, a most  thorough  and  systematic  search  for 
extra  gastric  causes  must  be  instituted. 

It  is  not  the  intention  of  this  paper  to  enter 
into  a discussion  of  the  various  surgical  proced- 
ures instituted  for  dealing  with  gastric  and  duo- 
denal ulcers,  since  this  phase  of  the  subject  con- 
stitutes an  exceedingly  large  field  and  is  of  inter- 
est to  surgeons  only.  Gastroenterostomy  is  by 
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far  the  most  useful  single  procedure  in  dealing 
with  these  lesions,  and  should  carry  with  it  a 
mortality  not  exceeding  two  per  cent.  I would 
not  be  understood  as  regarding  gastroenteros- 
tomy as  a “ cure-all.” 

Summary. 

1.  Gastric  surgery  occupies  an  important  place 
in  abdominal  surgery.  It  rests  upon  a fairly 
scientific  basis ; and  while  this  field  is  pregnant 
with  unsolved  problems,  in  the  light  of  our  pres- 
ent knowledge  and  experience,  we  can  confident- 
ly predict  complete  and  permanent  relief  in  the 
vast  majority  of  cases  of  gastric  and  duodenal 
ulcer  where  properly  selected  surgical  procedures 
are  instituted. 

2.  Rosenow’s  recent  epoch-making  investiga- 
tions strongly  recommend  the  importance  of 
prompt  and  efficient  management  of  all  possible 
foci  of  infection  as  a prophylactic  measure. 

3.  Since  the  profession  has  been  keenly  awak- 
ened to  the  prevalency  of  these  lesions  and  the 
symptomatology  is  becoming  more  generally  and 
perfectly  understood,  aided  by  the  X ray,  a con- 
stantly increasing  number  of  these  cases  should 
be  brought  to  operation  at  a time  which  will  save 
much  suffering  and  markedly  decrease  the  inci- 
dence of  cancer  so  far  as  the  stomach  is  con- 
cerned. 

In  arriving  at  a diagnosis,  the  points,  in  the 
order  of  their  importance,  are : 

(a)  History. 

(i>)  X rays. 

(c)  Physical  examination,  including  the  stom- 
ach-tube findings. 

(d)  Laboratory  findings. 

4.  The  differential  diagnosis  between  ulcers 
of  the  stomach  and  duodenum,  gall-bladder  dis- 
ease, chronic  appendix,  etc.,  is  not  of  prime  im- 
portance, since  all  are  surgical.  The  real  prob- 
lem is  to  separate  the  surgical  cases  with  definite 
demonstrable  pathology  from  the  nonsurgical 
neurotic  cases. 

With  reasonable  care  and  skill  this  should  be 
possible  in  the  vast  majority  of  cases.  Cases  that 
do  not  definitely  fall  into  the  latter  class,  and 
which  persistently  resist  all  forms  of  medical 
treatment,  should  have  exploratory  incision. 

5.  All  cases  of  gastric  and  duodenal  ulcers  not 
yielding  to  efficient  medical  treatment  are  surgi- 
cal. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  TIGERT. 

Dr.  J.  H.  Barnett,  Chattanooga : I regret  very  much 
I did  not  hear  the  beginning  of  Dr.  Tigert’s  paper.  It  : 
is  a subject  that  is  of  particular  interest  to  me,  and,  I 
believe,  one  of  special  interest  to  every  man  who  is  in-  i 
terested  in  the  art  of  healing  at  the  present  time. 

Stomach  surgery  is  comparatively  new,  and  it  is  yet 
too  early  to  give  an  absolute  tabulation  of  the  results — ■ 
I mean  the  end  results  of  surgery  of  the  stomach. 
There  is  a great  deal  to  be  learned  in  the  treatment, 
both  medical  and  surgical,  as  well  as  in  diagnosis.  We  ' 
can  find  quite  a variation  of  opinion  by  various  author- 
ities as  to  the  procedure  after  the  abdomen  is  opened, 
and  we  can  also  find  great  variations  in  the  indications 
for  operation.  It  is  my  humble  opinion  that  any  pa- 
tient that  has  suffered  with  gastric  symptoms  as  much 
as  ninety  days  would  be  far  better  off  to  have  an  X-ray 
diagnosis  made  by  a competent  radiographer. 

The  essayist  spoke  of  halfway  measures  in  the  treat- 
ment, and  I desire  to  call  attention  to  the  fact  that 
there  are  no  halfway  measures  in  the  diagnosis.  The 
first  course  for  the  patient  to  pursue  is  to  swallow 
about  a quart  of  a mixture  of  bismuth  and  oatmeal,  or, 
if  you  do  not  use  bismuth,  some  chemical  that  will  give 
you  a shadow  in  the  stomach  and  the  intestines.  A 
mixture  of  bismuth  and  buttermilk  of  a consistency  ■ 
that  can  be  swallowed  by  drinking  will  not  reveal  the  i 
action  of  the  stomach,  especially  the  time  of  emptying. 
The  stomach  will  empty  itself  quicker  than  it  would  ; 
with  oatmeal  and  bismuth. 

In  the  diagnosis  the  principal  thing  to  watch  is  the 
time-  the  stomach  begins  to  empty.  If  immediately 
after  the  meal  is  given  the  first  picture  reveals  a shadow 
in  the  duodenum,  it  indicates  some  irritation  of  the  gas- 
tric mucosa,  and  it  is  probably  at  the  pyloric  end.  If  at 
the  end  of  six  hours  the  stomach  retains  some  of  thei 
bismuth,  it  is  a retention  stomach,  and  the  function  of 
the  stomach  is  deranged  in  proportion  to  the  amount  of 
bismuth  retained.  Some  of  these  stomachs  will  retain 
oatmeal  with  bismuth  as  long  as  four  days. 

As  to  the  differential  diagnosis  between  gastric  and 
duodenal  ulcer,  I think  it  is  • of  no  importance  what- 
ever. Where  there  are  large  indurated  areas  it  is  bet- 
ter to  remot^e  the  ulcerous  area,  whether  it  is  in  the 
duodenum  or  the  stomach  proper;  and  if  there  is  more 
than  two-thirds  of  the  duodenum  involved,  it  is  much 
better  to  do  a pylorectomy  and  remove  all  of  the  area 
that  is  hard. 

The.  essayist  spoke  of  neuroses  of  the  stomach.  I 
believe  there  is  quite  a difference  between  stomach  neu- 
roses and  neuroses  of  the  stomach.  A great  many  of 
these  patients  that  suffer  with  vague  pain  in  the  various 
parts  of  the  anatomy  have  had  comparatively  no  gastric 
distress;  they  have  had  a good  appetite,  and  are  well 
nourished  to  all  appearances.  X-ray  examination  will 
reveal  duodenal  ulcer,  and  they  will  be  relieved  in  a 
great  many  instances  by  a posterior  gastroenterostomy. 

It  is  not  in  every  instance  of  a dangerous  condition  of  i 
the  stomach  that  we  have  dyspeptic  symptoms.  Re-  ' 
cently  we  had  in  Chattanooga  a man  who  worked  in  t 
the  morning  delivering  for  one  of  the  fish  concerns.  * 
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When  he  went  back  at  noon  to  take  out  his  horse,  he 
had  an  acute  pain  in  the  stomach,  although  up  to  that 
time  he  had  been  able  to  work.  We  found  he  had  at 
no  time  any  gastric  disturbance ; yet  he  was  seized  with 
a severe  abdominal  pain  in  the  afternoon,  and  in  the 
evening  we  outlined  over  the  epigastrium  an  area  that 
was  more  rigid,  and  an  exploratory  incision  revealed  a 
perforating  gastric  ulcer.  A diagnosis  of  acute  indi- 
gestion, followed  by  death  and  accompanied  by  hema- 
temesis,  in  my  opinion,  is  frequently  an  erosion  in  the 
stomach  of  an  ulcer  that  has  broken  down  a blood  ves- 
sel or  has  perforated.  The  years  to  come  will  show 
that  there  is  as  much  cause  for  exploratory  incision  in 
the  upper  abdomen  as  there  is  in  the  lower. 

Dr.  Tom  A.  Williams,  Washington,  D.  C. : I should 
like  to  say  a word  or  two  on  this  subject,  inasmuch  as 
the  speakers  have  referred  to  the  difficulty  of  diagnosis 
in  dealing  with  a neurotic  individual.  Of  course  a neu- 
rotic individual  may  have  a gastric  ulcer,  and  the  mere 
fact  that  this  individual  details  a lot  of  imaginary  symp- 
toms and  lays  stress  upon  diseases  he  may  think  he  has 
does  not  prove  he  has  not  organic  disease  as  well.  Put- 
ting that  aside,  let  us  recall  what  Dr.  William  J.  Mayo 
said  in  1910  in  Washington.  At  that  time  he  remarked 
that  he  wished  somebody  would  teach  him  how  to  deal 
with  the  large  number  of  patients  sent  to  him  by  neu- 
rologists, for  he  had  found  in  many  instances  these 
patients  were  made  much  worse  whether  an  explora- 
tory operation  was  done  or  not.  (See  Surg.,  Gynecol., 
and  Obstet.,  1909,  “Visceral  Pain  and  Psychotherapy.”) 

I want  to  say  a word  or  two  about  some  of  these 
patients,  so  that  they  can  be  excluded  from  consider- 
ation, provided  certain  tests — such  as  the  use  of  the 
X ray,  the  leucocyte  count,  careful  temperature  obser- 
vations, and  a clear  history — are  negative.  These  pa- 
tients are  of  three  kinds. 

The  first  type  of  patient  that  comes  to  us  is  the 
tabetic — a man  with  early  locomotor  ataxia,  with  gas- 
tric symptoms  only.  A proper  neurolo.gical  examination 
of  such  a case  should  always  detect  the  signs  of  latent 
syphilis  in  the  patient  and  lead  to  the  proper  treatment. 

The  second  class  is  the  true  neuroses,  due  to  perver- 
sion in  innervation  of  the  vegetative  nervous  system, 
either  the  syndrome  of  vagotonia  or  its  converse,  the 
sympathetic  syndrome,  which  we  do  not  thoroughly  un- 
derstand yet.  Sometimes  the  two  conditions  are  mixed. 
We  believe  they  have  to  do  often  with  perversion  of 
the  internal  secretions ; sometimes  they  have  to  do  with 
other  conditions ; but  we  do  not  know  whether  or  not 
the  symptoms  are  caused  by  abdominal  lesions.  How- 
ever, the  pure  syndrome  of  either  vagotonia  or  of  sym- 
pathetic otonia  is  very  easily  detected  by  appropriate 
tests.  When  a patient  is  suffering  from  vagotonia,  he 
has  marked  gastric  symptoms  always,  such  as  will  lead 
one  to  suppose  that  there  is  some  obstruction  which 
may  be  functional  and  which  should  be  easily  detected 
by  proper  tests.  I cannot  say  the  same  of  mixed  cases 
yet,  because  experience  is  still  lacking. 

A third  type  which  gives  rise  to  a great  deal  of  anx- 
iety, which  is  no  neurosis  at  all,  is  the  imaginary  stom- 
ach, what  we  call  “ hysterical,”  with  a phobia  against 


eating,  with  a fixed  idea  that  the  stomach  is  not  func- 
tionating properly,  and  a reference  of  all  of  his  discom- 
fort to  his  stomach.  He  may  have  hypotonia  of  the 
stomach ; he  may  be  a feeble  person,  with  poor  diges- 
tion added  to  the  feebleness ; but  if  there  is  under- 
nutrition, fear  and  anxiety  do  not  induce  good  nutrition. 
These  patients  are  cured  easily  by  proper  feeding  and, 
above  all,  by  ■ proper  psychotherapeutic  reclaiming. 
That  these  patients  are  sometimes  operated  upon  we 
have  reason — alas  ! — to  know.  To  show  the  gravity  a 
voluntary  starvation  may  attain,  only  week  before  last 
at  Washington  a poor  girl  fell  into  a coma,  an  actual 
acidosis  coma,  from  starvation;  and  only  then  a nevi 
doctor,  who  had  been  studying  acidosis,  came  to  the 
conclusion  that  her  trouble  was  due  to  starvation,  and 
began  to  feed  her,  when  she  completely  recovered.  She 
had  been  having  symptoms  for  four  years.  That  was  a 
case  of  false  gastropathy,  a phobia  of  eating,  with  ensu- 
ing acidosis. 

There  are  many  cases  that  escape  acidosis  who  do 
not  eat  enough  to  keep  themselves  well,  who  need  dif- 
ferential diagnosis  instead  of  subjection  to  operation. 
(See  “Nervous  Dyspepsia,”  American  Medicine,  1909.) 

I am  glad  to  have  heard  this  paper  on  surgical  diag- 
nosis of  gastric  and  duodenal  ulcer,  and  that  the  author 
prompted  certain  neurological  considerations  which  are 
very  important  in  the  obscure  and  difficult  cases.  ( See 
also  “ Management  of  Psychoneurotic  Patients,”  Cleve- 
land Academy  of  Medicine,  reprints  from  the  author.) 

Dr.  J.  B.  Thielen,  Knoxville:  I have  enjoyed  this 
paper  very  much ; and  after  listening  to  Dr.  Barnett’s 
discussion,  I wish  to  say,  in  the  first  place,  that  we,  as 
practitioners,  ought  to  be  able  to  make  a differential 
diagnosis  in  cases  of  gastric  and  duodenal  ulcer.  The 
diagnosis  of  gastric  or  duodenal  ulcer  in  the  majority 
of  cases  may  be  considered  easy ; but  there  is  a small 
proportion  of  cases,  however,  largely  latent,  that  are 
rather  difficult  to  diagnose.  Often  after  taking  the  his- 
tory and  making  a physical  examination  and  consider- 
ing the  clinical  symptoms,  the  X-ray  and  fluoroscopic 
findings,  we  may  be  at  sea.  I have  at  present  a case  in 
mind.  A man  came  to  me  about  a month  ago  giving  a 
history  of  having  had  digestive  disturbances  for  the 
last  two  years.  There  was  nothing  typical  of  gastric 
or  duodenal  ulcer.  The  clinical  symptoms  were  not 
those  of  duodenal  ulcer.  After  making  a laboratory 
examination,  I found  the  man  had  occult  blood.  I did 
not  stop  with  this,  but  I made  the  Einhorn  string  test. 
I found  blood  on  the  string.  I had  a skiagraph  made. 
This  patient  had  first  been  to  another  physician,  who  is 
a competent  internal  medicine  man,  and  he  sent  him  to 
an  X-ray  man.  The  X-ray  man  had  given  him  a month’s 
treatment,  but  had  failed  to  make  an  X-ray  examina- 
tion. An  X-ray  examination  of  the  duodenum  showed 
there  were  incisures  and  indentures ; and  when  the  cap 
of  the  duodenum  shows  indenture,  you  are  pretty  safe 
in  concluding  you  have  duodenal  ulcer.  Had  I gone 
by  the  clinical  symptoms  or  by  the  history,  I would 
have  failed  to  make  a diagnosis.  The  past  history  and 
clinical  symptoms  are  the  most  important  in, any  case 
in  making  the  diagnosis.  We  do  meet  with  latent 
ulcers  from  the  past  history  that  is  given  us  by  the  pa- 
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tient,  and  the  clinical  symptoms  sometimes  will  not  lead 
us  to  suspect  that  the  patient  has  a duodenal  ulcer. 

I have  heard  two  or  three  papers  to-day,  one  particu- 
larly on  surgery  of  gall-bladder  disease  and  the  prophy- 
lactic treatment,  and  I thoroughly  believe  that  if  we 
had  more  good  internal  medicine  men  we  would  have 
less  need  of  our  mature  surgeons.  I believe  there  is  a 
field  for  all  good  surgeons.  I believe  if  the  internal 
medicine  men  did  their  duty  and  diagnosed  their  cases 
and  exhausted  every  method  in  making  a diagnosis,  we 
would  have  less  surgery,  simply  because  we  would 
treat  these  cases  properly  and  they  would  not  become 
surgical  cases.  A great  many  cases  of  duodenal  or 
gastric  ulcer  are  primarily  due,  no  doubt,  to  chronic 
appendicitis,  as  many  of  them  are  associated  with 
chronic  appendicitis.  The  probabilities  are  that  it  is 
due  to  the  same  infective  microorganism  as  chronic 
appendicitis.  I do  not  lay  much  stress  on  the  laboratory 
findings  as  to  whether  I have  a hyperacidity  or  hypo- 
acidity, or  no  acid,  or  achylia  in  gastric  ulcer. 

I read  a very  interesting  article  in  the  May  issue  of 
the  Journal  of  the  American  Medical  Association,  by 
Dr.  Sippy,  advocating  the  alkaline  treatment  of  gastric 
ulcer — that  is,  particularly  in  acute  gastric  ulcer,  for 
most  of  the  patients  with  acute  ulcers  have  a hyper- 
acidity. Most  of  the  chronic  gastric  ulcers  are  associated 
with  chronic  gastritis  and  have  a low  acidity,  and  some 
of  them  are  without  any  acidity  at  all.  To  give  food 
every  two  hours  with  sodium  bicarbonate,  magnesium, 
or  subcarbonate  of  bismuth,  to  keep  the  stomach  con- 
tents alkaline  in  a case  of  chronic  gastric  ulcer,  is  use- 
less. These  cases  are  already  alkaline  and  fail  to  heal. 
The  longer  the  ulcer  exists,  the  less  tendency  there  is 
to  healing.  When  an  ulcer  has  existed  from  two  to 
three  or  four  years,  it  is  as  much  a surgical  case  as  any 
gall-bladder  case  or  any  chronic  appendiceal  case.  I 
do  not  believe  any  of  us  can  tell  positively  when  a chronic 
ulcer  with  induration  ever  heals.  We  may  ameliorate 
the  symptoms  by  proper  diet  and  by  proper  medicinal 
treatment,  but  I have  often  compared  a case  of  chronic 
gastric  ulcer  with  a chronic  indurated  old  shin  ulcer. 
We  all  know  in  a shin  ulcer  we  can  put  the  leg  to  rest; 
we  can  treat  the  ulcer  locally  and  the  patient  constitu- 
tionally ; but  until  we  have  incised  and  split  open  the 
indurated  tissue,  the  circulation  does  not  get  to  the  base 
of  the  ulcer,  and  we  do  not  get  a normal  healthy  blood 
supply  to  the  ulcer;  and,  therefore,  the  ulcer  does  not 
heal.  I believe  the  same  holds  true  with  reference  to 
chronic  gastric  ulcer. 

Dr.  C.  J.  Carmichael,  Knoxville ; I want  to  ask  Dr. 
Tigert  a question.  In  his  summary  he  stated  that  gas- 
troenterostomy was  a most  successful  or  the  most  com- 
monly used  operation  for  the  relief  of  these  cases,  and 
that  it  is  the  most  approved  single  surgical  procedure. 
I would  like  to  know  why  that  is,  and  what  guarantee 
have  we  that  the  ulcer  has  completely  healed  after- 
wards, and  if  it  has  not  been  repeatedly  stated  and  well 
established  that  many  of  our  carcinomas  develop  at  the 
site  of  old  healed  ulcers,  and  why  is  gastroenterostomy 
a good  piece  of  surgery  instead  of  excision. 

Dr.  H.  M.  Tigert,  Nashville  (closing)  ; I am  very 
grateful  to  the  association  for  the  very  free  discussion 


of  this^subject,  and  I am  particularly  glad  that  the  read-  > 
ing  of  Dr.  Witt’s  paper  preceded  mine.  The  two  pa-  \ 
pers  might  very  fittingly  be  considered  together. 

The  object  I had  in  presenting  this  subject  was  to  call  ; 
attention  to  the  fact  that  many  cases  now  being  treated  1 
for  chronic  indigestion  by  various  unsatisfactory  meth-  1 
ods  should  be  carefully  and  thoroughly  worked  out  | 
along  the  line  indicated  in  Dr.  Witt’s  paper,  which  ' 
would  lead  to  positive  diagnoses  of  definite  intra- 
abdominal conditions  readily  susceptible  to  cure  by  sur-  ; 
gery.  Among  these  conditions  are  gastric  and  duodenal 
ulcer.  Gastric  and  duodenal  ulcer  is  undoubtedly  ex-  , 
tremely  prevalent — much  more  so  than  one  might  im- 
agine. I have  no  doubt  that  there  are  numerous  cases 
under  the  care  of  members  of  this  organization  that 
have  not  yet  been  suspected.  I think  we  should  more 
fully  realize  the  importance  of  this  field  and  make  thor- 
ough investigation  of  cases  of  so-called  “chronic  indi- 
gestion.” 

In  cases  not  definitely  neurotic,  exploratory  incision 
is  justified.  I believe  clinical  experience  will  demon- 
strate that  the  vast  majority  of  these  cases  have  pathol- 
ogy which,  if  corrected,  will  relieve  them. 

Dr.  Barnett  laid  great  stress  on  the  X ray.  This  is 
important,  but  I believe  the  diagnostic  point  of  the 
greatest  importance  is  the  history;  and,  if  one  will  care- 
fully look  to  this,  a diagnosis  can  be  made  in  many 
cases  from  the  history  alone.  However,  I do  not  ad- 
vocate any  one  diagnostic  measure  to  the  exclusion  of 
all  others.  A history  hurriedly  taken  will  oftentimes 
not  only  be  incorrect,  but  misleading.  It  not  infre- 
quently requires  numerous  conversations  to  elicit  all  the 
points  of  value  in  a given  case. 

The  preoperative  differentiation  between  gastric  and 
duodenal  ulcer  is  not  of  prime  importance ; but  the 
pathology  should  be  carefully  studied  at  operation,  and  ' 
the  surgical  procedure  governed  accordingly. 

Gastric  ulcer  is  prone  to  undergo  malignant  change; 
duodenal  ulcer  rarely,  if  ever,  does.  The  possibility  of 
ultimate  cancer  in  gastric  ulcer  makes  surgery  imper- 
ative. Perforation  and  hemorrhage  are  the  most 
dreaded  complications  of  duodenal  ulcer. 

Some  one  referred  to  cases  which  were  made  worse 
by  operation.  These  can  be  explained  on  two  grounds — 
first,  ill-advised  operations ; second,  faulty  technic.  No 
operative  procedure  should  be  carried  out  except  in  the 
presence  of  demonstrable  pathology.  Within  the  re- 
cent past,  surgeons  not  uncommonly  performed  gastro-  | 
enterostomy,  based  upon  the  history  and  clinical  symp-  I 
toms  and  in  the  absence  of  definite  pathology  at  the  I 
operating  table.  If  these  cases  were  more  carefully  I 
worked  out,  a large  percentage  of  them  would  show  \ 
that  the  symptoms  were  referable  to  chronic  appendi- 
citis, gallstones,  chronically  infected  gall  bladder,  ! 
chronic  pancreatitis,  etc. 

The  differential  diagnosis  between  indurated  ulcer 
and  carcinoma  at  operation  is  of  considerable  impor- 
tance. Usually  there  is  more  oedema  in  ulcer,  greater 
immobility,  and,  as  a rule,  the  adhesions  are  much]| 
denser.  In  the  presence  of  cancer,  small  islands  of 
carcinomatous  tissue  may  be  seen  beneath  the  contig- 
uous peritoneum. 
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Dr.  Carmichael  asked  what  gastroenterostomy  does. 
b,In  properly  selected  cases  it  cures  the  patient.  I think 
lit  makes  very  little  difference  how  it  does  it.  There 
fare  two  or  three  theories  bearing  on  this  point.  How- 

■ jever,  it  is  of  little  importance  which  one  is  correct. 

■ Some  have  said  it  is  drainage.  I do  not  know  whether 
it  is  drainage  or  not.  Certainly  in  some  cases  drainage 
contributes  to  the  cure.  Others  say  it  is  the  result  of 
turning  the  alkaline  intestinal  juice,  pancreatic  fluid, 
land,  :o  some  extent,  perhaps  the  bile,  into  the  acid  stom- 
jach.  Whether  the  erosion  theory  is  correct  or  not,  these 
:ulcers  are  benefited  by  gastroenterostomy.  I do  not 
advocate  gastroenterostomy  alone.  There  are  other 
^operations  that  ought  to  be  substituted  for  gastroen- 
terostomy in  properly  selected  cases. 


SOME  OBSERVATIONS  OE  THE  TREAT- 
MENT OE  ERACTURES,  WITH  SPE-  _ 
CIAL  REEERENCE  TO  THE 
INDICATION  FOR  OPEN 
OPERATION. 

By  E.  a.  Sayers,  M.D., 

Nashville,  Tenn. 

I W.  B.  Coley,  of  New  York,  in  a special  ad- 
dress before  the  Southern  Surgical  and  Gyneco- 
I logical  Association,  says:  “The  pendulum  has 
swung  too  far  in  the  direction  of  the  open  oper- 
lation  in  the  treatment  of  fractures.”  This  state- 
ment certainly  coincides  with  my  own  personal 
experience.  Much  has  been  said  and  written  con- 
. cerning  the  operative  and  nonoperative  treatment 
j of  fractures.  Still,  when  all  has  been  said  and 
done,  the  same  chaotic  state  exists,  and  still  we 
look  hopefully  about  us  for  some  one  to  advance 
a safe  and  sane  rationale  concerning  this  treat- 
ment. I do  not  claim  any  original  ideas,  but  I 
trust  that  when  this  paper  has.  been  completed 
we  will  be  able  to  realize  a few  of  the  practical 
facts  that  have  been  demonstrated  and  are  known 
to  be  true  without  a shadow  of  a doubt.  These 
facts  are  the  culmination  of  the  operative  and 
nonoperative  treatment  of  fractures  that  I have 
I performed  during  the  last  two  years. 

What  do  we  mean  by  the  operative  treatment 
of  fractures,  and  under  what  conditions  is  it  in- 
dicated? By  “the  operative  treatment  of  frac- 
ture ” we  mean  the  exposure  of  the  seat  of  frac- 
ture by  an  incision — its  reduction  if  necessary, 
i and  to  maintain  the  apposition  of  its  fragments 
by  the  application  of  various  appliances  designed 
I for  that  purpose.  The  broad  indication  for  the 


open  operation  in  the  treatment  of  fractures,  in 
the  absence  of  great  damage  to  blood  vessels  and 
nerves,  is  the  inability  to  bring  the  fragments  into 
such  apposition  as  is  necessary  to  obtain  good 
functional  results.  It  is  a fundamental  fact,  ac- 
cepted by  all  doing  fracture  work,  that  a good 
anatomic  reduction  and  fixation  of  the  fragments 
is  essential  in  order  to  obtain  these  results. 
However,  this  does  not  mean  that  one  .should 
rush  in  with  the  operative  plan  of  treatment  too 
early,  for  conservative  methods  must  be  given  a 
fair  trial  in  most  instances,  and  will  probably  suc- 
ceed in  ninety  per  cent  of  the  cases.  Campiche, 
in  the  American  Medical  Journal,  says  that  open 
operation  on  recent  closed  fractures  is  absolutely 
unnecessary  in  most  cases,  and  must  be  reserved 
for  really  irreducible  fractures.  Still,  there  are 
certain  conditions  that  must  be  removed  before 
these  results  are  obtained  by  tbe  conservative 
plan  of  treatment ; and  in  numerous  cases  tbe 
knife  and  our  old  friend,  tbe  Lane  plate,  would 
still  be  lying  rusty  on  the  shelf. 

Let  us  bear  these  most  important  obstacles 
prominently  in  our  minds,  for  they  are  far  too 
often  forgotten  and  overlooked.  I am  sure  if 
every  one  of  you  here  would  but  only  recall  some 
of  your  cases  treated  by  the  operative  plan,  you 
would  bear  out  my  statement  that,  had  these  ob- 
stacles first  been  removed,  tbe  open  operation 
would  have  been  unnecessary.  The  most  promi- 
nent of  these  conditions  are  : 

First.  The  interposition  of  soft  structure  be- 
tween the  ends  of  the  fragments. 

Second.  Overriding  and  too  much  separation 
of  the  fragments  for  the  proper  callous  forma- 
tion to  take  place. 

This  may  best  be  determined  by  radiographs 
made  in  at  least  two  planes.  Of  course  included 
in  this  is  the  proper  immobilization  of  the  frag- 
ments after  they  have  been  properly  approxi- 
mated. The  general  condition  of  the  patient 
plays  a most  important  role,  and  it  is  of  para- 
mount value  to  see  that  the  diet  of  such  patient 
is  favorable  to  that  of  callous  formation. 

Surely  you  have  all  had  cases  in  which  no  un- 
ion had  taken  place  after  waiting  the  usual  length 
of  time ; and  only  then  did  you  investigate  the 
general  condition  of  the  patient,  only  to  find  that 
your  poor  results  were  due  to  the  fact  that  the 
patient  was  suffering  from  syphilis,  nephritis, 
diabetes,  or  possibly  other  maladies  of  like  na- 
ture. Let  us  not  wait  until  our  splints  or  casts 
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are  removed,  and  possibly  find  a bad  result  from 
such  causes ; but  let  us  be  more  alert,  and  inves- 
tigate for  these  conditions  at  the  time  of  injury. 

It  is  a common  observation  to  find  in  ununited 
fractures  a marked  or  an  entire  cessation  of 
osteogenetic  activity.  The  therapeutic  require- 
ment of  these  pseudoarthroses  are  fixation  and 
stimulation  of  osteogenesis  on  the  part  of  the 
fragments.  How  can  this  be  accomplished?  In 
fractures  of  the  lower  extremity  we  have,  to  a 
great  degree,  accomplished  this  by  the  ambula- 


tory method  of  treatment.  In  this  type  of  cases, 
with  good  or  even  fair  apposition  of  the  frag- 
ments and  in  the  absence  of  a constitutional  dis- 
ease, even  with  a small  amount  of  soft  structure 
interposed  between  the  fragments,  good  results 
have  been  obtained  by  the  above  method.  In  this 
connection  I think  it  most  fitting  and  proper  to 
read  the  history  and  results,  as  well  as  demon- 
strate radiographs,  showing  the  vast  amount  of 
callous  that  has  been  thrown  out  by  this  plan 
of  treatment,  previous  to  which,  and  after  wait- 


Radiograph  No.  2 shows  fracture  result,  after  ambulatory  method  of  treatment. 
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Radiograph  No.  1 shows  fracture  at  time  of  injury. 


ing  the  usual  length  of  time,  no  union  had  taken 
place. 

Case  No.  1 : S.  M.,  colored. — Injured,  May 
17,  1915.  Taken  to  City  Hospital  and  radio- 
graph made,  which  showed  oblique  fracture  of 
both  bones  of  left  leg  at  the  juncture  of  middle 
and  upper  third.  Fracture  was  reduced  and  leg 
placed  in  fracture  box  and  Buck’s  extension  ap- 
paratus applied.  May  26,  1915:  Plaster  cast,  ex- 
tending from  knee  to  and  including  foot,  applied 
and  patient  sent  home.  June  30,  1915:  Cast  wa; 


removed,  with  union  in  fibula,  but  no  union  in 
tibia.  June  30,  1915:  Light  cast  reapplied  and 
treated  ambulatory  method.  August  10,  1915: 
Cast  removed,  with  bony  union  in  tibia.  Demon- 
strate radiographs. 

Case  No.  2:  W.  W.,  colored. — Age,  49  years. 
Family  history  negative.  Physical  examination 
negative.  Injured,  April  24,  1915.  Taken  to 
Nashville  City  Hospital.  Radiographs  showed 
comminuted  fracture  of  both  bones  in  both  legs 
at  the  junction  of  middle  and  lower  third;  also 


Radiograpli  No.  2 shows  fracture  result,  after  ambulatory  method  of  treatment. 
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Radiograph  No.  1 shows  fracture  at  time  of  injury. 


there  was  a wound  communicating  with  seat  of 
fracture  over  both  tibias.  Fractures  were  re- 
duced, wounds  in  soft  structure  iodined,  and 
gauze  dressing  applied.  Both  legs  were  placed 
in  a fracture  box.  May  3,  1915:  Wounds  in 
soft  structure  healed  without  infection.  Splints 
removed  and  plaster-of-Paris  dressing,  extend- 
ing from  knee  to  and  including  foot,  applied  to 
both  legs.  June  7,  1915:  Plaster  casts  removed, 
with  bony  union  in  both  bones  of  right  leg  and 
fibula  of  left  leg;  no  union  in  tibia.  Injured  was 


again  carefully  examined  for  syphilis,  nephritis, 
diabetes,  etc.,  but  with  negative  results.  June  8, 
1915  : Plaster  casts  reapplied  to  left  leg.  Patient 
treated  by  ambulatory  method.  July  15,  1915: 
Cast  removed,  with  bony  union  in  tibia.  Demon- 
strate radiograph. 

Case  No.  3 : B.  H.  R.,  white,  male. — Age,  42. 
Injured,  December  18,  1914.  Taken  to  St. 
Thomas  Hospital.  Radiograph  made,  which 
showed  fracture  of  tibia  and  fibula  just  above 
ankle  joint,  with  wound  communicating  with 


Radiograph  No.  2 shows  fracture  result,  after  ambulatory  method. 
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Radiograph  No.  1 shows  oblique  fracture  of  humerus,  with  much  separation  of  fragments.  Fracture  just  below 

insertion  of  deltoid  muscle. 


seat  of  fracture  in  tibia.  Fracture  reduced  and 
placed  in  double  incline  plane  splint.  December 
30,  1914 : Wound  in  soft  structure  healed  with- 
out infection  and  leg  placed  in  plaster-of-Paris 
cast  and  patient  sent  home.  February  8,  1915: 
Cast  removed,  with  no  union  in  tibia  or  fibula. 
February  9,  1915:  Cast  reapplied  and  injured 
treated  by  ambulatory  method.  April  1,  1915: 
Cast  removed,  with  good  union  in  both  bones. 
Returned  to  his  work  April  15.  Demonstrate 
radiograph. 


These  are  just  illustrative  cases  showing  what 
may  be  accomplished  by  this  method  of  treat- 
ment. Then,  why  not  give  them  this  opportu- 
nity before  subjecting  them  to  open  operation, 
with  its  chances  of  infection  and  possible  perma- 
nent disability  ? 

There  are  fractures,  however,  in  which  the 
open  operation  is  indicated  and  absolutely  neces- 
sary in  order  to  obtain  good  functional  results — 
viz.,  fracture  of  the  patella,  with  wide  separation 
of  fragments ; fracture  of  the  olecranon,  with 


Radiograph  No.  2 shows  same  fracture  as  No.  1 after  open  operation,  reduction,  and  fixation  with  phospho-bronze  wire. 


278 


TREATMENT  OF  FRACTURES. 


November,  1916. 


Radiograph  Xo.  1 shows  fractiire  of  patella,  with  wide  separation  of  fragments. 


wide  separation  of  fragments ; fracture  of  the 
head  of  the  radius,  with  a displacement  of  the 
fragments ; fracture  of  the  shaft  of  long  bones, 
with  much  soft  structure  interposed  between  the 
fragments;  fracture  of  the  tarsal  and  carpal 
bones,  with  wide  separation  of  the  fragments; 
fracture  of  the  surgical  neck  of  femur  and  hu- 
merus ; condyles  and  tuberosities  of  the  various 
bond  oblique  fractures  of  the  long  bones  and 
clavicle,  with  separation  and  overriding,  making 
reduction  impossible ; where  there  is  a division 


or  compression  of  any  nerve ; where  infection 
has  occurred  in  the  region  of  the  fracture;  all 
cases  of  nonunion.  A case  illustrative  of  this 
type  is  as  follows  : 

C.  M.  H.,  white,  male. — Age,  62  years.'  Fam- 
ily history  negative.  Physical  examination  neg- 
ative. Injured,  June  13,  1914.  Sent  to  Nash- 
ville City  Hospital.  Upon  examination,  I found 
comminuted  fracture  of  patella,  compound  com- 
minuted fracture  of  fibula,  and  oblique  fracture 
of  tibia  upper  third.  Under  ether  anjesthesia, 


Radiograph  Xo.  2 shows  same  fracture  after  open  operation  and  reduction.  Bone  encircled  with  kangaroo  tendon. 
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lacerated  tissue  around  seat  of  fracture  in  fibula 
was  removed,  wound  iodined,  and  gauze  dress- 
ing applied.-  Fractures  were  reduced  and  leg 
placed  in  fracture  box  and  Buck’s  extension  ap- 
paratus applied.  July  10,  1914:  Wound  in  soft 
structure  healed  without  infection.  Splints  re- 
moved and  leg  placed  in  plaster  cast,  extending 
from  knee  to  and  including  foot,  and  patient  sent 
to  his  home.  August  23,  1914:  Cast  removed, 
with  union  in  fibula ; no  union  in  tibia.  August 
24,  1914:  Removed  to  hospital  and  seat  of  frac- 
ture over  tibia  exposed  through  incision.  Much 
soft  structure  was  found  interposed  between 
ends  of  fragments ; also  fibrous  union  was  pres- 
ent. Interposed  soft  structure  was  removed, 
ends  of  fragments  were  freshened  with  chisel  and 
curette,  and  small  Lane  plate  applied.  October 
1,  1914:  Lane  plate  removed  on  account  of  in- 
fection, ends  of  fragments  again  freshened,  and 
intramedullary  bone  peg  inserted  according  to 
the  Murphy  method.  Light  cast  applied.  No- 
vember 10,  *1914:  Wound  healed  without  infec- 
tion, cast  removed,  and  steel  brace,  extending 
from  below  knee  to  heel  of  shoe,  applied,  and 
patient  instructed  to  begin  use  of  leg. 

After  we  have  decided  upon  our  type  of  frac- 
ture and  conclude  that  open  operation  is  neces- 
sary, the  next  question  that  arises  is  the  time  in 
which  to  operate.  Lambotte  varies  the  time  of 
operation  with  the  extremity  involved — upper 
extremity,  sixth  to  tenth  day ; lower  extremity, 
tenth  to  fifteenth  day.  When  the  cases  are  seen 
in  time,  we,  as  a rule,  do  not  wait  longer  than  the 
tenth  day.  Why?  By  this  time  much  of  the 
exudate  in  the  region  of  the  fracture  has  been 
absorbed ; at  this  time  the  bone  and  periosteuiu 
have  begun  to  show  signs  of  new  life  ; at  this  time 
the  lymph  spaces  are  cofferdammed  • against  in- 
fection ; by  this  time  you  can  say  definitely 
whether  or  not  the  other  methods  of  reduction 
have  accomplished  the  desired  result ; and,  last, 
but  not  least,  fibrous  union  has  not  had  time  to 
develop.  Most  writers  claim  that  fibrous  union 
of  the  long  bone  is  a rarity.  This,  however,  does 
not  coincide  with  my  own  experience ; for  I 
should  say  that  in  at  least  ninety  per  cent  of  such 
cases  in  which  open  operation  was  done  after  the 
third  or  fourth  week  following  date  of  fracture, 
fibrous  union  was  found. 

The  next  question  that  presents  itself  after  our 
seat  of  fracture  has  been  exposed  and  fracture 
properly  reduced  is  the  best  method  of  fixation. 


IMuch  has  been  said  and  written  concerning  the 
use  of  the  Lane  plate  in  the  fixation  of  fractures. 
Lane  himself  makes  the  statement  that  he  has 
never,  under  any  circumstances,  had  to  remove 
any  of  his  plates  after  they  were  properly  placed 
on  the  bone ; but,  like  all  men  who  concentrate 
on  and  advocate  one  certain  procedure,  he  falls 
into  ,the  narrow  and  shallow  groove  and  makes 
some  statements  that  do  not  fall  short  of  fanat- 
icism. No  doubt  at  an  earlier  date  the  Lane  plate 
in  a few  instances  was  of  some  value ; but  good 
men  on  all  sides  and  from  every  district  alike 
quote  the  failure,  as  well  as  the  complications 
that  arise  from  these  foreign  materials ; and  I 
will  state  here  that  my  results  have  been  in  keep- 
ing with  the  experience  of  other  men  who  have 
used  these  plates.  For  a while  it  seemed  as 
though  we  were  getting  good  results  ; our  wounds 
healed  nicely;  no  infection  of  the  skin  and  soft 
structure ; and  at  the  time  of  congratulating  our- 
selves upon  good  results  we  were  surprised  to 
find  that  these  foreign  bodies  had  set  up  an  in- 
flammatory process,  with  discharge  of  purulent 
material  through  a sinus  that  had  been  formed 
because  of  its  presence ; and  this  inflammatory 
process  increased  from  day  to  day,  making  it 
necessary  to  remove  the  plate  in  question ; and  I 
will  state  that  of  the  five  cases  in  which  we  used 
these  plates,  with  the  exception  of  the  one  used 
on  the  clavicle,  our  results  were  always  the  same, 
causing  us  considerable  annoyance,  and  with  the 
final  result  that  they  all  had  to  be  removed.  We 
all  know  that  bone  is  just  as  intolerable  to  for- 
eign bodies  as  the  soft  structure.  It  is  true  that 
bullets  and  other  small  substances  may  remain 
indefinitely  buried  in  the  muscle  and  other  soft 
structure  without  producing  infection ; the  same 
is  sometimes  true  of  metal  plates,  with  their 
screws  abiding  peacefully  on  and  in  human  bones 
for  long  periods,  perhaps  indefinitely ; but  such 
instances  are  the  exception  rather  than  the  rule. 
In  fact,  I wish  to  condemn  the  practice  of  placing 
any  foreign  body  in  a bone  if  it  can  possibly  be 
avoided.  However,  there  are  a few  types  of 
fractures  that  I will  mention  later  that  are,  as  a 
rule,  fixed  with  screws  and  staples,  and  possibly 
better  by  the  use  of  bone  and  ivory  pegs,  which 
stand  some  chance  of  being  absorbed.  There 
are  some  foreign  substances,  however,  that  are 
very  valuable  and  useful  to  us — viz.,  phospho- 
bronze  wire — in  the  fixation  of  fractures  of  the 
patella  and  oblique  fractures  of  long  bones. 
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However,  we  never  go  through  the  bone  sub- 
stance, but  around  the  bone.  In  oblique  frac- 
tures the  wire  should  be  placed  at  a right  angle 
to  the  line  of  fracture.  In  fractures  at  the  neck 
of  the  ferum,  condyles,  and  tuberosites  of  vari- 
ous bones,  the  oscalcis,  with  wide  separation  of 
fragments,  Y-shaped  fractures  of  the  upper  end 
of  the  tibia — these  may  be  fixed  with  screAvs  and 
staples,  or,  possibly  better,  with  bone  and  ivory 
pegs.  In  unuited  simple  fractures  of  the  arm 
and  forearm,  in  which  the  osteogenetic  activity 
has  ceased,  the  best  method  of  treatment  is  the 
intramedullary  bone  splint  and  transplant.  In 
cases  of  fracture  of  long  bones,  in  which  you 
have  much  bony  destruction,  resulting  in  a gap 
between  bony  fragments,  which,  if  approximated, 
would  result  in  great  shortening,  the  above 
method  is  quite  applicable. 

CONCLETSION. 

1.  Radiographs  should  be  made  in  at  least  two 
planes  to  determine  the  type  of  fracture  and  po- 
sition of  the  fragments.  This  alone,  as  a rule, 
determines  what  course  is  best  to  pursue. 

2.  In  fracture  of  the  lower  extremity,  in  which 
union  has  not  taken  place  in  the  ordinary  period 
of  time  allowed  for  such  fractures,  the  ambula- 
tory method  of  treatment  should  be  given  fair 
trial  before  resorting  to  open  operation. 

3.  Open  operations  as  they  are  done  to-day, 
indiscriminately  and  by  inexperienced  operators, 
are  responsible  for  the  high  per  cent  of  bad  re- 
sults. 

4.  Open  operations  should  not  be  done  until 
conservative  methods  have  failed,  unless  abso- 
lutely indicated  and  necessary,  primarily,  in  or- 
der to  obtain  good  functional  results.  This 
should  not  be  difficult  for  a man  who  has  had 
experience  in  treating  fractures  to  determine. 

5.  Open  operation  should  not  be  done  within 
ten  days  after  date  of  fracture. 

6.  If  open  operation  is  indicated,  asepsis,  in  the 
highest  degree,  should  be  our  aim  ; for  infection 
or  no  infection,  as  a rule,  determines  our  results. 


Your  local  society  will  choose  its  1917  officers 
next  month  and  cxjnsider  plans  for  the  work  of 
the  year.  Be  on  hand,  pay  your  dues,  and  help 
do  what  ought  to  he  done.  Be  a “ live  one  ” in 
your  society ! ' 


“ KNOWLEDGE  COMES,  BUT  WISDOM 
LINGERS.” 


By  .a  Doctor's  Wife. 

“ If  to  do  were  as  easy  as  to  know  Avhat 
were  good  to  do,  chapels  had  been  churches 
and  poor  men’s  cottages  princes’  palaces.”  So 
said  the  lady  Portia  to  her  maid,  Nerissa,  three 
hundred  years  ago ; and  yet  the  poor  old  world 
has  been  lagging  on  ever  since,  knowing  what 
it  were  wise  and  good  to  do  in  many  instances, 
and  yet  seldom  having  the  ability  to  adapt  its 
knowledge  to  the  needs  of  humanity. 

Especially  in  regard  to  the  theory  and  prac- 
tice of  medicine  to-day  is  there  a wide  discrep- 
ancy between  knowledge  of  what  is  needed  for 
the  welfare  of  the  human  race  and  the  courage 
and  wisdom  necessary  to  apph"  the  new  learn- 
ing to  the  needs  of  our  oavu  day  and  genera- 
tion. 

We  have  men  of  genius  and  ability  set  apart 
in  laboratories  and  halls  of  science  for  purposes 
of  investigation  and  research,  dehdng  ever 
deeper  and  deeper  into  the  mysteries  of  life 
and  death,  with  a view  to  the  final  propagation 
of  their  discoveries  for  the  benefit  of  all  man- 
kind. And  we  have  in  the  rank  and  file  of  the 
profession  many  men  who  devote  a large  part 
of' their  time  to  study  and  experimental  knowl- 
edge of  disease.  The  busy  city  doctor,  if  he  is 
a man  consecrated  to  the  ideals  of  his  profes- 
sion, is  apt  to  be  far  more  interested  in  some 
hospital  clinic  that  involves  scientific  problems 
than  he  is  in  the  headache  or  stomachache  of 
some  rich  private  patient  Avho  is  paying  the 
simple  and  Avell-established  penalty  for  over- 
eating and  under  exercising.  The  country  doc- 
tor, cut  olt  from  the  advantages  of  hospital 
clinics  and  laboratory  tests,  has  at  least  the 
compensation  of  leisure  to  read  and  digest  the 
enormous  amount  of  medical  literature  at  his 
command  to-day.  The  long  rides  in  the  open 
air,  that  he  takes  in  going  from  jiatient  to 
patient,  are  conduci\'e  to  good,  clear,  and 
healthy  thinking,  and  what  he  lacks  in  facility 
for  consultation  Avith  other  doctors  is  atoned 
for  in  the  necessity  Avhich  throAvs  him  back 
upon  his  OAvn  independent  judgment  and  diag- 
nosis. 

If  there  is  a discrepancy  betAveen  the  knoAvl- 
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edge  of  truth  and  its  application  to  the  treat- 
ment of  disease  to-day,  we  surely  cannot  at- 
tribute it  to  lack  of  technical  learning  on  the 
part  of  the  average  medical  jmactitioner  in  our 
midst.  For  his  knowledge  of  what  it  were  wise 
to  do  is  usually  far  beyond  his  courage  to  en- 
force his  admonitions  or  his  ability  to  set  the 
seal  of  example  upon  his  own  precepts.  Of 
scholars  and  thinkers  and  experimental  inves- 
tigators our  age  seems  to  have  enough,  and 
almost  to  spare  ; but  what  we  seem  to  lack  are 
“ soldiers,”  who,  like  the  angels  of  the  Lord 
under  the  old  Hebrew  dispensation,  will  not 
hestitate  to  raise  the  flaming  sword  of  warning 
before  the  misled  and  wandering  hosts  of 
Israel. 

The  people  need  heroic  leaders  as  well  as 
able  teachers.  What  behooves  it  that  every 
day  and  hour  are  prolific  of  fresh  discoveries 
and  scientific  advance,  when  large  numbers  of 
the  victims  of  disease  still  cling  tenaciously  to 
the  false  gods  and  fetishes,  the  superstitions 
and  traditions,  the  poisonous  drugs  and  potions 
of  the  unenlightened  past  ? Of  what  value  are 
the  pearls  of  knowledge,  the  best  achievements 
of  the  best  scientific  investigations  to-day,  to 
a people  who  still  regard  medicines  as  a “black 
art  ” and  who  still  fall  ready  and  easy  victims 
to  the  spurious  gifts  of  the  subtle  and  benevo- 
lent quacks,  the  specious  frauds  and  profes- 
sional crooks  of  the  hour.  For,  strange  to  say, 
the  “ general  public  ” seems  to  be  more  dis- 
cerning on  almost  any  other  subject  concerning 
its  salvation  than  on  the  question  of  health. 

I know  of  a druggist  in  another  State  who 
for  years  shipped  barrels  of  alum  to  a water- 
ing place  Avhich  fashionable  people  frequented 
on  account  of  the  medicinal  value  of  the 
springs.  And  I have  known  women  of  more 
than  average  intelligence  to  reckon  among 
their  treasures  little  cotton  handkerchiefs 
which  some  so-called  “ healer  ” had  endowed 
with  power  to  cure  malignant  disorders,  as  well 
as  ordinary  pains  and  ailments.  If  family  phy- 
sicians asserted  their  authority,  the  little  cot- 
ton rags  would  be  discarded,  beyond  any 
shadow  of  doubt.  When  doctors  require  com- 
pliance with  certain  logical  and  common-sense 
conditions  on  -the  part  of  the  patient,  then,  and 
not  till  then,  will  high  standards  be  established. 

We  have  unlimited  respect  for  the  real  dig- 


nity and  high  ethical  standards  of  the  medical 
and  surgical  professions,  and  realize  that  it  is 
in  conformity  with  the  highest  sense  of  honor 
that  the  regular  physician  does  not  stoop  to 
parley  and  argue  with  the  quack  doctor  or  his 
misguided  victim.  But  if  there  ever  is  a time 
when  patience  ceases  to  be  a virtue  and  be- 
comes a crime,  it  is  when  we  let  our  own  sense 
of  personal  dignity  and  reserve  hold  us  aloof 
from  interference  between  the  medical  crook 
and  his  weak  but  unhappy  victim.  Of  all  de- 
praved creatures,  the  man  who  deliberately . 
preys  upon  the  physical  disability  of  his  fellow- 
man  is  the  lowest  in  the  social  scale,  and  it  is 
very  distasteful  to  a man  of  high  ideals  to  take 
up  the  cudgels  against  such  a one.  But  there 
are  times  when  interference  between  such  ob- 
jectionable fellows  and  their  victims  is  de- 
manded by  the  most  primitive  and  time-estab- 
lished laws  of  conduct  and  life.  And  unless 
the  uj:)-to-date  and  scholarly  physician  of  to- 
day is  willing  to  lay  aside  his  personal  dignity 
and  professional  supersensitiveness  and  do  bat- 
tle for  the  great  truths  and  revelations  he  has 
been  intrusted  with,  of  small  avail  to  the  ben- 
efit of  mankind  will  be  the  scientific  discoveries 
and  investigations  of  our  age. 

When  Moses  was  on  Mount  Sinai  communing 
with  God  and  receiving  his  commandment, 
looking  toward  the  highest  spiritual  develop- 
ment of  the  children  of  Israel,  somebody  in 
authority  below  was  very  remiss  in  his  duty 
in  guarding  the  people  from  falling  back  into 
the  ignorance  and  idolatry  of  the  Egyptians. 
Moses  realized  at  once  the  utter  futility  of 
imparting  the  higher  truths  he  was  about  to 
deliver  to  people  lacking  the  rudimentary  con- 
viction of  truth.  In  token  of  his  despair  he 
destroyed  the  tables  of  the  law  with  a crash 
that  resounded  through  Israel  and  awoke  many 
to  a sense  of  their  danger  and  disorder. 

In  vain  is  all  the  learning  and  consecration 
of  the  “ new  dispensation  ” in  matters  of 
health  if  men  cannot  be  led  away  from  their 
old  allegiance  to  the  “ black  arts  ” and  idolatry 
of  the  unenlightened  ages  of  earth.  For  in- 
stance ; Can  we  honestly  claim  that  our  appli- 
cation of  recently  discovered  scientific  truth 
is  at  all  commensurate  with  our  indebtedness 
to  the  opportunities  of  our  age  in  regard  to  the 
great  mass  of  contagious  diseases? 
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Consider  the  question  of  tuberculosis,  one  of 
our  most  common  parasitic  diseases.  Since  the 
discovery  by  Koch  in  1882  of  the  organism 
producing  the  disease  the  diagnosis  of  tuber- 
culosis has  been  facilitated.  The  measures 
necessary  to  prevent  its  spread  are  now  quite 
universally  understood  and  successful  treat- 
ment in  early  stages  comparatively  efifective. 
And  yet  the  steps  actually  taken  in  any  com- 
munity for  efficiently  stamping  out  this  ter- 
rible plague  are  singularly  weak  and  insuffi- 
cient. Provision  is  made  for  but  few  of  those 
afflicted  in  almost  any  community,  and  the 
best  mass  of  those  infected  are  allowed  to  go 
on  pursuing  the  ordinary  avocations  of  life, 
making  bread,  bottling  milk,  dispensing  min- 
eral waters,  teaching  school,  handling  dry 
goods,  compounding  medicines,  delivering  gro- 
ceries, milking  cows,  making  candy,  knitting 
hose,  handling  money,  washing  sheets  and  pil- 
low slips,  handkerchiefs  and  table  linen. 
Kuozvledge  has  come  to  us  indeed  in  regard  to 
tuberculosis,  but  verily  zvisdom  in  applying 
our  knowledge  is  certainly  “ lingering  and  lag- 
ging.” 

A trained  nurse  of  my  accjuaintance  who 
does  settlement  work  in  a factory  district  of. 
our  town  was  detailing  to  us  some  of  the  han- 
dicaps in  her  work  and  made  mention  of  the 
following  incident : On  locating  a case  of 
tuberculosis  in  a large  and  poverty-stricken 
family  in  her  neighborhood,  she  succeeded  in 
securing  the  removal  of  the  patient  (a  young 
man)  to  the  Tuberculosis  Hospital.  After  two 
weeks’  absence,  the  young  man  returned  home. 
Inquiry  elicited  the  fact  that  he  refused  to 
stay  anywhere  where  people  were  so  unkind  as 
to  compel  a patient  to  change  his  underwear 
twice  a week.  No  amount  of  argument  could 
alter  his  determination  to  remain  at  home, 
where  a large  family  will  now  probably  fall 
victims  to  his  contagion.  Nor  is  this  all. 
Every  morning  this  young  man  hies  himself 
to  a nearby  park,  a playground,  set  apart  by 
the  city  to  afford  a breath  of  fresh  air  to  the 
children  of  the  factory  district.  The  gentle- 
man who  does  not  care  to  change  his  linen 
but  once  a week  is  quite  extravagant  in  regard 
to  the  expectoration  of  sputum,  and,  as  he 
always  chooses  the  most  frequented  benches 
and  the  environment  of  the  popular  swings, 


he  is  sowing  a rich  harvest  of  disease  germs 
“ for  reaping  by  and  by.” 

Now  consider  the  utter  futility  of  putting  a 
trained  nurse  in  such  surroundings  and  then 
equipping  her  with  absolutely  no  authority  or 
redress  in  cases  of  such  utter  violation  of  all 
law  and  order.  Consider,  again,  what  a tre- 
mendous asset  an  army  of  trained  nurses 
(women  consecrated  to  their  work  as  so  many 
of  them  are)  would  constitute  if  the  State 
should  equip  them  with  authorit}’  and  send 
them  into  infected  communities  to  enforce 
compliance  with  sanitary  regulations.  Many 
patients  could  be  treated  and  supervised  in  ' 
their  own  homes,  others  sent  to  segregated 
camps  under  official  control  and  allowed  more 
latitude  than  is  possible  in  hospitals  or  city 
sanitariums. 

Scarlet  fever  and  diphtheria  are  extremely 
contagious  diseases,  but  with  proper  precau- 
tionary measures  their  spread  can  be  con- 
trolled. And  yet  the  doctor  and  health  officer 
have  a hand-to-hand  fight  every  time  they 
attempt  to  curtail  the  liberty  of  individuals  in 
an  effort  to  stamp  out  embryo  epidemics.  0 
for  that  famous  sword  of  the  angel  of  the 
Lord,  before  referred  to ! O for  tables  of 
stone  to  crash  down  from  the  slopes  of  Sinai 
and  make  a whole^  people  awake  and  learn  the 
things  that  concern  their  salvation  ! 

Flexner’s  sertim  is  one  of  the  greatest  gifts 
of  modern  science  to  suffering  humanit}’;  and 
yet  what  behooves  it  to  the  crowded  factory 
community  where  an  ignorant  doctor  stands 
jealous  guard  over  his  rightful  prey  and  defies 
the  efforts  of  the  King’s  Daughters’  special 
nurse  who  dares  to  interfere  with  her  “ new- 
fangled notions,”  as  he  terms  them.  And  if 
the  trained  nurse  is  not  allowed  to  interfere 
and  the  regular  practitioner  refuses  to  inter- 
fere, what  is  to  become  of  the  general  public 
in  the  face  of  that  universal  law  of  contagion 
that  binds  the  rich  man’s  nursery  to  the  poor 
man’s  slum? 

Like  the  guilty  man  of  old,  we  might  ask, 
when  we  desire  to  shirk  responsibility  for  his 
condition:  “Am  I my  brother’s  keeper?  ” But 
to-day  our  knowledge  of  contagion  is  all  too 
definite  to  allow  us  to  ask  innocently : “ What 
concern  is  it  of  mine  that  the  poor  man  puts 
himself  in  the  hands  of  ignorant  doctors?” 
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For  we  know  only  too  well  what  concern  of 
ours  it  is,  and  are  only  too  well  aware  of  the 
fact  that  the  disease  we  permit  to  flourish  and 
run  rampant  in  our  city  slums  will  eventually 
have  to  be  reckoned  with  in  our  own  neighbor- 
hood, and  yet  we  wait  until  the  consequences 
reach  our  own  doorposts  before  we  rouse  to 
action.  Compare  our  laxness  in  dealing  with 
contagion  with  our  preparedness  in  case  of 
fire.  If  a negro  shanty  is  in  flames,  we  rush 
engines  and  men  to  the  scene,  interrupt  traffic, 
and  make  vast  demands  on  the  municipal  purse 
and  water  supply,  in  face  of  what  we  know  to 
be  a common  danger.  But  even  though  a house 
in  a crowded  tenement  district  be  seething 
with  infection,  a menace  alike  to  those  within 
and  those  without,  whose  business  is  it  to  in- 
terfere ? If  a “ self-styled  doctor  ” allows  diph- 
theria to  flourish  in  “ Tincup  Alley  ” or  “ Pov- 
erty Row,”  and  refuses  to  placard  the  houses 
until  it  is  too  late  to  avoid  wholesale  disaster, 
who  apprehends  the  malefactor  or  rings  the 
town  bell  in  warning  of  a common  calamity? 
Yet  the  mothers  of  those  suffocating  children 
make  the  overalls  your  little  boys  wear,  and 
their  fathers,  perhaps,  press  the  very  trousers 
your  sons  look  so  immaculate  in.  And  just  so 
long  as  such  contagion  flourishes ; just  so 
long  as  bad  housing,  bad  drainage,  bad  water 
supply,  and  other  injustices  and  economic  evils 
(including  the  fake  doctor)  are  permitted  to 
exist — just  so  long  must  we  hesitate  to  boast 
of  the  medical  achievements  of  our  age. 

Wonderful  work  has  been  done  along  these 
practical  lines.  We  have  hospital  service,  pub- 
lic clinics,  public-school  physicians,  district 
nurses,  and  all  sorts  of  philanthropic  enter- 
prises in  our  midst,  but  so  much  remains  to 
be  accomplished  before  definite  results  are 
achieved  that  we  dare  not  stop  to  boast  of  our 
progress. 

And  not  only  as  to  the  question  of  the  service 
to  the  poor  and  ignorant  must  the  modern,  up- 
to-date  doctor  of  medicine  concern  himself ; 
in  his  private  practice  he  comes  in  contact  with 
people  of  means  who  need  his  kind  administra- 
tions and  sober  judgment  and  admonition  just 
as  much  as  do  the  wards  of  the  city  dispensa- 
ries and  hospital  cots. 

How  about  the  sons  and  daughters  of  the 
rich,  suffering  from  the  strain  of  the  artificial 


life  of  smart  social  circles,  never  stopping 
the  pace  until  it  is  too  late  to  expect  ordinary 
methods  of  rest  and  recuperation  to  avail,  and 
at  least  hoping  to  combine  pleasure  and  profit 
by  flocking  to  the  fashionable  watering  places 
or  patronizing  dispensers  of  medical  fads  and 
fancies  ? How  about  the  man  of  wealth  who 
has  squandered  health  in  search  for  riches  and 
now  wants  to  buy  back  with  filthy  lucre  the 
birthright  he  has  forfeited?  How  about  the 
ambitious  mother  who  has  burned  the  candle 
at  both  ends  and  worked  miracles  to  put  her 
sons  through  college  and  her  daughters 
through  society,  and  who  comes  now  with  de- 
ranged nervous  system  and  her  mental  eqiii- 
librium,  like  a “ sweet  bell,  jangled  and  all  out 
of  tune,”  to  throw  herself  at  the  feet  of  the 
family  physician  and  cry : “ Save  me,  or  I per- 
ish ? ” But  where  was  the  family  physician 
when  the  rout  and  ruin  were  being  perpetrated, 
and  what  does  it  matter  where  he  is  now  that 
the  evil  is  well-nigh  irremediable?  He  cannot 
minister  to  a mind  or  body  so  diseased  with 
any  miraculous  draughts  and  potions,  such  as 
the  untutored  intellect  of  mankind  has  been 
demanding  ever  since  it  first  conceived  the 
idea  of  a fabulous  fountain  of  waters  confer- 
ring perpetual  youth  and  health. 

The  average  patient  who  finally  occupies  the 
“ mourner’s  bench  ” in  the  waiting  room  of 
the  city  doctor  doesn’t  really  belong  there  at 
all.  Instead,  he  ought  to  be  at  home  in  bed, 
recovering  sanely  and  logically  from  his  infrac- 
tion of  the  laws  of  health  and  hygiene.  But 
nothing  is  further  from  the  average  patient’s 
thoughts  than  bearing  his  part  of  the  blame 
for  his  condition.  It  is  the  same  old  story,  the 
same  old  “ hankering  ” after  the  fountain  of 
waters  that  heals  you  in  spite  of  yourself,  the 
same  old  appeal  to  the  doctor’s  supposed  abil- 
ity to  administer  some  magic  pill  that  will 
undo  the  long  neglect  of  the  laws  of  health 
and  hygiene.  “ Yes,  I know.  Doctor,  you 
warned  me  a year  ago,  or  was  it  two  years 
aeo?  But  I didn’t  have  time  to  rest  then,  and 

o 

I haven’t  got  it  now.  Just  give  me  a tonic, 
will  you?  Or  do  you  advise  massage,  or  Turk- 
ish baths,  or  a short  trip  to  some  Eastern  city 
for  rest?  I have  to  make  a business  trip  East 
soon,  anyhow.”  Or : “ How  about  those  pills 
you  so  grudgingly  let  me  take  a while  last 


284 


TONSIL  AND  ADENOID  OPERATIONS. 


November,  1916. 


winter  when  I couldn’t  sleep?  And  say,  Doc- 
tor, what  about  this  new  treatment  every  one 
is  talking  about?  Dr.  So-and-So  gives  it. 
Anything  to  it.  Doctor?  Would  you  mind  my 
consulting  this  fellow  and  see  if  he  can  prom- 
ise me  a cure?  ” 

And  the  pity  of  it  all  is  that  just  here,  at  the 
psychological  moment  for  drawing  that  afore- 
said flaming  “ sword  of  the  Lord  ” — right  then, 
when  in  a voice  of  wrath  the  family  physician 
ought  to  thunder  out  an  anathema  against  the 
quack  and  his  nostrums  and  his  mercenary  sub- 
terfuges— right  then  the  ethics  of  the  profes- 
sion rise  up  between  the  doctor  and  his  duty 
to  his  client,  and,  with  a quiet  and  dignified 
tone  of  gentle  remonstrance,  he  says : “ I think 
you  need  rest  and  relaxation  chiefly,  but  have 
no  objection  to  your  trying  anything  or  seek- 
ing any  treatment  you  feel  will  benefit  you.” 
Sometimes  the  sarcasm  is  so  skillfully  veiled 
that  the  patient  is  really  misled,  and  I have 
known  regular  practitioners  to  be  accredited 
with  recommending  patent  medicines  and 
treatments  by  really  innocent  interpreters  of 
their  opinions. 

“ But,”  says  the  physician  Avhen  remon- 
strated with,  “ they  will  learn  better  and  quick- 
er from  experience  than  from  all  the  sermons 
I could  preach,”  which  is  probably  true.  But 
what  about  the  last  state  of  such  victims  of 
experience  with  quacks  and  patent  medicines, 
when  they  have  “ learned  better  ” and  returned 
to  the  true  fold  with  their  fleece  all  torn  and 
tattered,  and  even  sometimes  absolutely  want- 
ing? Must  not  the  regular  physician  on  such 
occasions  realize  that  he  is  something  of  a 
hireling,  the  man  “ whose  own  the  sheep  are 
not  ? ” And  ought  he  not  to  have  put  his 
crook  around  their  silly  little  necks  and  have 
forbidden  their  wandering  away  into  brier 
patches  in  the  first  place? 

I heard  a good  doctor  groaning  the  other 
day,  “ because,”  as  he  said,  “ people  are  not 
willing  to  be  sick  at  all  these  days.”  “ What 
are  doctors  for,”  they  seem  to  argue,  “ if  they 
cannot  cure  us  quickly  of  disorders,  no  matter 
of  how  long  standing  or  how  gradually  ac- 
quired? ” 

Emerson  once  said,  in  speaking  of  our  mod- 
ern educational  methods,  that  the  methods 
themselves  were  ideal.  In  so  far  as  he  could 


see,  the  only  thing  they  lacked  was  the  ideal  ' 
child  to  apply  them  to.  And  it  is  to  a similar  i 
cause  we  are  to  look  for  the  failure  of  some  of 
our  modern  scientific  medical  theories  and  dis-  j 
coveries.  The  new  systems  and  revelations  are  t 
indeed/ideal,  but  we  lack  the  ideal  patients  to  ^ 
profit  by  them.  Poor,  weak,  suffering  mortals,  ■ 
catching  at  straws  of  relief  and  heeding  the 
voice  of  any  who  offer  speedy  and  easy  succor, 
must  be  taught  wisdom  before  they  can  appre- 
ciate the  value  of  the  new  knozvledge. 

And  the  doctor  himself  must  learn  to  consti-  ' 
tute  himself,  if  need  be,  a keeper  of  his  broth- 
er’s welfare  and  well-being,  and  must  have  the 
courage  to  demand  compliance  with  the  neces- 
sary conditions  whereby  the  glad  tidings  of 
the  New  Knowledge  shall  be  utilized,  else  use- 
less will  be  all  that  consecration  to  the  service 
of  truth  with  Avhich  scientific  investigators 
have  devoted  themselves  to  the  cause  of 
“ man’s  redemption  of  man.” 


SECONDARY  HE^IORRHAGE  FOLLOW- 
ING TONSIL  AND  ADENOID 
OPERATIONS.* 


By  W.  Scott  Farmer,  iM.D., 
Cookeville,  Tenn. 


I-  may  have  got  in  the  wrong  pew,  so  to  speak ; 
and  if  I have,  you  can  kick  me  out,  and  I will 
tr}'  to  get  in  the  right  place  before  another  meet- 
ing of  our  State  Society.  I am  not  a .specialist, 
but  a general  practitioner,  but  do  occasionally 
remove  tonsils  and  adenoids.  ^ 

You  may  be  thinking:  “ If  he  is  a general  prac-  l 
titioner,  what  right  has  he  to  even  attempt  to  do  i 
a tonsil  operation  ? ” i\Iy  answer  is  that  I am  i 
from  fifty  to  one  hundred  miles  from  a throat  l 
specialist,  and  many  of  my  patients  who  need  <i 
an  operation  are  not  financially  able  to  consult  a I 
specialist  and  have  the  proper  treatment  by  a ( 
physician  specializing  in  this  line  of  work.  An-  ^ 
other  reason  why  I remove  tonsils  is  that  I recog-  i 
nize  that  the  time  is  not  far  distant  when  I may  « 
have  to  give  up  general  practice ; and  my  obser-^^* 
vation  has  been  that  when  a general  practitioner  ^ 
finds  that  he  has  to  give  up  his  practice  on  ac-  i 

•Read  at  the  annual  meeting  of  the  Tennessee  State  Medical  0 
Association,  Knoxville,  April,  1916,  before  Section  on  Eye,  Ear,  » 
Nose,  and  Throat. 
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j count  of  infirmities  of  advancing  age,  his  source 
I of  income  is  too  often  so  limited  that  he  often 
> dies  a pauper.  I think  all  practitioners  of  medi- 
cine should  prepare  in  the  morning  of  their 
I youth  to  lay  up  treasures  for  the  rainy  days  of 

I old  age.  Another  reason  why  I remove  tonsils 
is  that  I find  myself  gradually  taking  more  in- 
terest in  diseases  of  children,  including  nose  and 
throat  diseases.  Another  reason  why  I rdmove 
tonsils  is  that  I believe  that  I can  do  the  operation 
successfully  according  to  modern  methods.  I 
have  been  practicing  medicine  for  a quarter  of  a 
century,  and  it  has  been  only  for  the  last  five 
years  that  I have  been  doing  tonsil  operations. 
During  this  time  I have  done  the  operation  be- 
tween seventy-five  and  eighty  times,  without  a 
single  death,  with  only  two  cases  of  hemorrhage 
— one  primary  and  somewhat  alarming  at  the 
time  of  operation,  and  the  other  one  secondary, 
appearing  four  days  after  operation. 

In  children  I use  ether  as  an  anaesthetic  and 
the  cold-wire  snare.  Many  of  my  patients  I have 
i operated  upon  in  the  sitting  position  after  they 
i were  under  the  influence  of  the  ether,  raising 
them  to  the  sitting  position ; but  as  it  takes  more 
[i  assistance  to  operate  this  way,  I am  gradually 

I giving  up  the  sitting  position  and  now  do  all  the 
operations  with  the  patient  lying  down.  For  the 
; removal  of  adenoids  I prefer  the  adenotome,  fol- 
lowed by  the  curette  and  finger. 

In  the  adult  I seldom  administer  an  anesthetic ; 
I use  locally  cocaine  ten  per  cent  and  novocaine 
to  inject  into  and  around  the  pillars.  These  pa- 
tients should  be  prepared  for  operations  just  as 
1 any  other  operation  in  surgery. 

I have  reached  the  following  conclusions  from 
my  limited  experience : 

First.  The  complete  enucleation  of  the  tonsil 
is  not  an  operation  to  be  undertaken  without  de- 
liberation, for  it  involves  the  most  important 
questions  of  aneesthesia — hemorrhage  and  tech- 
nic. 

Second.  I am  willing  to  admit  that  the  safest 
I place  to  perform  the  operation  is  in  a hospital, 
i but  many  physicians  do  the  operation  successfully 
in  their  offices.  , 

Third.  Chloroform  is  always  contraindicated, 

and  should  never  be  used. 

Fourth.  Always  take  the  temperature;  and  if 

i as  much  as  100  F.,  do  not  operate,  as  it  may  be 

I the  beginning  of  serious  sickness.  In  one  of  my 

j seventy-five  cases  temperature  was  100  F. ; and 
1 


although  I did  operate  against  my  better  judg- 
ment, the  patient  did  fine ; but,  as  a general  rule, 
it  is  not  safe  to  operate  with  temperature  of 
100  F. 

Fifth.  Six  weeks  to  three  months  after  oper- 
ation in  children,  insist  on  patient  returning  for 
examination  of  nasopharyngeal  vault  for  adhe- 
sions. While  some  authorities  deny  these  adhe- 
sions, they  do  occur  occasionally,  and  the  surgeon 
who  removes  tonsils  and  adenoids  in  children 
and  fails  to  have  the  patient  return  to  him  in  a 
few  weeks  for  an  examination  fails  to  do  his 
duty. 

Sixth.  Although  I have  failed  to  do  a complete 
operation  in  some  cases,  no  one  I have  ever  op- 
erated upon  has  had  cause  to  regret  it. 

Seventh.  The  complications  of  scarlet  fever, 
otitis  media,  deafness,  etc.,  are  much  more  seri- 
ous in  children  with  enlarged  tonsils.  Children 
who  are  an?emic  and  of  defective  growth  will 
often  make  remarkable  improvement  following 
removal  of  diseased  tonsils.  Adenitis  is  a very 
unusual  occurrence  in  a child  who  has  had  ton- 
sils and  adenoids  properly  removed. 

Eighth.  The  most  brilliant  results  have  oc- 
curred in  my  hands  in  children  operated  upon 
between  the  ages  of  four  to  eight  years  of  age. 

Ninth.  I do  not  believe  in  operating  upon  every 
case  simply  because  the  patient  has  tonsils,  but 
all  diseased  tonsils  should  be  removed  regardless 
of  age. 

Tenth.  I have  operated  on  all  sizes,  the  fat 
and  the  lean,  and  all  ages,  from  Tour  to  forty- 
two  years  of  age. 

Eleventh.  I never  fear  hemorrhage  in  chil- 
dren ; it  is  only  in  the  adult  that  hemorrhage  is 
to  be  dreaded — not  so  often  m the  adult,  but 
often  enough  'to  be  on  our  guard. 

Twelfth.  Do  not  forget  that  the  man  who  does 
surgery  of  any  kind  will  sometimes  have  a death 
in  his  practice  when  he  is  least  expecting  it.  We 
should  be  prepared  beforehand  for  any  emer- 
gency and  do  our  best  for  every  patient,  be  he  a 
pauper  or  millionaire. 

On  the  21st  of  last  December  a young  lady, 
aged  fifteen  years,  appeared  at  my  office  to  have 
her  tonsils  removed.  This  was  the  third  time 
she  had  come  for  operation.  She  had  come  twice 
at  intervals  of  one  week  each  prior  to  the  day 
of  operation,  and  each  time  there  appeared  to  be 
too  much  congestion.  The  day  of  operation  the 
tonsils  appeared  to  be  in  good  shape,  and  she  was 
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anxious  to  have  the  operation  before  Christmas. 
So  under  the  influence  of  cocaine  and  novocaine 
the  tonsils  were  removed,  and  also  a very  large 
adenoid  that  filled  the  box  of  the  adenotone,  which 
appeared  to  be  of  a fibrous  nature.  This  pecul- 
iar appearance  of  the  adenoid  vegetation  was 
noted  at  the  time,  and  I spoke  of  the  character 
of  it  to  another  physician  who  assisted  in  the 
operation.  I was  rather  liberal  in  the  use  of 
adrenalin  by  swabbing  on  tonsils  before  the  op- 
eration ; and  after  the  operation  was  complete, 
there  was  scarcely  any  hemorrhage.  The  patient 
remained  in  my  office  for  three  or  four  hours, 
after  which  she  went  to'^  her  home,  some  three 
miles  from  my  office.  I heard  from  her  each 
day,  and  the  telephone  report  was  that  she  was 
doing  fine,  except  occasionally  she  would  blow 
some  blood  from  her  nose.  I thought  there  was 
nothing  alarming  about  this ; but  on  the  fourth 
day  after  operation  I was  called  to  see  her,  she 
Jiaving  considerable  hemorrhage  from  the  poste- 
rior nares.  During  sleep  the  previous  night  she 
evidently  had  swallowed  considerable  blood,  as 
there  was  a large  quantity  passed  by  the  bowels. 
This  hemorrhage  continued  for  a few  hours,  and 
ceased  under  the  influence  of  peroxide  of  hydro- 
gen, adrenalin,  and  other  styptics  applied  locally. 
The  patient  made  an  uninterrupted  recovery,  and 
is  well  pleased  with  the  result  of  operation,  al- 
though she  missed  her  Christmas  fun. 

The  singular  phase  about  this  case  is  as  to  why 
the  hemorrhage  was  delayed  for  about  four  days 
after  the  operation.  As  a general  proposition, 
if  a patient  has  no  hemorrhage  in  one  or  two 
hours  after  operation,  hemorrhage  is  not  to  be 
dreaded.  The  reason  I report  this  case  is  that 
it  is  uncommon  and  of  interest,  especially  to  one 
who  is  not  a specialist  in  this  line  of  work. 


TONSILLECTOMY— INDICATIONS 
AND  TECHNIC* 

By  E.  L.  Roberts,  M.D., 

Nashville,  Tenn. 

Some  years  ago,  when  interest  in  our  local 
Academy  of  Medicine  was  at  a low  ebb,  I was 
talking  to  a professional  friend  about  what  might 
be  done  to  improve  the  situation.  He  said  to 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association,  Knoxville,  April,  1916. 


me;  “Write  a paper  on  some  subject,  take  an  . 
extreme  stand,  and  you  will  start  something.”  'j 
At  this  time  I have  tried  to  write  a paper ; I have  i 
tried  equally  as  hard  to  avoid  taking  an  extreme  i 
stand  ; and  if  I shall  succeed  in  starting  a liberal  t 
and  rational  discussion  on  this  important  subject,  < 
I shall  be  well  pleased,  however  much  the  opin-  | 
ions  expressed  may  differ  from  my  own. 

Much  has  been  written  and  said  in  the  past 
five  years  on  this  subject,  but  there  is  still  much 
to  be  said.  Dr.  John  R.  Eletcher,  of  Chicago,  in  . 
a recent  issue  of  the  Annals  of  Otology,  Rhi-  , 
nology,  and  Laryncology,  said  that  the  history  of  ' 
operations  upon  the  faucial  tonsils  is  of  doubt- 
ful credit  to  our  specialty.  IMy  own  opportuni- 
ties for  observing  the  work  of  other  operators 
have  convinced  me  beyond  all  doubt  that  the 
quantity  of  tonsil  surgery  done  is  far  outstrip- 
ping its  quality.  This  is  due  to  a rapid  growth  in 
the  amount  of  work  done  and  to  the  change  from 
tonsillotomy  to  tonsillectomy,  which,  at  the  pres- 
ent time,  is  almost  the  universal  operation  on  the 
tonsils. 

On  the  question  of  the  indications  for  tonsil 
surgery  the  profession  is  not  yet  so  unanimous  as 
on  the  operation  itself ; and  here,  too,  I believe, 
we  are  making  many  mistakes.  It  is  very'  far 
from  being  an  easy  matter  in  every  case  to  say 
positively  that  a tonsil  should  or  should  not  ■ be 
removed.  In  determining  the  advisability^  of  a 
. tonsillectomyq  we  should  consider  the  size,  the  ■ 
position,  and  the  condition  of  the  tonsil.  This  is 
true  as  much  of  the  third  tonsil  or  adenoid  as  of  ' 
the  faucial  tonsils.  And  in  many  cases  where  the 
size,  condition,  and  position  of  the  tonsils  seem 
to  be  perfect  we  can  trace  diseases  of  a general 
character  to  diseased  tonsils. 

There  are  several  indications  for  tonsillectomy,  i 
any  one  of  which  alone  would  justify  the  oper-  i 
ation,  though  it  is  doubtless  rare  that  one,  and  j 
only  one,  indication  exists.  The  indications  will  i 
now  be  enumerated : 

1.  A tonsil  that  is  hypertrophied  is  one  whose  i 
removal  should  be  considered.  If  the  patient  be 

a child,  other  indications  should  be  looked  for; 
but  if  the  patient  be  an  adult,  hypertrophy  is  a 
sufficient  indication. 

2.  Submersion  to  a great  degree  is  almost  al- 
ways an  indication  for  tonsillectomy;  but  if  theU 
patient  be  a child  and  an  accurate  history  and  a 
careful  examination  bring  out  no  other  indica- 
tions,  the  tonsil  may  safely  be  allowed  to  remain. 
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3.  A tonsil  that  is  frequently  inflamed  should 
always  be  removed. 

4.  A tonsil  in  which  there  is  a chronic  and  hard 
or  offensive  discharge  from  the  crypts  should  be 
removed. 

5.  If  there  are  enlarged  cervical  glands,  the 
tonsils  should  be  removed,  unless  they  can  be  pos- 
itively eliminated  as  a causal  factor.  | 

6.  If  a patient’s  heart,  kidneys,  or  joints  be 
affected,  or  if  he  has  chorea,  the  tonsils  should 
be  removed,  unless  their  condition  is  such  as  to 
eliminate  them  positively  as  a causal  factor. 

7.  Chronic  toxemia  without  definite  known 
cause  suggests  tonsillar  trouble ; and  even  though 
the  patient  has  never  had  any  trouble  that  he 
refers  to  the  tonsils,  unless  a positive  cause  for 
the  condition  can  be  found  elsewhere,  their  re- 
moval is  indicated. 

8.  Adenoids  should  be  removed  when  large 
enough  to  interfere  with  nasal  respiration,  or  so 
situated  as  to  impinge  on  the  Eustachian  tubes,  or 
so  fissured  and  pitted  as  to  cause  a chronic  post- 
nasal discharge. 

If  the  above  indications  are  followed,  the  ben- 
efit to  the  patient  is  always  positive  and  lasting. 

With  a given  case  before  us  for  operation,  the 
preparation  of  the  patient  and  the  anaesthetic  are 
to  be  considered.  If  the  patie'nt  be  fifteen  years 
old  or  over  and  one  you  can  depend  on  to  give 
proper  cooperation,  I prefer  a local  anaesthetic. 
One-half  hour  before  the  operation  a hypodermic 
of  1-8  to  1-4  of  morphine  and  1-300  to  1-150  of 
atropine  should  be  given.  For  the  anaesthetic  I 
think  novocaine  is  the  best  and  safest.  A five- 
per-cent  solution  is  swabbed  on  the  folds  and  pil- 
lars, also  on  the  palate  and  base  of  the  tongue. 
Five  minutes  later  another  application  is  made, 
and  five  minutes  later  a third.  This  is  followed 
by  the  injection  of  a one-per-cent  solution.  The 
injection  is  made  with  a straight  or  curved  nee- 
dle, and  should  reach  well  the  outer  surface  of 
the  tonsil ; but  the  needle  should  not  pass  through 
any  surface  that  is  to  remain  after  the  removal 
of  the  tonsil.  Immediately  following  this  it  is 
well  to  swab  the  anterior  pillar  with  a 1,000  to 
2,000  adrenalin  chloride  solution.  This  certainly 
reduces  the  bleeding  to  some  extent.  Within  five 
minutes  after  the  injection  the  operation  can  be- 
gin. 

If  the  patient  cannot  be  depended  on  with  a 
local  anaesthetic,  a general  one  will  be  required, 
and  ether  is  certainly  the  safest.  The  hypoder- 


mic of  atropine  and  morphine  may  be  given  here 
also,  but  it  is  not  needed  so  much  as  when  a local 
anaesthetic  is  given.  On  the  afternoon  before  the 
operation  a castor-oil  purge  should  be  adminis- 
tered, and  on  the  morning  of  the  operation  no 
breakfast  should  be  given.  Profound  anaesthesia 
should  be  secured  before  the  operation  is  begun. 
This  point  cannot  be  made  too  emphatic. 

Tonsillectomy  consists  of  the  removal  of  all  the 
tonsil,  and  great  care  should  be  exercised  not  to 
remove  anything  but  the  tonsil.  When  this  is 
properly  done,  the  operation  is  a major  one ; and 
the  operator  who  fails  to  so  consider  it  fails  to 
appreciate  the  importance  of  his  case.  For  the 
operation  I prefer  to  have  the  patient  in  the  dor- 
sal position  and  to  stand  on  his  right.  These  po- 
sitions are  the  usual  ones.  To  do  a tonsillectomy 
with  certainty  and  safety,  it  is  absolutely  neces- 
sary to  have  a good  exposure  of  the  field  of  op- 
eration, so  that  you  can  throw  your  light,  which 
comes  from  a head  lamp,  on  any  or  all  parts  of 
the  field.  The  exposure  necessary  is  best  ob- 
tained with  a self-retaining  mouth  gag,  with  a 
tongue  depressor  attached.  With  such  an  instru- 
ment, one  less  assistant  is  necessary  than  other- 
wise. 

Having  secured  the  proper  exposure,  the  ante- 
rior fold  and  pillar  are  retracted.  Then  with  a 
fixation  forceps,  over  which  the  snare  can  be 
passed,  the  tonsil  is  seized  and  drawn  toward  the 
median  line,  and  also  pushed  backward  so  as  to 
put  the  fold  on  the  stretch.  With  a blunt-pointed, 
two-edged  separator  curved  slightly  on  the  flat, 
the  incision  is  begun  below  at  the  inner  edge  of 
the  fold  and  made  upward.  As  the  superior  fold 
is  reached,  the  blade  is  turned  from  a vertical  to 
a horizontal  position  and  brought  toward  the 
median  line ; and  as  it  passes  over  the  pole,  a 
downward  and  forward  turn  of  the  edge  may  be 
made,  so  as  to  separate  the  posterior  fold  or  pil- 
lar. This  separation  should  be  carried  well  down. 
The  separator  is  then  placed  in  front  where  the 
incision  was  started  and  made  to  sweep  down- 
ward to  complete  the  separation  of  the  fold  be- 
low. Care  should  be  taken  not  to  buttonhole  the 
pillars  or  cut  through  the  capsule.  The  first 
sweep  of  the  separator  may  remove  the  cover- 
ings from  the  capsule  only  a short  distance  out- 
ward ; so  the  movement  should  be  repeated  till 
the  pillar  is  separated  well  back  and  the  tonsil 
slips  out  free  from  all  anterior,  superior,  and 
posterior  coverings.  If  the  tonsil  is  submerged 
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so  that  a firm  fixation  cannot  be  secured  at  the 
beginning  without  grasping  other  structures,  it  is 
well,  after  partial  separation  is  made,  to  release 
your  hold  and  take  a better  one.  When  the  ton- 
sil is  released,  it  may  slip  back  into  its  fossa  un- 
der its  coverings.  If  it  does,  it  will  be  a very 
easy  matter  to  hold  the  fold  and  pillar  outward 
with  the  retractor  while  a firmer  fixation  is  se- 
cured. Having  secured  the  new  fixation  and 
completed  the  separation,  draw  the  tonsil  toward 
the  median  line  and  place  the  snare  around  it  and 
cut  it  of¥. 

Just  as  I bring  the  tonsil  out  of  its  fossa,  I 
have  the  assistant  place  a piece  of  gauze  into 
the  fossa  and  hold  it  with  gentle  firmness  for  a 
minute  or  two.  During  this  time  I inspect  the 
tonsil  just  removed.  This  is  important,  for  it 
shows  whether  or  not  the  tonsil  has  been  re- 
moved with  its  capsule  intact.  Then  I have  the 
gauze  withdrawn,  and  with  the  retractor  draw 
the  pillar  outward  and  upward  so  that  all  parts 
of  the  fossa  may  be  inspected.  It  is  important 
not  to  leave  the  lingual  tonsil  swinging  too  far 
out,  for  it  may  grow  backward  and  upward  to 
such  an  extent  that  it  looks  like  a large  mass  of 
faucial  tonsil.  If  a tonsil  is  submerged  and  the 
fissure  between  the  lobes  is  deep,  it  is  an  easy 
matter  for  a careless  operator  who  has  a bad 
light  and  poor  exposure  to  leave  the  entire  upper 
lobe ; and  while  the  careful  operator  does  not 
like  to  see  that  he  has  left  any  part  of  the  tonsil, 
if  he  finds  that  he  has,  there  is  but  one  thing  to 
do — go  back  and  get  it.  The  bleeding  is  very 
often  profuse  for  a few  seconds,  but  the  pressure 
as  indicated  above  will  nearly  always  control  it. 
If  the  pressure  does  not,  then  pick  up  the  bleed- 
ing point  with  hemostatic  forceps  and  pinch  it 
or  twist  it,  and  this  will  almost  surely  stop  it. 
Sometimes  it  is  necessary  to  ligate  the  bleeding 
point.  My  experience  has  been  that  the  most  pro- 
fuse bleeding  is  from  below,  while  the  most  per- 
sistent is  from  above.  I have  never  seen  any 
bleeding  that  proved  the  least  formidable.  All 
bleeding,  unless  it  be  only  a very  slight  oozing, 
should  be  stopped  before  the  adenoid  is  removed. 
Operations  under  local  anaesthetic  cause  less 
bleeding  tbam  those  under  general. 

After  all  bleeding  has  been  controlled,  it  is  well 
to  apply  an  antiseptic  to  the  fossa.  I use  a 
twenty-five-per-cent  iodine  solution,  and  the  sub- 
seciuent  soreness  is  much  less  than  where  noth- 
ing is  used.  Secondary  hemorrhage  may  occur 


as  late  as  the  ninth  day,  and  should  be  treated 
according  to  its  severity. 

If  the  third  tonsil  or  adenoid  growth  is  to  be 
removed,  its  removal  should  follow  that  of  the 
faucial  tonsils ; and  this  part  of  the  operation 
should  not  be  treated  so  lightly  as  is  often  done. 
The  removal  can  be  well  accomplished  by  using 
the  LaForce  adenotome  and  following  that  with 
a curette.  The  handle  of  these  instruments  should 
be  kept  in  the  median  plane  of  the  head  during 
the  operation.  Great  force  should  never  be  used 
with  the  curette.  Care  should  be  taken  not  to  strip 
up  the  mucous  membrane  of  the  pharynx  below 
the  adenoid,  and  thus  leave  part  of  the  growth 
attached  to  the  posterior  wall. 

Several  other  operations  have  been  devised  for 
the  complete  removal  of  the  tonsil,  but  no  one 
of  them  is  so  good  as  the  operation  just  outlined. 

The  dissection  may  be  done  entirely  with  scis- 
sors, but  there  can  be  no  advantage  in  such  a 
method  over  the  snare  operation.  I mention  the 
finger  dissection  only  to  condemn  it.  Nothing 
can  be  done  with  the  finger  that  cannot  be  done 
better  some  other  way.  The  greatest  objection 
to  the  method  is  the  danger  of  breaking  the  ante- 
rior pillar  by  passing  the  finger  between  it  and  the 
tonsil. 

The  Sluder  method  gives  fine  results  in  the 
majority  of  cases ; but,  with  it,  failures  are  some- 
times unavoidable ; and  so  there  are  no  valid  rea- 
sons for  employing  it  when  a method  can  be 
employed  in  which  failures  are  never  a necessity. 

Following  the  operation,  whether  a general  or 
local  anaesthetic  is  used,  the  patient  should  remain 
in  bed  twenty-four  hours,  and  longer  if  he  feels 
better  there.  For  several  days  no  solid  food 
should  be  taken,  but  the  diet  should  be  sufficient 
and  nourishing.  The  alimentary  secretions 
should  be  kept  active,  and  all  precautions  should 
be  taken  to  avoid  contracting  cold.  IMuch  dif- 
ference of  opinion  exists  concerning  the  value  of 
gargles.  I believe  that  a gargle,  with  patients  old 
enough  to  use  it,  is  valuable  ; and  there  is  probably 
no  better  than  salt  water,  teaspoonful  to  a quart. 

A few  points  are  emphasized  by  repetition ; 

The  quantity  of  tonsil  surgery  is  far  outstrip- 
ping its  quality,  and  both  the  indications  and  tech- 
nic of  the  operation  demand  our  most  careful 
consideration. 

The  pharyngeal  tonsil  should  not  be  I'emoved 
unless  there  are  most  positive  indications  for  its 
removal. 
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You  are  on  the  safe  side  in  removing  the  ton- 
sils of  an  adult  if  any  indications  whatever  are 
i present. 

It  is  impossible  to  do  accurate  and  safe  tonsil 
surgery  without  a good  exposure  of  the  field  and 
a good  light. 

In  general  anaesthesia  all  bleeding  should  be 
controlled  before  the  patient  is  removed  from  the 
table ; yet  it  should  be  done  with  the  least  trau- 
matism possible. 

The  patient  should  remain  in  bed  for  twenty- 
four  hours  after  the  operation.  He  should  take 
a liquid  diet  for  several  days,  keep  his  secretions 
active,  and  use  a mild  saline  or  alkaline  gargle. 


■ DISCUSSION  ON  THE  PAPERS  OF 
DRS.  ROBERTS  AND  FARMER. 

Dr.  O.  Dulaney,  Dyersburg;  I am  glad  that  Dr. 
Roberts  dispensed  with  one  thing  in  his  paper,  and  that 
is,  he  dealt  with  tonsillectomy  instead  of  tonsillotomy. 

1 As  to  the  indications  for  tonsillectomy,  to-day  we 
know  of  no  more  important  subject  for  discussion 
than  the  infected  tonsil.  As  Billings  and  Rosenow  have 
demonstrated  to  us  very  clearly  and  thoroughly,  there 
I are  many  infections  that  result  from  infected  tonsils; 
so  that  this  subject  has  become  more  and  more  impor- 
tant to  the  general  practitioner  and  general  surgeons 
' from  every  standpoint. 

Being  associated  as  I am  in  a hospital  with  surgeons, 
I naturally  come  in  contact  with  a great  many  cases  of 
I metastatic  infection,  and  many  of  these  cases  of  infec- 
I tion  can  be  traced  indirectly  to  an  infected  tonsil ; so 
! that  it  is  very  essential'to  take  time  to  study  each  and 
every  case. 

Just  a few  days  ago  a boy  six  years  of  age  was 
brought  to  the  hospital  to  the  orthopedic  man  to  put  on 
a plaster-of-Paris  jacket.  The  little  fellow’s  tempera- 

!ture  was  102  degrees,  which  he  had  had  for  five  weeks. 

He  was  very  much  emaciated,  previous  torticallis, 
j and  also  had  decided  rigidity  of  the  muscles  of  the 
! back — in  fact,  he  could  not  bend  the  back  at  all.  We 
I kept  him  in  the  hospital  for  two  days  trying  to  make  a 
1 diagnosis  with  the  aid  of  our  pathologist.  The  pa- 
j tient  never  gave  a history  of  an  acute  attack  of  ton- 
I sillitis.  After  making  an  X-ray  picture,  we  could  not 
i make  a diagnosis  of  any  tuberculous  condition  posi- 
j tively;  so  that  we  thought  there  was  infection  of  the 
j spine  of  a tubercular  nature;  but  from  the  appearance 
of  the  tonsil  it  was  evident  to  us  that  the  boy  was  get- 
ting some  infection  from  that  source.  We  decided  to 
i do  a tonsillectomy.  On  Saturday,  at  eleven  o’clock,  his 
tonsils  were  removed ; and  I pledge  you  my  word  for 
j the  statement  that  this  little  fellow  could  touch  the  floor 
the  next  day  with  his  fingers,  just  twenty-four  hours 
j having  elapsed  from  the  time  the  operation  was  done. 
5 The  result  in  this  case  seemed  to  be  marvelous.  When 
I the  focus  of  infection  was  removed,  the  localized  pain 


in  this  case  immediately  subsided ; and  it  shows  to  us 
that  in  this  particular  case  it  was  more  of  an  inflamma- 
tory condition  of  the  muscles,  and  he  was  getting  his 
infection  from  the  tonsils. 

I have  another  case  in  mind  of  a young  lady  who 
taught  school  formerly  in  the  city  of  Nashville,  and  a 
prominent  practitioner  in  that  city  removed  her  tonsils 
under  local  anaesthesia.  This  winter  the  young  lady 
was  advised  to  quit  teaching  and  go  West.  She  had 
lost  considerable  weight,  was  running  a temperature  of 
101  degrees,  and  had  for  some  time ; and  on  examina- 
tion we  found  she  had  a pneumococcus  infection  of  the 
throat  and  a focus  of  infection  from  the  adenoid.  We 
made  an  autogenous  vaccine  for  this  individual  case, 
and  removed  the  adenoid  tissues.  She  gained  twenty- 
two  pounds  in  sixty  days,  showing  the  marvelous  re- 
sults we  get  from  removing  the  tonsils  and  adenoids. 

So  the  indications  for  the  removal  of  the  tonsils  in 
these  cases  is  so  large  that  we  cannot  possibly  cover 
them.  Every  case,  you  might  say,  of  infection  is  a law 
unto  itself.  During  the  winter  months  in  two  cases  I 
saw  the  necessity  for  tonsillectomy  following  what  we 
call  an  “ epidemic  ” of  pneumococcus  infection  of  ton- 
sils. I recall  one  patient  who  immediately  following 
an  acute  attack  of  tonsillitis,  before  the  inflammation 
subsided  entirely,  developed  an  acute  fulminating  ap- 
pendicitis. Knowing  that  the  tissue  around  the  appen- 
dix is  so  similar  to  the  tissue  around  the  tonsils,  it  is 
natural  that  there  should  be  some  affinity  for  pneumo- 
coccus infection  or  any  infection  involving  the  tonsils. 
We  should  watch  cases  of  la  grippe  where  we  have 
throat  involvement  as  a cause  of  epidemics  of  appendi- 
citis. They  seem  to  run  along  together. 

As  to  the  method  of  removing  the  tonsils,  I remove 
them  under  general  anaesthesia.  Of  course  if  I come  in 
contact  with  a patient  who  cannot  take  a general  an- 
aesthetic, I would  probably  use  local  anaesthesia  and 
would  adopt  the  method  that  has  been  outlined  by  Dr. 
Roberts ; but  for  the  past  two  years  I have  had  no  ex- 
cuse for  not  giving  a general  anaesthetic.  As  a prelim- 
inary step,  I give  them  1-4  grain  of  morphine  and  1-150 
grain  of  atropine,  regulating  the  dose  for  children.  The 
atropine  dries  up  the  secretions  of  the  throat  and  aids  to 
that  extent. 

As  to  the  use  of  a tongue  depressor,  it  is  all  right  in 
some  respects ; but  I have  had  no  occasion  to  use  it  yet. 
It  may  do  away  with  the  assistance  of  one  nurse.  The 
thing  I use  for  controlling  the  tongue  is  the  ordinary 
towel  clip;  and  with  the  nurse  standing  to  the  left  side 
of  the  patient,  she  holds  the  tongue  well  out  of  the 
mouth  without  making  any  special  traction  upon  the 
tongue.  Only  occasionally  do  1 use  a tongue  depressor 
at  all  in  the  entire  operation.  With  the  little  expanded 
end  of  the  tongue  depressor  pressing  on  the  base  of  the 
tongue,  I get  my  fixation  forceps  well  on  the  tonsils,  or 
in  some  instances  I use  in  cases  of  submerged  tonsils 
Boettcher’s  hook.  After  fixation  of  the  tonsil,  I select 
a point  for  beginning  my  dissection,  and  merely  separate 
the  tonsil  from  its  pillars.  It  is  unnecessary  to  have 
Boettcher’s  scissors  or  those  described,  but  an  ordinary 
pair  of  Jackson’s  curved  scissors  is  one  of  the  best 
things  on  the  market.  I use  them  with  the  dull  and 
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sharp-point  blade,  and  then  on  the  edge;  and  there  is 
nothing  better  for  dissecting  around  the  tonsil  than 
Jackson’s  abdominal  scissors.  After  dissecting,  then  I 
apply  the  snare ; and  with  one  of  Boettcher’s  hooks  I 
lift  up  the  soft  palate  for  fear  I might  get  the  uvula 
caught  in  the  snare.  Personally,  I have  never  had 
any  hemorrhage  from  this  method;  but  if  there  is 
bleeding  following  the  operation,  I take  a sponge  about 
the  same  size  of  the  tonsil  and  with  forceps  place  it  in 
the  cavity.  Only  in  one  instance  have  I had  any  bleed- 
ing at  all.  It  was  controlled  by  a hot  sponge  and  slight 
pressure. 

Dr.  W.  W.  Potter,  Knoxville : I cannot  let  this 
opportunity  pass  to  say  something  about  this  subject, 
because  it  is  one  in  which  I am  particularly  interested. 
We  have  all  seen  a great  many  tonsil  operations.  We 
have  all  done  a great  many.  We  all  know  that  in  the 
beginning  we  see  some  men  who  do  these  operations 
that  way  and  others  another  way ; and  we  try  to  follow 
their  method  until  we  have  done  a hundred  or  two  of 
these  operations,  and  then  we  do  them  according  to  our 
own  notions  and  ideas.  Personally,  I have  my  own 
way  of  doing  a tonsillectomy.  I have  never  seen  any- 
body do  it  like  I do,  nor  do  I think  any  other  method  is 
as  good.  We  all  think  that  our  particular  method  of 
doing  a tonsillectomy  is  the  best.  We  all  have  different 
mouth  gags,  different  tongue  depressors,  and  different 
instruments  for  this  operation.  Personally,  I have 
three  instruments  for  ordinary  cases  of  tonsillectomy 
except  the  mouth  gag.  This  newfangled  tongue  de- 
pressor attached  to  the  mouth  gag,  like  the  one  we  have 
seen,  I simply  mention  to  condemn  it.  To  me  that  thing 
is  a nuisance,  with  all  due  deference  to  Dr.  Roberts.  I 
have  seen  a good  many  of  them  and  I have  used  many. 
I believe  I have  used  every  one  that  has  come  out;  but 
these  things  are  good  for  nothing  except  to  smother  the 
patient,  and  you  have  to  remove  it  in  order  to  resusci- 
tate the  patient.  That  has  been  my  experience  with 
these  self-retaining  tongue  depressors.  I do  not  think 
any  tongue  depressor  I have  ever  seen  is  as  good  as  the 
index  finger  of  my  left  hand.  On  grasping  the  tonsil,  I 
put  that  on  the  tongue,  pull  it  down,  get  hold ; and  if 
you  have  the  right  kind  of  forceps,  it  is  all  the  tongue 
depressor  you  need.  I do  not  need  to  pull  it  out  on  this 
or  that  side.  The  tongue  does  not  give  me  a particle 
of  trouble  in  these  operations.  As  to  finger  dissection, 
the  doctor  mentioned  it  to  condemn  it,  like  I do.  I do 
not  see  any  reason  on  earth  for  dissecting  with  the  fin- 
ger. There  is  absolutely  no  excuse  for  it. 

Regarding  the  anaesthetic,  to  my  mind  there  is  only 
one,  and  that  is  ether.  I always  insist  on  ether.  I do 
not  operate  unless  the  patient  is  given  ether.  I use  it 
as  a routine,  and  I do  not  use  anything  else.  Chloro- 
form is  out  of  the  question. 

In  regard  to  local  anaesthesia,  the  doctor  spoke  in  his 
paper  of  using  cocaine.  He  has  more  nerve  than  I have 
to  use  cocaine.  I would  not  use  it  in  a tonsil  operation, 
as  I think  it  is  bad  practice. 

Dr.  Roberts  : I beg  your  pardon.  I studiously  avoided 
mentioning  cocaine  or  the  use  of  it. 

Dr.  Potter:  Then  I was  mistaken.  Reference  must 
have  l)een  made  to  it  in  the  paper  of  Dr.  Farmer,  l)e- 


cause  we  are  discussing  two  papers ; at  any  rate,  I only 
mention  it  to  condemn  it. 

In  regard  to  secondary  and  primary  hemorrhage,  in 
most  of  the  cases  I have  seen  the  primary  and  secon- 
dary hemorrhage  have  been  due  to  portions  of  the  ton- 
sil being  left  in  the  fossa.  I have  seen  a good  many 
hemorrhages  directly  due  to  or  entirely  due  to  small 
pieces  of  the  tonsil  being  left.  If  you  search  the  fossa, 
you  will  find  a small  piece  of  tonsil  that  is  left,  and  the 
hemorrhage  comes  from  it ; and  after  its  removal,  the 
hemorrhage  ceases  immediately.  I have  never  had  hem- 
orrhage that  amounted  to  anything.  I do  not  recall  ever 
having  had  secondary  hemorrhage.  As  I have  said,  I 
believe  in  these  cases  the  hemorrhage  is  due  to  small 
portions  of  the  tonsil  being  left;  and  naturally  the  lit- 
tle piece  that  is  left  will  slough  off  and  open  up  fresh 
capillaries  and  blood  vessels,  and  the  hemorhage  comes 
from  that. 

Dr.  E.  C.  Ellett,  Memphis : I would  like  to  express 
my  appreciation  of  these  two  splendid  papers  on  the 
tonsil.  Both  of  them  are  thorough,  sound,  and  sensible; 
and  those  of  us  who  have  not  already  crystallized  our 
ideas  would  do  well  to  follow  these  two  papers,  because 
they  are' of  a kind. 

In  regard  to  the  indications  as  laid  down  by  Dr. 
Roberts,  the  only  ones  I would  question  are  those  with 
reference  to  the  size  of  the  tonsil.  He  speaks  of  re- 
moving the  hypertrophied  tonsil  and  of  removing  the 
submerged  tonsil.  I do  not  see  why  we  should  disturb 
a submerged  tonsil  unless  there  is  something  the  matter 
with  it.  His  idea  of  what  constitutes  a submerged  ton- 
sil and  mine  do  not  agree.  Hypertrophied  tonsils  are 
more  apparent  than  real.  If  the  tonsil  is  situated  in 
one  position  with  reference  to  the  pillars,  it  may  look 
small;  whereas  the  same  tonsil  situated  that  way  (pro- 
truding) with  reference  to  the  pillars  seems  very  large. 
If  we  had  a standard  size  of  tonsils,  I think  we  would 
be  in  a better  position  to  judge  as  to  the  desirability  of 
removing  them  on  account  of  their  size. 

In  regard  to  the  anaesthetic,  I agree  with  what  has 
been  said,  except  that  I prefer  to  use  ether  by  the  va- 
porizer— that  is,  to  have  the  tube  attached  to  the  mouth 
gag  and  use  the  anaesthetic  in  that  way.  It  keeps  the 
patient  under  its  influence  better,  and  it  does  not  let  the 
patient  out  from  under  the  anaesthesia  and  necessitate 
putting  him  back  under  it  again,  and  it  is  more  satis- 
factory. 

I would  like  to  assure  the  last  speaker  that  his  fears 
about  the  use  of  cocaine  are  exaggerated.  I have  used 
it  hundreds  of  times  for  removal  of  tonsils,  and  have 
never  had  any  trouble  with  one  yet.  I have  used  it  by 
injection.  I do  not  use  it  much  any  more,  because  I pre- 
fer in  all  these  cases  to  put  the  patients  under  the  influ- 
ence of  a general  anaesthetic.  However,  if  you  do  these 
operations  under  local  anaesthesia,  3-011  need  not  be 
afraid  of  a little  cocaine. 

I have  had  some  very  pleasing  results  with  general 
infections  cured  by  removing  the  tonsils.  Patients  have 
come  to  me  with  obscure  fever,  with  temperature  for 
six  or  eight  weeks,  without  much  being  apparently 
wrong  with  them,  and  the  removal  of  the  tonsils  would 
afford  them  relief.  I have  had  many  disappointing  re- 
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suits  in  the  relief  of  cases  of  rheumatism  following  the 
removal  of  the  tonsils. 

One  point  about  controlling  hemorrhage.  If  after 
removing  one  tonsil  you  take  a piece  of  sponge  and 
tuck  it  into  the  fossa,  it  will  stay  there  without  any 
string  and  without  putting  clamps  on  it,  and  it  will  con- 
trol the  hemorrhage. 

As  to  the  Sluder  method,  I advocated  it  on  the  floor 
of  this  association  four  years  ago,  and  I had  already 
had  experience  with  it.  In  it  we  have  a method  where- 
by we  can  introduce  one  instrument  one  time  into  the 
throat  and  do  the  best  tonsil  operation  that  it  is  possi- 
ble to  accomplish  under  all  circumstances.  The  Sluder 
instrument  has  been  variously  modified.  This  one  is 
modified  only  in  the  presence  of  this  screw  [indicating], 
whereby  you  drive  the  instrument  down  rather  than  do 
it  by  finger  pressure,  and  you  can  make  it  as  slow  as 
you  like. 

I have  here  two  tonsils  and  an  adenoid  from  a case, 
and  would  like  to  show  them.  They  are  not  Selected 
specimens,  but  they  are  the  regular  run  of  Sluder  speci- 
mens. The  tonsils  came  out  everted,  and  these  are 
turned  back,  and  the  side  which  you  see  here  [indicat- 
ing] is  the  capsular  side.  If  there  is  any  method  of 
dissection  that  wifi  get  them  out  more  smoothly,  then 
I have  never  seen  it  used.  It  gets  the  tonsils  out  that 
way  nearly  every  time.  The  first  speaker  said  not 
every  time.  That  is  true.  Neither  does  any  method 
get  the  tonsils  out  neatly  every  time. 

He  spoke  of  leaving  pieces  of  tonsil,  and  the  thing  to 
do  is  to  go  back  after,  them.  If  you  leave  a piece  in  the 
Sluder  operation,  you  can  go  back  and  get  it  out. 
3ince  I have  used  this  method  for  the  first  time,  I am 
perfectly  willing  for  all  my  cases  to  go  to  my  bitterest 
enemy;  and  if  he  can  find  anything  to  criticize  in  them, 
he  is  welcome  to  do  so. 

Dr.  Walter  Dotson,  Lebanon:  I wish  to  compliment 
Dr.  Roberts  on  his  excellent  paper,  because  about  four 
or  five  years  ago  I presented  a paper  before  the  Mid- 
dle Tennessee  Medical  Association  recommending  prac- 
tically this  same  operation  for  tonsillectomy.  Of  the 
men  who  discussed  my  paper  at  that  time,  I believe  Dr. 
Roberts  was  one  of  the  number  who  took  issue  with  the 
operation  of  tonsillectomy,  saying  that  the  time  was  not 
ripe  to  do  tonsillectomy ; that  we  should  continue  to  do 
tonsillotomies.  But  I specially  want  to  commend  him 
for  being  converted  to  tonsillectomy  and  for  preach- 
ing the  gospel  I have  been  preaching  for  some  years. 

In  reference  to  this  mouth  gag  that  Dr.  Roberts  pre- 
sents to  us,  like  Dr.  Potter,  I believe  it  is  a nuisance, 
just  as  all  of  the  others  are.  It  is  a common  mouth 
gag,  with  a tongue  depressor  attached,  because  each 
time  I have  tried  to  use  them  and  have  had  something 
very  important  to  do,  the  mouth  gag  jumps  out,  it  will 
slip,  or  something  will  happen  to  spoil  the  technic.  Dr. 
Potter  expressed  the  matter  very  tersely  when  he  said 
that  the  best  tongue  depressor  possible  is  the  index  fin- 
ger. 

As  to  the  method  of  dissection,  each  one  of  us  has 
his  own  way  and  develops  that  way,  as  has  been  pointed 
out  by  Dr.  Potter. 

Dr.  Ellett,  in  discussing  the  subject  and  recommend- 


ing the  Sluder  method,  speaks  of  it  very  highly.  If  I 
remember  correctly.  Dr.  Ellett  told  me  about  two  years 
ago  in  New  York  that  he  had  about  quit  the  Sluder 
method;  that  he  had  tried  it  (and  he  can  correct  me  if 
I am  mistaken  about  it),  and  there  was  so  much  dan- 
ger from  hemorrhage  following  the  Sluder  method  that 
he  became  entirely  afraid  to  use  it  any  more.  While  in 
New  York  this  year,  there  was  no  record  kept  of  the 
200  Sluder  operations  and  the  number  of  snare  oper- 
ations ; but  during  the  200  Sluder  operations  we  per- 
formed I must  admit  that  while  it  is  one  of  the  most 
perfect  operations,  when  it  is  perfect,  and  one  of  the 
quickest  to  be  done  in  the  hands  of  an  expert,  yet  it 
takes  an  experience  of  three  or  four  hundred  operations 
before  one  is  able  to  learn  how  to  do  it.  In  the  Brook- 
lyn Eye,  Ear,  Nose,  and  Throat  Hospital  they  would 
average  a Sluder  operation  in  two  minutes,  giving  the 
general  anaesthetic  and  performing  the  operation  as  well. 
If  they  have  ten  Sluders  to  perform,  they  will  do  them 
in  twenty  minutes  under  ether.  I think  that  is  a little 
too  rapid  to  do  tonsil  surgery. 

My  objection  to  the  Sluder  operation  is  the  hemor- 
rhage following  it.  I have  witnessed  one  of  the  best 
men  in  New  York  do  the  Sluder  operation — Dr.  Doug- 
las, of  the  Postgraduate  Hospital — who  could  do  it  in 
two  or  three  minutes,  and  then  on  one  occasion  it  did 
take  two  or  three  hours  to  control  the  hemorrhage  that 
followed  the  operation.  In  justice  to  Dr.  Douglas,  I 
will  add  that  he  personally  prefers  and  privately  uses 
the  snare.  I do  not  know  whether  it  is  due  to  the  mod- 
ification of  the  Sluder  instrument  or  not,  but  some  of 
them  are  sharp  and  others  are  not.  Some  yoke  it  in 
from  the  inside  and  some  from  the  outside.  There  are 
many  ways  of  .doing  the  Sluder  operation. 

Dr.  C.  J.  Broyles,  Johnson  City:  I have  enjoyed  this 
discussion  very  much,  but  I do  not  believe  I have  ever 
seen  a body  of  surgeons  that  professed  to  object  so  lit- 
tle as  you  men  here  do  to  tonsillar  hemorrhage.  I have 
done  a great  many  of  these  operations,  and  I have  seen 
many  more  done,  without  severe  hemorrhage  even  when 
the  tonsils  were  dissected  out  in  their  capsule.  In  fact, 
I have  not  seen  any  cases  in  which  the  hemorrhage 
could  not  be  controlled  by  full  doses  of  morphine  and 
atropine ; but  I do  not  know  how  it  is  that  so  many  look 
upon  tonsillar  hemorrhage,  either  primary  or  secondary, 
so  lightly. 

Another  thing.  Are  we  to  understand  from  this  dis- 
cussion that  all  hypertrophied  or  enlarged  tonsils, 
whether  diseased  or  not,  should  be  totally  removed? 
How  about  children  ? Children  may  have  enlarged  ton- 
sils, but  be  in  perfect  health  otherwise.  I think  in  sim- 
ple hypertrophy  that  tonsillotomy  should  be  done  in- 
stead of  tonsillectomy.  Tonsillar  tissue  is  there  for 
some  purpose,  and  to  wantonly  waste  it,  where  there 
is  nothing  but  enlargement,  I think  it  is  not  right, 
though  I would  rather  do  a tonsillectomy  than  a tonsil- 
lotomy. I do  not  believe  in  young  people  that  all  ton- 
sillar tissue  should  be  removed  unless  it  is  diseased. 

Another  thing  that  I have  seen  done  frequently,  and 
have  done  it  myself  often,  is  to  circumcise  the  tonsil 
and  provide  for  thorough  drainage  of  it,  and  it  will 
shrink  away  to  nothing.  In  the  tonsils,  where  there  is 
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infection,  as  evidenced  by  rheumatism  or  heart  trouble, 
or  any  other  trouble  that  is  brought  about  by  infection 
from  the  chronic  absorption  of  pus,  the  tonsils  should 
be  thoroughly  excised ; but  in  cases  where  they  are 
drained  properly  and  leaving  them  otherwise  alone,  I 
have  seen  very  good  results. 

In  the  further  discussion  of  this  subject  I would  like 
to  hear  some  expressions  of  opinion  as  to  whether  you 
mean  all  of  the  tonsil  to  be  removed  that  shows  no 
signs  of  disease  in  capsule. 

Dr.  Charles  Huff  D.wis,  Knoxville : If  Dr.  Potter 
thinks  he  is  the  only  man  who  has  the  best  way  of  re- 
moving the  tonsils,  he  is  very  much  mistaken.  I think 
I try  to  embody  the  essentials  of  everybody’s  technic. 
I use  the  Delstanche  mouth  gag.  I sometimes  use  the 
Pynchon  tongue  depressor.  I use  the  Ballenger  tonsil 
forceps,  the  Boettcher  snare,  the  Sluder  guillotine.  So 
that,  in  reality,  it  is  nobody’s  operation,  but  a digest  of 
all  of  them. 

As  to  the  relative  merits  of  tonsillotomy  and  of  ton- 
sillectomy, I had  thought  tonsillectomy  was  a thing  of 
the  past.  I believe  we  are  largely  sentimental  with  re- 
gard to  the  tonsils  having  a function,  but  we  do  not 
know  what  function  the  tonsils  serve. 

Last  week  I did  a tonsillectomy  on  a child  for  whom, 
a year  ago,  I did  an  adenoid  operation.  The  tonsils 
then  were  not  particularly  hypertrophied ; but  the  child 
continued  to  have  repeated  infections  of  the  middle  ear, 
sore  throat,  ulcerative  tonsillitis.  The  tonsils,  during 
the  year,  had  become  a great  source  of  annoyance;  and 
the  father  asked  me  why  I did  not  always  take  the  ton- 
sils out  at  the  same  time  I did  the  adenoids  if  tonsils 
behaved  that  way. 

The  question  comes  up  to  us  as  to  what  tonsils  shall 
be  taken  out  and  what  tonsils  shall  be  left.  Tonsils  are 
evolutionary  tissue,  not  unlike  the  appendix,  and  they 
are  doubtless  relics  of  evolution,  and  perhaps  they  have 
no  real  function  except  to  give  us  cause  to  talk  about 
and  to  discuss  mooted  points  in  regard  to  the  technic 
of  their  elimination.  Consequently,  I believe  every  ton- 
sil ought  to  come  out,  in  the  presence  of  disease,  just 
as  the  surgeon  is  called  in  and  does  oophorectomy,  and 
at  the  same  time  says  to  himself  that  this  is  a fine 
chance  to  take  out  the  appendix  to  prevent  future  trou- 
ble. When  we  see  the  surgeon  doing  this,  it  does  not 
sound  so  silly;  and  if  he  does  this  in  dealing  with  con- 
ditions in  the  abdomen,  why  should  we  not  do  it  in  case 
of  the  throat? 

Tonsillectomy  is  a specific  for  some  things,  one  of 
which  is  quinsy.  You  cannot  have  peritonsillar  abscess 
after  you  have  taken  out  the  tonsils.  I have  had 
marked  success  in  treating  rheumatics,  and  have  re- 
vealed numerous  focal  infections  by  the  removal  of  the 
tonsils.  Sajous  has  said  that  the  tonsils  are  the  open 
ulcers  of  the  body.  And  they  act  that  way.  Children 
who  have  eruptive  fevers  have  them  worse.  Children 
who  have  diphtheria  have  a more  severe  attack  of  it 
when  they  have  enlarged  tonsils  and  adenoid  tissue  in 
abundance.  On  the  other  hand,  children  who  do  not 
have  enlarged  tonsils  and  adenoids  in  abundance  do 
not  have  the  serious  cases  of  diphtheria.  The  same 
conclusions  in  scarlet  fever,  measles,  etc. 


Dr.  Ellett’s  remarks  with  reference  to  the  submerged 
tonsil  were  very  good.  It  is  just  as  big  as  the  one  in  a 
state  of  erection  sticking  out  into  the  throat,  and  possi- 
bly does  more  real  damage.  My  attention  was  first 
called  to  the  submerged  tonsil  by  Dr.  Pynchon,  of  Chi- 
cago, now  deceased.  He  wrote  an  essay  on  the  subject 
in  1898,  and  devised  the  electro-cautery  dissection.  I 
suspect  that  he  was  about  the  first  advocate  of  tonsil- 
lectomy. 

One  suggestion  I can  offer  is  with  reference  to  the 
use  of  anaesthesia.  Here  we  have  a surgical  condition 
to  deal  with,  a hospital  operation ; and  the  patient 
should  be  thoroughly  anaesthetized,  so  that  all  throat 
reflexes  are  abolished.  The  movements  of  the  throat 
are  the  causes  of  some  traumatism,  and  they  should  be 
absolutely  abolished.  Ether  is  the  preferable  anaes- 
thetic. Cocaine,  as  a local  anaesthetic  in  a child,  is  abso- 
lutely contraindicated.  Ether  is  safe,  and  we  need  have 
no  fear  nor  trouble  about  it. 

Dr.  Edwin  L.  Roberts,  Nashville  (closing  on  his 
part)  : I appreciate  the  liberal  discussion  that  has  been 
given  to  my  paper ; and,  in  the  first  place,  I desire  to 
take  up  the  last  point  that  has  been  mentioned.  I did 
not  say  anything  in  my  paper  to  intimate  that  I thought 
the  submerged  tonsil  or  small  tonsil  should  not  be  re- 
moved. I mentioned  the  large  tonsil  as  being  in  a class 
by  itself.  In  the  second  place,  I mentioned  the  sub- 
merged tonsil  without  reference  to  its  size.  I am  well 
aware  that  in  certain  cases  the  submerged  tonsil  is  often 
a large  tonsil,  and  recently  I operated  on  a case  that 
showed  no  tonsil  before  the  operation.  The  patient 
gave  a history  of  having  the  tonsils  removed  five  years’ 
ago  by  a prominent  surgeon,  but  she  continued  to  have 
tonsillitis  worse  than  before.  These  tonsils  were  about 
the  size  of  those  exhibited  by  Dr.  Ellett.  They  were 
about  as  large  as  the  average  tonsil. 

Should  all  enlarged  tonsils  be  removed?  I tried  to 
make  it  clear  that  I do  not  think  so.  A tonsil  in  a child 
can  be  quite  large ; and  if  there  are  no  other  indications' 
for  its  removal,  it  is  perfectly  safe  to  allow  it  to  remain 
and  watch  the  case. 

■ As  to  the  anaesthetic,  there  seems  to  be  some  little  dif- 
ference of  opinion  or  misunderstanding.  I want  the  an- 
aesthetic continued  throughout  the  operation,  of  course; 
and  the  anaesthetist  does  not  have  to  remove  the  an- 
aesthetic. _ He  puts  a cone  over  to  get  the  patient  tc 
sleep,  and  then  puts  a curved  tube  in  the  mouth  or  uses 
the  nosepiece.  I prefer  the  curved  tube  in  the  cornet 
of  the  mouth.  If  the  patient’s  air  passages  are  closer 
up  with  adenoids,  he  will  not  get  as  much  ether  througl 
the  nose  as  he  ought  to  have.  The  patient  must  bt 
thoroughly  anaesthetized,  to  begin  with,  and  all  througl 
the  operation,  because,  if  he  is,  you  can  see  what  yoi 
are  doing  better.  The  throat  muscles  are  not  contract 
ing  and  relaxing,  and  bleeding  will  not  occur  anythin} 
like  so  much  as  if  you  anaesthetize  the  patient  and  thei 
let  him  come  halfway  out. 

Dr.  Broyles  spoke  of  hemorrhage,  and  thinks  that  al 
of  us  consider  bleeding  rather  lightly.  1 do  not  lool 
on  it  lightly  myself ; and  if  there  is  anything  I havi 
anxiety  over,  it  is  bleeding;  and  that  is  why  I insis 
on  having  perfect  e.xposure  of  the  field  of  operation  an< 
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a good  light.  With  these  you  can  see  where  the  blood 
is  coming  from  and  control  it.  Free  bleeding  will  occur 
below  the  point  at  which  the  surface  of  the  tongue  will 
lie  if  it  is  not  held  down. 

As  to  having  these  patients  return,  as  suggested  by 
Dr.  Farmer,  in  a few  weeks  after  operation,  I have 
them  return  in  a few  days,  or  just  as  soon  as  they  are 
li  able  to  come  back. 

i;  As  to  the  occurrence  of  symptoms  of  appendicitis  in 
||  connection  with  enlarged  tonsils,  I do  not  know  whether 
there  is  anything  in  that  or  not.  I have  had,  in  the  last 
six  weeks,  three  young  women  with  severe  follicular 
tonsillitis,  in  each  of  whom  there  were  pronounced 
symptoms  of  appendicitis.  In  one  instance  a surgeon 
was  about  to  have  the  patient  taken  to  the  hospital  to 

■ operate,  but  decided  a little  later  not  to  do  so. 

To  come  back  to  the  submerged  tonsil  again,  if  a ton- 
' sil  is  submerged,  whether  it  is  large  or  small,  there  will 
probably  be  .other  indications  for  its  removal.  You  can 
1 hardly  have  a deeply  submerged  tonsil  without  having 
the  crypts  closed ; and  when  the  crypts  are  closed,  there 
will  certainly  be  other  indications ; and  that  is  why  I 
insist  on  the  removal  of  these  submerged  tonsils.  If  we 
I have  a child  to  deal  with,  there  may  possibly  be  no  other 
I indications,  and  then  we  may  allow  the  tonsils  to  re- 
! main ; but  the  case  wilt  bear  watching. 

I In  regard  to  the  compliment  of  Dr.  Dotson  which  he 
' paid  me,  I desire  to  say  that  I do  not  think  I took  the 
position  he  attributes  to  me ; and  I can  say  truthfully 
; that  I never  did  but  one  tonsillotomy  intentionally.  I 
have  done  a few  somewhat  after  the  manner  Dr.  Ellett 
has  described  as  pertaining  to  mtracapsular  extraction 
of  cataract.  But  I have  never  had  but  one  case  where  I 
intentionally  cut  off  a part  of  the  tonsil  ancj  left  the 
' other  part. 

j Further,  about  the  question  of  tonsillotomy.  Fre- 
quently I have  taken  out  tonsils  that  had  been  operated 
I on  previously  by  tonsillotomy,  since  I found  that  these 
I tonsils  had  given  more  trouble  after  tonsillotomy  than 

■ they  had  before  the  operation  was  done.  Scar  tissue  is 
formed  around  the  line  of  incision,  contraction  takes 

'place  and  closes  up  the  stump  of  the  tonsil,  and  the 
infection  does  not  have  the  free  outlet  which  it  did  have 
before.  I have  taken  the  position,  and  still  maintain  it, 
that  if  you  do  any  surgery  on  the  tonsils,  take  out  the 
whole  tonsil.  If  you  remove  any  part  of  the  tonsil,  re- 
move it  all. 

To  go  back  to  the  instrument  just  a minute.  Some 
lone  said  that  he  had  used  an  instrument  just  like  the 
jone  I have  exhibited.  I think  he  is  mistaken,  as  I do 
'not  believe  there  is  anything  like  it  on  the  market,  and 
I there  have  been  only  two  of  these  made.  I have  used 
(this  instrument  or  seen  it  used  in  something  like  two 
[hundred  and  fifty  cases,  and  I can  say  that  I have  yet 
|to  see  the  first  case  where  it  had  to  be  removed  to  al- 
low the  patient  to  breathe;  and  I believe,  if  properly 
placed,  it  will  never  interfere  with  respiration, 
j The  operation  shown  by  the  drawings  required  more 
Time  than  usual,  because  the  bleeding  was  free  and  be- 
cause the  artist  required  some  time.  Still,  there  was  not 
jl  the  slightest  indication  of  any  smothering  on  the  part 
? |of  the  patient.  Neither  the  mouth  gag  nor  the  tongue 


depressor  was  moved  a hair’s  breadth  during  the  whole 
operation.  The  anaesthesia,  of  course,  must  be  kept 
up  uniformly  during  the  time  of  the  operation,  or  you 
are  going  to  have  trouble. 

The  criticisms  made  by  Dr.  Potter  remind  me  of  an 
incident  in  the  life  of  a Methodist  presiding  elder  I 
used  to  know.  On  one  occasion,  when  he  delivered  his 
regular  sermon  at  one  of  his  churches,  he  inquired 
about  Sister  Brown,  who  was  not  at  the  meeting,  and 
was  informed  that  Sister  Brown  said  that  she  never 
came  out  to  meeting  when  he  preached.  “Well,”  said 
the  presiding  elder,  “you  tell  Sister  Brown  that  I said 
that  that  is  just  about  as  much  reflection  on  her  as  it  is 
on  me.”  So  if  Dr.  Potter  has  failed  to  appreciate  this 
instrument,  you  will  please  tell  him  that  I said  that  that 
is  just  a little  more  of  a reflection  on  him  than  it  is  on 
the  instrument.  [Laughter  and  applause.] 

Dr.  W.  Scott  Farmer,  Cookeville  (closing  the  discus- 
sion) ; I appreciate  the  discussion  on  my  paper;  and 
as  I am  not  a specialist,  the  points  have  been  pretty 
well  taken  and  the  ground  thoroughly  covered ; so  that 
there  is  very  little  left  for  me  to  say. 

The  hemorrhage  I had  in  the  second  case  I reported 
was  not  from  the  faucial  tonsil,  but  from  the  adenoid, 
although  I had  taken  great  pains,  as  I thought,  to  re- 
move it  all.  I know  that  some  of  the  authorities  claim 
that  hemorrhage  occurs  on  account  of  pieces  of  tonsil- 
lar tissue  being  left. 

There  is  hut  one  point  I want  to  emphasize  particu- 
larly in  my  paper,  and  that  is  the  importance  of  patients 
returning  to  you  for  examination  after  you  have  done 
the  operation.  Dr.  Roberts  has  told  us  that  he  always  has 
his  patients  return  inside  of  a week.  The  point  I would 
insist  on  is  this — namely,  that  you  should  know  what 
you  are  doing  as  specialists.  I imagine  that  you  are 
very  busy,  and  frequently  operate  on  as  many  patients 
in  one  day  as  I do  possibly  in  a month ; but  I believe  it 
is  well  for  you  to  see  these  patients  six  months  after 
operation,  even  though  they  may  live  a hundred  miles 
from  you.  Tell  them  to  drop  in  to  see  you  whenever 
they  can.  You  may  have  done  a brilliant  operation,  but 
six  months  or  a year  afterwards  you  will  frequently  find 
something  in  the  throat  that — I will  not  say  that  you 
will  be  ashamed  of ; but,  still,  you  will  have  a chance 
to  criticize  your  own  work  perhaps  m one  out  of  a hun- 
dred cases.  That  is  the  only  point  in  my  paper  I want 
to  insist  on ; and  when  any  of  these  patients  return, 
give  them  a few  minutes  of  your  time  and  tell  them  it 
won’t  cost  anything.  Be  certain  and  look  at  their  throats 
time  and  again,  and  keep  up  with  your  work.  Consider- 
ing the  few  cases  I have  operated  on,  I have  always 
examined  the  throats  of  these  patients  a year  or  two 
afterwards  every  time  I have  had  an  opportunity  to  see 
what  I have  done,  and  thus  criticize  my  own  work 
rather  than  to  have  some  other  man  do  it. 


It’s  foolish  to  educate  a boy  and  then  let  him 
die  of  typhoid  fever. 


“ Mouth  breathing  ” makes  children  stupid. 
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WHY  GO  TO  AN  OCULIST  FOR 
REFRACTION?* 


By  W.  W.  Potter,  M.D., 
Knoxville,  Tenn. 


I know  that  as  oculists  we  appreciate  the  im- 
portance of  our  specialty,  and  I feel  that  the  pro- 
fession, as  a whole,  is  realizing  more  and  more 
every  day  its  importance. 

“Why  go  to  an  oculist  for  refraction?”  is  a 
question  we  all  can  answer ; but  that  the  great 
majority  of  people  who  wear  glasses  do  not  go 
to  an  oculist  for  refraction  is  a fact  beyond  ques- 
tion. There  are  reasons  for  this  state  of  affairs ; 
and  if  we  can  get  at  these,  we  may  be  able  to  do 
something  to  remedy  it. 

If  any  of  you  will  visit  the  jewelry  stores  in 
your  city,  you  will  find  that  most  of  them  are 
doing  a good  optical  business ; and  you  will  find 
also  that  the  majority  who  go  there  for  glasses 
are  among  the  best  people  in  your  city.  Why 
don’t  they  go  to  you  instead  of  the  optician?  I 
believe  I know  why.  Because,  for  various  rea- 
sons, you  do  not  give  them_  any  better  service 
than  the  optician  gives  them,  and  they  have  be- 
come cognizant  of  that  fact.  They  feel  that  they 
are  getting  just  as  good  service  for  less  money, 
which  is  true  in  a great  many  cases. 

The  average  individual  does  not  appreciate  the 
difference  between  the  competent  oculist  and  the 
optician,  and  they  never  will  appreciate  this  dif- 
ference until  we,  as  oculists,  prove  to  them  by 
our  careful,  scientific  work  that  there  is  a dif- 
ference, and  a great  difference.  We  will  have  to 
learn  what  refraction  really  is,  and  then  we  will 
be  in  position  to  teach  the  people  the  advantages 
of  having  their  eyes  carefully  refracted  instead 
of  simply  having  glasses  fitted  by  the  young  lady 
at  the  ten-cent  store,  the  optician,  or  the  travel- 
ing spectacle  peddler. 

We  will  have  to  learn  or  remember  that,  in 
ophthalmology,  refraction  means  the  optic  con- 
dition of  the  eye  at  rest,  or  in  a state  of  repose, 
or  under  the  physiological  effect  of  a cycloplegic. 
I do  not  believe  there  is  a man  present  who  has 
the  idea  that  he  can  really  refract  a patient  with- 
out the  use  of  a cycloplegic.  You,  of  course, 
know  that  I am  not  speaking  of  presbyopes.  In 

•Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association,  Knoxville,  April,  1916. 


my  opinion,  the  oculist  who  does  not  use  a cyclo- 
plegic, the  retinoscope,  and  who  does  not  keep 
in  mind  the  laws  of  optics  and  physics,  should 
be  classed  simply  as  an  optician  and  not  be  en- 
couraged to  do  refraction. 

When  we  consider  the  many  different  errors 
of  refraction,  the  many  troublesome  symptoms  ; 
that  are  directly  due  to  these  errors,  obscure  i 
nervous  symptoms,  headache,  dizziness,  nausea  ; 
and  vomiting,  indigestion,  etc.,  we  realize  that  to 
successfully  deal  with  these  is  no  simple  matter. 

Our  friend  in  general  practice  has  referred  his 
case  to  you  for  examination  and  refraction,  and 
he  is  depending  upon  you  for  results.  If  you  take 
enough  time  and  do  conscientious  work,  your 
results  are  usually  satisfactory  to  all  parties  in-  ' 
terested ; but  if,  on  the  other  hand,  you  are  one 
of  those  who  need  only  ten  or  fifteen  minutes’ 
time,  a test  card,  and  a few  spheres  and  cylin- 
ders, I dare  say  your  results  are  not  very  satis- 
factory to  any  one  concerned,  and  yours  is  the 
patient  who  has  to  have  his  glasses  changed 
every  two  or  three  months,  until  finally  he  be-  , 
comes  disgusted  with  you  and  goes  to  a real  re- 
fractionist  and  has  his  trouble  corrected. 

j\Iy  motive  in  writing  a paper  on  this  subject 
was  not  to  lecture  you  or  to  teach  you  how  to  do 
any  particular  part  of  your  work,  but  to  bring 
a few  salient  facts  to  your  attention  and  impress 
upon  you  the  importance  of  careful,  conscien- 
tious, scientific  work,  if  we  hope  to  retain  the 
confidence  of  our  friends  in  general  practice  and 
obtain  the  best  results  for  our  patients. 

Most  of  you  will  agree  with  me,  I am  sure,  i 
that  refraction  is  a very  important  part  of  our 
work,  and  that,  if  the  best  results  are  obtained, 
it  takes  time  and  patience,  especially  if  you  are 
dealing  with  children  or  the  illiterate,  and  it  is 
with  the  little  ones  that  some  of  the  most  pleas- 
ing results  are  obtained. 

Take,  for  instance,  a child  of  two  to  five  years 
of  age,  with  a common  concomitant  convergent 
strabismus  or  internal  squint,  and  carefully  re- 
fract it  and  give  it  the  proper  management,  and 
watch  the  result.  You  will  find  that,  with  proper  : 
management,  you  will  not  only  correct  the  de-{| 
formity,  but  will  restore  the  vision  in  the  crossed!  - 
eye.  That  a crossed  eye  loses  its  function  after  i 
a time  from  nonuse  is  a fact  that  an  ordinar}  j 
doctor  does  not  appreciate,  and  to  restore  it‘i  i 
function  and  correct  the  deformity  by  a non-  ; 
surgical  procedure  is  easily  accomplished  if  yoi 
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see  the  child  early  enough  and  have  the  thorough 
I cooperation  of  the  parents. 

These  cases  of  squint  are  among  the  most  in- 
teresting ones  the  oculist  is  called  upon  to  treat, 
and  I wish  to  call  your  attention  right  here  to  the 
essentials  of  the  etiology  and  explain  to  you  what 
I mean  by  the  proper  management  of  these  cases. 

According  to' the  best  teaching,  two  factors  are 
responsible  for  the  squint,  and  they  may  act  to- 
gether or  singly.  First,  almost  all  of  these  chil- 
dren are  far-sighted ; the  scleral  axis  is  too  short 
or  the  cornea  is  too  flat,  causing  the  rays  of  light 
to  focus  behind  the  retina ; and  this  causes  indis- 
tinct vision  unless  the  patient  can  add  to  his  re- 
fraction, by  means  of  the  accommodation,  suffi- 
cient to  cause  the  rays  of  light  to  focus  at  the 
macula.  He  can  do  this  by  excess  stimulus  over 
the  third  nerve,  which  supplies  the  muscles  of 
accommodation ; and  his  intuitive  desire  for  clear 
vision  causes  him  to  do  so.  Now,  since  the  third 
nerve  also  supplies  stimulus  to  the  converging 
muscles,  and  the  stimuli  for  accommodation  and 
convergence  are  synchronous,  an  excess  also  goes 
to  the  convergers.  In  the  normal  eye  neither 
accommodation  nor  convergence  are  required  for 
distance  fixation,  and  for  nearer  points  the 
amount  of  stimulus  for  each  corresponds  with 
[ the  other.  But,  in  the  far-sighted,  stimulus  is 

i necessary  to  the  accommodation  for  distance  fix- 
ation where  no  convergence  is  required,  and  at 
nearer  points  the  stimulus  for  accommodation  is 
always  more  than  is  necessary  for  convergence. 

; The  chief  function  of  the  eye  being  clear  vi- 
j sion,  the  accommodation  element  of  the  stimulus 

I predominates,  and  too  much  stimulus  is  given  to 
the  convergence,  which  would  cause  all  hyperopes 
to  be  cross-eyed,  were  it  not  for  the  fact  that  the 
patient  is  able  to  compensate  for  the  excess  of 
convergence  by  sending  as  much  excess  stimulus 
over  the  sixth  nerve  to  the  external  rectus  muscle 
as  there  is  excess  convergence,  and  in  this  way 
keep  the  optic  axis  of  the  two  eyes  parallel.  Or 
the  patient  may  separate  the  two  stimuli  and  con- 
verge less  than  he  accommodates.  In  one  of 
these  ways  most  far-sighted  patients  succeed  in 
keeping  the  optic  axis  parallel  or  properly  con- 
j verged ; but  a great  many  do  not  succeed,  and 
j squint  is  the  result.  Second,  in  some  cases  the 
M squint  is  due  to  a deficient  effort  at  compensat- 
Ij  ing  for  an  overstimulus  of  the  convergence  in 


hyperopia,  because  the  fusion  sense,  which  pre- 
sides over  binocular  single  vision,  recognizing 
any  failure  of  the  two  images  to  occupy  identical 
points  in  the  two  muculas,  accomplishing  some- 
thing that  nothing  mechanical  could  possibly  ac- 
complish, is  slow  of  development  or  is  arrested ; 
and  hence  the  deficient  effort  at  compensating  for 
the  overstimulus  of  the  convergence,  which  re- 
sults in  a squint.  So  much  for  the  etiology  of 
common  convergent  squint. 

Now,  in  regard  to  the  proper  management  of 
these  cases,  I wish  to  call  your  attention  to  a 
method  which  I have  employed  in  a good  many 
cases  and  one  with  which,  doubtless,  you  are  fa- 
miliar. 

As  before  stated,  most  of  these  children  are  ^ 
far-sighted,  and  to  correct  this  condition  removes 
the  chief  cause  of  the  squint,  and  is,  therefore,  of 
the  greatest  importance. 

The  cure  of  the  amblyopia,  which  is  always 
present  in  a greater  or  less  degree,  depending  on 
the  duration  of  the  scjuint,  is  best  accomplished 
by  occlusion  of  the  good  eye,  and  thereby  forcing 
the  squinting  eye  into  action.  Occlusion  is  best 
accomplished  by  a highly  concave,  neutral, 
frosted  lens,  fitted  closely  over  the  good  eye, 
while  the  proper  correction  is  worn  on  the  ambly- 
opic eye.  This  frosted  lens  should  be  worn  con- 
stantly until  the  visual  acuity  is  20-30  or  better, 
when  both  eyes  are  glassed  with  the  proper  cor- 
rection. The  absolute,  thorough  cooperation  of 
the  mother  is  essential  in  the  treatment  of  these 
cases  if  the  best  results  are  obtained.  The  child 
will  have  to  be  watched  very  closely  for  a week 
or  teiT  days,  after  which  time  he  becomes  accus- 
tomed to  using  the  amblyopic  eye,  and  the  im- 
provement is  very  noticeable  from  then  on. 

This  class  of  cases  is  only  one  among  a great 
many  where  the  thorough  knowledge  of  the  cause 
and  effect  is  absolutely  essential  if  the  patient  is 
to  derive  much  benefit  from  the  treatment. 

I would  not  attempt  to  call  your  attention  to 
all  the  reasons  why  your  patients  should  go  to  an 
oculist  for  refraction ; they  are  obvious  to  most 
of  you ; but  I do  want  to  impress  upon  you  gen- 
tlemen in  general  practice  the  fact  that  it 'is  your 
duty  to  advise  your  patients  as  to  the  importance 
of  careful  scientific  examination  of  the  eyes  and 
be  in  position  to  tell  them  just  where  to  go  for 
such  an  examination. 
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DISCUSSION  ON  THE  PAPER  OF 
DR.  POTTER. 

Dr.  O.  Dul.^iNey,  Dyersburg : On  account  of  the  lim- 
ited time  for  discussion,  one  cannot  take  up  the  many 
points  in  regard  to  refraction  work.  One  of  the  chief 
methods  of  advertisement  for  the  optician  is  headache, 
and  opticians  advertise  to  the  laity  that  all  headaches 
are  caused  by  refractive  errors,  and  they  prescribe  for 
any  and  all  headaches  by  giving  people  glasses.  I want 
to  say  this ; In  the  field  of  ophthalmology  a man  has 
to  be  exceedingly  careful — must  go  into  the  history  of 
eacli  and  every  case  before  prescribing  glasses  for  the 
relief  of  headache,  because  there  are  so  many  functional 
disturbances,  and  especially  toxemias  and  metastatic  in- 
fections that  cause  headaches.  In  many,  many  cases 
the  surgeon  and  gynecologist  come  in  contact  with 
headaches  from  infections  of  the  gall  bladder  and  the 
uterus  and  things  of  that  kind,  and  unless  the  oculist 
is  careful  he  will  make  a diagnosis  of  some  refractive 
error  only  and  be  misled.  The  majority  of  cases,  on 
reaching  the  age  of  forty,  nearly  always  require  glasses 
for  reading.  But  the  principal  object  or  point  of  my 
discussion  is  this : that  the  optician  gets  his  cases  from 
the  fact  of  advertising  a cure  for  headache ; and  if  the 
people  are  referred  to  oculists,  they  can  find  out  if  they 
have  a functional  disturbance  that  is  causing  the  head- 
ache ; and  the  optician  misleads,  refracts  them,  puts 
them  to  a lot  of  expense,  and  causes  a good  deal  of 
discouragement  along  the  line  of  refractive  work. 

Dr.  Tom  A.  Williams,  Washington,  D.  C. : I am 
particularly,  glad  to  hear  an  ophthalmologist  make  the 
remarks  that  have  been  made,  because,  as  a rule,  the 
average  ophthalmologist  is  fond  of  making  remarks 
that  all  functional  headaches  can  be  cured  by  refract- 
ing the  eyes. 

Only  last  summer  an  ophthalmologist  in  a state  soci- 
ety not  far  from  here  made  that  remark;  and  I had 
occasion  to  get  up  and  point  out  as  a neurologist  how 
many  cases  I have  had  to  see  that  have  been  carefully 
refrac-ted  by  the  best  men  in  the  country  for  headache 
without  any  benefit  to  the  headache  at  all,  which  after- 
wards were  cured  by  attention  to  the  factors  to  which 
the  last  Speaker  referred.  If  ophthalmologists,  who  are 
supposed  to  understand  very  well  that  to  which  they 
devote  their  attention,  go  about  trying  to  teach  fellow- 
practitioners  that  almost  all  headaches  are  due  to  re- 
fractive errors,  we  cannot  blame  the  advertising  ocu- 
list for  taking  up  that  cry  and  saying  that  learned  oph- 
thalmologists say  that  all  functional  headaches  are  due 
to  eyestrain,  which  can  be  relieved  by  them  at  far  less 
expense  than  by  the  learned  ophthalmologists.  Those 
of  us  who  are  not  engaged  in  ophthalmological  work 
should  try  to  make  our  ophthalmological  brethren  try 
and  measure  the  two  and  not  make  the  sweeping  or 
extreme  statement  that  all  functional  headaches  are 
curable  by  rectifying  errors  of  refraction.  We  all 
know  that  a great  many  headaches  are  due  to  errors  of 
refraction;  but  we  need  to  teach  the  ophthalmologist 
that  there  are  a great  many  cases  that  are  not  due  to 
errors  of  refraction  and  are  due  to  medical,  neurolog- 
ical, or  surgical  and  gynecological  conditions,  which  can 


be  rectified  in  other  ways.  (See  A.  M.  A.,  Detroit  ses- 
sion, Section  1,  Neurology,  “ Pathogenesis  of  Migraine,” 
1916.) 

Dr.  Edwin  L.  Roberts,  Nashville : I do  not  think 
there  has  been  any  more  practical  paper  brought  before 
this  association  than  the  one  just  presented.  In  answer 
■to  the  question,  “ Why  go  to  the  oculist  for  errors  of 
refraction?  ” I would  say:  Go  to  him  because  he  is  the 
only  one  who  can  refract  with  certainty  and  accuracy. 

I would  go  to  him  for  an  error  of  refraction  just  as  I j 
would  go  to  the  internist  to  be  treated  for  pneumonia 
instead  of  going  to  a druggist.  I can  tell  a druggist ! ; 
that  I am  sick,  and  he  can  send  remedies,  and  does  un- 
doubtedly treat  more  patients  than  some  doctors,  I am  j , 
sorry  to  say.  I would  go  to  an  oculist  for  the  correc-  r 
tion  of  an  error  of  refraction  for  the  same  reason  that' 

I would  go  to  a surgeon  rather  than  to  a butcher  to  be 
operated  on  for  appendicitis.  The  surgeon  knows  his 
business.  That  is  why  I would  go  to  an  oculist  for  : 
refraction  work — he  knows  his  business. 

As  to  the  statement  made  by  Dr.  Jones,  I think  he  is  ! 
going  a little  too  far  in  saying  that  it  is  not  for  the  cor-  < 
rection  of  vision  that  a patient  should  go  to  an  oculist.  I 
Glasses  are  worn  for  two  reasons — to  make  the  patient  < 
see  more  distinctly  and  to  make  him  see  more  com- 
fortably.  Dr.  Jones  says  the  patient  should  go  to  the  ^ 
oculist  for  the  correction  of  those  little  errors  of  re-  i 
fraction  that  cause  annoying  symptoms,  but  do  not  ma-  1 
terially  reduce  vision,  while  it  is  not  necessary  for  him  j 
to  go  for  the  correction  of  such  great  errors  of  refrac-  f 
tion  as  seriously  reduce  visual  acuity.  I admit  that 
some  one  other  than  the  oculist  may,  in  a large  meas-  1 
ure,  correct  these  greater  visual  defects ; but  in  so  doing  ij 
he  will  probably,  as  Dr.  Jones  himself  says,  produce  the  j 
very  annoying  symptoms  for  which  the  doctor  says  .J 
patients  should  go  to  the  oculist.  Then  is  it  not  a log-  'j 
ical  conclusion  that  a person  should  go  to  the  oculist  j 
first,  no  matter  whether  his  condition  be  one  in  which  i 
acuity  of  vision  is  seriously  involved  or  one  in  which  e 
annoying  symptoms  only  are  present? 

In  regard  to  the  mistakes  of  the  optician,  some  years  4 
ago  I refracted  the  son  of  one  of  the  leading  internists 
in  Nashville ; and  I found  he  had  to  wear  a cylinder,  1 
and  that  in  an  oblique  position,  the  top  of  the  cylinder  d 
being  turned  in.  After  he  had  worn  the  glasses  a year  t 
or  two  with  comfort,  he  had  the  misfortune  of  break-  a 
ing  the  frame,  and  instead  of  bringing  it  back  to  me  he 
took  it  to  an  optician  to  have  it  soldered ; and  to  do  ? 
this  it  was  necessary  to  take  the  lenses  out.  The  opti- 
cian took  the  lenses  out ; and,  in  putting  them  back,  in- 
stead of  turning  them  with  the  top  in,  he  turned  them 
with  the  top  out.  The  patient  could  not  wear  the 
glasses,  and  returned  to  me  to  see  what  the  trouble  was. 

I looked  at  the  glasses,  and  found  the  optician  had 
turned  the  axis  at  right  angles  to  what  it  should  be. 

I told  the  young  man  to  have  them  changed.  He  went 
back  to  the  optician  and  told  him  the  circumstances, 
and  the  optician  said : “All  right,  I will  change  them.” 

He  took  the  glasses  and  pretended  to  make  a change. 
When  I saw  the  young  man  a few  days  later  and  asked 
him  about  his  glasses,  he  still  could  not  wear  them. 

He  went  to  the  optician  again,  and  came  back  to  my 
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j office  with  the  same  condition.  Instead  of  sending  him 
j back  to  the  optician  again,  I wrote  a prescription  to 
have  the  lenses  put  in  right  and  sent  him  to  the  whole- 
* sale  manufacturer  who  does  my  work,  and  he  put  the 
1 lenses  in  right,  and  the  young  man  had  no  more  trouble. 

I NOTES  AND  COMMENTS 


i We  need  just  fourteen  names  to  make  it  an 
I -even  sixteen  hundred. 


tDr.  H.  W.  Qualls,  Union  City,  spent  two 
: weeks  at  the  Mayo  Clinic  in  October. 


, The  Journal  has  received  a picture  of  the 
“ beautiful  new  Morristown  General  Hospital. 

t 

ti  Dr.  Shields  Abernathy,  Memphis,  was  mar- 
j ried  on  November  10  to  Miss  Helen  Salsbury, 
j also  of  Memphis. 

I If  just  a few  1915  members  who  should  be 
!!;  ashamed  of  their  carelessness  would  “ pay  up,” 
1 we  would  have  the  sixteen  hundred. 

i 

y Dr.  J.  M.  Lee  has  opened  an  office  at  349 
I Doctors’  Building,  Nashville.  Dr.  Lee  will  de- 
vote himself  to  the  practice  of  children’s  dis- 
’ eases  exclusively. 

! — 

j Davidson  County  reported  nine  names  dur- 
fing  October;  Dyer  County,  one;  Hamilton 
[three;  Hardeman,  one;  Obion,  one;  Shelby, 
jfour;  Weakley,  one. 

j Drs.  W.  A.  Howard  and  Z.  L.  Shipley,  of 
jCookeville,  and  Dr.  C.  D.  Robbins,  of  Gor- 
idonsville,  have  been  attending  clinics  in  Chi- 
cago for  several  weeks. 

: There  are  county  medical  societies  in  Ten- 
nessee whose  entire  membership  is  reported 
.on  or  before  January  1 of  each  year,  and  they 
|are  alive  all  the  year  through,  too. 


I The  Barbara  Louis  Hospital,  opened  in  May 
lit  Clarksville,  has  had  most  encouraging  sup- 
p port,  and  is  giving  splendid  service  to  the  peo- 
t ole  and  the  profession  of  Montgomery  County. 


The  Chattanooga  Academy  of  Medicine  and 
Hamilton  County  Medical  Society  reports 
show  that  weekly  meetings  are  well  attended, 
and  that  good  work  is  being  done  all  along 
the  Jine. 


Don’t  pop  up  and  nominate  the  first  man 
you  think  of  for  Secretary.  Pick  out  one  who 
you  know  believes  in  the  value  of  medical  or- 
ganization and  who  will  work — work  on  you 
and  all  the  rest. 

The  Texas  Medical  News,  after  a career  of 
twenty-five  years,  will  hereafter  be  known 
as  “ Medical  Insurance  and  Health  Conserva- 
tion,” and  will  take  the  nation  for  its  field. 
Dr.  M.  M.  Smith  will  continue  his  long  service 
by  becoming  managing  editor  of  the  new  pub- 
lication. 


The  Journal  has  been  asked  to  insert  the 
following:  “Wanted — To  know  why  the 
County  Medical  Society  of  a prosperous 
county,  with  a prosperous  city,  located  on 
the  Cumberland  River,  about  sixty  miles  be- 
low Nashville,  has  not  had  a meeting  for  sev- 
eral months.” 


Erlanger  Hospital,  Chattanooga,  has  re- 
ceived a gift  of  $5,000  from  Mr.  G.  I.  Alden, 
of  Worcester,  Mass.  The  gift  of  Mr.  Alden  is 
an  expression  of  his  gratitude  for  the  kind  and 
careful  treatment  accorded  his  nephew  while 
in  Erlanger  as  a patient  of  Dr.  J.  H.  Atlee. 


The  following  Nashville  physicians  are  in 
offices  in  the  new  Doctors’  Building  on  Church 
Street  and  Polk  Avenue : Drs.  J.  A.  Wither- 
spoon, W.  C.  Dixon,  Jack  Witherspoon,  W.  H. 
Witt,  Owsley  Manier,  R.  W.  Billington,  W.  A. 
Bryan,  O.  N.  Bryan,  T.  G.  Pollard,  O.  H.  Wil- 
son, A.  W.  Harris,  Herschell  Ezell,  J.  M.  Lee, 
W.  D.  Haggard,  W.  O.  Eloyd,  E.  B.  Dunklin, 
D.  R.  Pickens,  W.  A.  Oughterson,  C.  E.  Brush, 
Herman  Spitz,  Eugene  Orr,  M.  C.  McGannon, 
George  Williamson,  J.  M.  King,  L.  W.  Ed- 
wards, L.  M.  Lanier,  N.  C.  Leonard,  and  T.  A. 
Leonard. 
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THE  JOURNAL’S  NEW  ADDRESS. 

The  office  of  the  Journal  of  the  Tennessee 
State  Medical  Association  is  now  in  Suite  349, 
Doctors’  Building,  Church  Street  and  Polk 
Avenue,  Nashville,  Tenn.  Come  to  see  us! 


MEMBERSHIP  LAPSES. 

It  will  be  only  a short  time  until  our  various 
county  societies  will  be  selecting  officers  for 
1917  and  perfecting  plans  for  the  service  of 
these  organizations  for  another  year.  The 
Secretaries  will  be  called  upon  for  their  reports 
to  the  State  Association.  It  is  to  be  hoped 
that  every  member  whose  name  is  now  en- 
rolled will  be  on  hand  when  his  county  society 
meets  for  1917  organization,  and  that  all  mem- 
bership dues  will  be  paid  into  the  hands  of  the 
various  county  secretaries  at  that  time. 

Every  year  a number  of  lapses  in  member- 
ship occur  because  members  are  slow  in  pay- 
ing dues.  All  dues  should  be  paid  in  by  Jan- 
uary 1 of  each  year.  Failure  of  our  members 
to  pay  dues  promptly  makes  unnecessary  work 
for  all  officers  from  the  county  secretaries  on 
up  to  the  officers  of  our  national  organization. 
Not  only  so,  but  this  laxness  works  powerfully 
against  the  building  up  of  strong  local  and 
state  societies.  If  the  names  that  were 
dropped  from  1915  were  now  enrolled,  our 
state  membership  would  now  embrace  about 
1,800  Tennessee  physicians.  Some  of  those 
who  allowed  their  membership  to  lapse  are 
among  the  very  best  men  in  the  state.  They 
are  of  the  kind  who  should  most  appreciate 
the  value  of  medical  organization,  and  who 
should  be  of  greatest  value  to  their  county  and 
state  societies. 

Let  every  member  be  present  at  the  Decem- 


ber and  January  meetings  of  our  county  socie- 
ties. Select  good  men  for  officers,  pay  1917 
dues,  take  a vow  to  help  move  things  along, 
and  let  us  make  organized  medicine  in  Tennes- 
see the  power  for  good  that  it  should  be. 


ANOTHER  COUNTY  SOCIETY. 

The  Cocke  County  Medical  Society  has  been 
organized  and  will  become  affiliated  with  the 
Tennessee  State  Medical  Association  at  the 
beginning  of  the  new  year.  There  is  a place 
open  for  this  new  society,  and  it  will  be  most 
heartily  welcomed  into  the  state  organization. 
There  are  lots  of  doctors  in  Cocke  County, 
and  lots  of  good  ones.  They  formerly  main- 
tained a county  organization  and  had  no  busi- 
ness to  let  it  go  to  pieces ; but  they  are  coming 
back,  and,  we  hope,  to  stay.  The  Journal  ex- 
tends greetings  and  hearty  good  wishes  to  the 
Cocke  County  Medical  Society  and  to  its  indi- 
vidual members.  May  the  society  live  and 
prosper,  that  it  may  help  and  bless  its  mem- 
bers, and  so  serve  to  promote  the  aims  of 
organized  medicine  in  Tennessee! 


WORKMEN’S  COMPENSATION- 
HEALTH  INSURANCE.  • 

Workmen’s  compensation  laws  have  been 
enacted  in  thirty-four  states.  Tennessee  is 
“ conservative,”  and  does  not  take  up  new 
things  like  some  of  her  sister  states ; but 
workmen’s  compensation  will  finally  come  in 
Tennessee,  too.  Workmen’s  compensation  is 
but  the  forerunner  of  health  insurance  for 
wage  earners.  The  two  classes  who  will  be 
most  affected  by  the  operation  of  workmen’s 
compensation  and  health  insurance  laws  are 
wage  earners  and  doctors. 

The  Journal  of  the  A.  I\L  A.  of  June  17, 
1916,  contains  the  report  of  the  Committee 
on  Social  Insurance,  a most  exhaustive  study 
of  the  subject.  The  Lk  S.  P.  H.  Service  has 
published  the  work  of  Surgeon  B.  S.  Warren 
and  other  competent  men  in  the  service  who 
have  devoted  a great  deal  of  time  to  the 
study  of  social  insurance.  The  American  As- 
sociation for  Labor  Legislation,  New  York, 
N.  Y.,  has  issued  pamphlets  presenting  the 
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labor  views  on  this  subject.  The  Judicial 
Council  of  the  A.  M.  A.  made  a most  thorough 
investigation  into  studies  of  social  insurance 
in  1915,  and  made  a magnificent  report  to  the 
House  of  Delegates.  All  of  these  studies  are 
in  print  and  can  be  secured  by  any  physician 
who  will  take  the  trouble  to  send  for  them. 

Even  a squirrel  knows  enough  to  get  ready 
for  the  coming  winter.  The  medical  profes- 
sion of  Tennessee  should  know  enough  about 
social  insurance  to  be  in  position  to  protect 
its  own  interests  when  the  time  comes  for  the 
passing  of  laws  on  the  subject. 


DEPARTMENT  OF  PUBLIC  HEALTH  IN 
UNIVERSITY  MEDICAL  SCHOOL. 

The  University  of  Tennessee  College  of 
Medicine  began  the  work  of  the  present  year 
on  September  23,  and  reports  which  have 
come  to  the  Journal  are  to  the  efifect  that  all 
prospects  are  favorable. 

A new  department  established  this  year  is 
the  Department  of  Public  Health,  under  the 
direction  of  Dr.  Frank  Maltaner,  Leland  Stan- 
ford, 1912.  Dr.  Maltaner,  since  his  graduation, 
has  been  engaged  in  public  health  work  in 
Ohio,  aild  is  eminently  fitted  for  the  place  he 
occupies.  The  aim  of  the  University  College 
of  Medicine  in  creating  this  new  department  is 
to  serve  the  whole  state  in  public  health  mat- 
ters. Not  only  will  a course  be  given  to  un- 
dergraduate students,  but  county  health  of- 
ficers will  be  offered  instruction  free  of  cost, 
and  all  possible  cooperation  will  be  given  to 
the  State  Board  of  Health.  One  important 
arrangement  has  already  been  concluded 
;whereby  any  physician  in  West  Tennessee  may 
isend  his  material  for  microscopic  diagnosis  to 
the  State  Board  of  Health  direct  to  the  branch 
laboratory  at  the  University  College  of  Medi- 
cine at  Memphis.  In  this  way  the  Department 
,of  Public  Health  of  the  University  of  Tennes- 
see will  render  most  valuable  service  to  the 
physicians  of  West  Tennessee  and,  through 
them,  to  the  people. 

: The  Journal  congratulates  the  University 
3f  Tennessee  upon  its  progressiveness  and 
liipon  its  appreciation  of  the  real  function  of  a 
university.  Our  health  officers  in  the , state 
•should  take  full  advantage  of  the  opportunity 


offered  them  to  secure  helpful  instruction,  and 
the  profession  generally  should  applaud  the 
advanced  step  taken  by  the  University  College 
of  Medicine  in  establishing  the  Department  of 
Public  Health. 


SANITARY  ENGINEER  FOR  THE  STATE. 

A health  department  which  is  not  supplied 
with  the  services  of  a competent  engineer  is 
not  what  a health  department  ought  to  be. 
It  is  not  possible  to  any  man  to  have  embodied 
in  himself  all  the  qualities  and  to  have  stored 
in  his  brain  all  the  knowledge  that  must  be 
had  to  properly  direct  the  many  operations 
which  should  be  carried  out  by  an  efficient 
and  modern  public  health  department.  Nor 
is  it  possible  for  any  group  of  men  to  effec- 
tively carry  on  the  many  lines  of  work  which 
an  up-to-date  health  department  should  con- 
duct, unless  the  one  and  the  other  of  them 
are  trained  for  the  one  and  the  other  duty. 
Many  of  the  problems  which  confront  the 
Tennessee  State  Board  of  Health  are  of  a 
kind  which  need  the  skill  and  the  knowledge 
of  an  engineer  for  their  solution.  The  proper 
supervision  of  public  water  supplies  is  a most 
important  function  of  the  state,  and  can  be  had 
only  through  the  service  of  an  engineer.  The 
cities  of  the  state  can  take  care  of  their  own 
inside  water-supply  problems,  but  in  doing  this 
they  are  prone  to  create  conditions  dangerous 
to  other  smaller  communties.  An  engineer  for 
our  State  Board  of  Health  could  render  great 
service  to  the  smaller  towns  and  to  communi- 
ties too  weak  to  obtain  for  themselves  expert 
advice.  There  are  towns  in  Tennessee  which 
want  to  build  sewers,  but,  because  of  the  ex- 
pense attached  to  securing  proper  plans,  can- 
not undertake  the  work. 

There  are  many  ways  in  which  the  service 
of  a sanitary  engineer  can  be  utilized  to  great 
advantage,  and  the  suggestion  that  the  State 
Board  of  Health  should  be  provided  with  such 
officer  is  not  new.  The  present  Secretary  of 
the  Board,  Dr.  Lillard,  has  been  so  impressed 
with  the  urgency  of  the  demand  for  an  en- 
gineer that  he  has  gone  about  putting  into 
motion  the  machinery  for  getting  one.  Dr. 
Lillard  will  ask  the  Legislature  at  its  next  sit- 
ting to  provide  the  State  Board  of  Health 
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with  a State  Sanitary  Engineer.  He  has  al- 
ready received  assurances  of  support  in  his 
efforts  to  this  end  from  several  powerful  sci- 
entific and  commercial  organizations  in  the 
state.  The  Journal  would  ask  its  readers  to 
do  what  they  can  to  help  in  this  matter.  Why 
should  Tennessee  not  have  for  its  health  de- 
partment what  has  been  found  helpful  in  the 
work  of  other  state  health  departments  ? Our 
people  are  worth  saving  just  as  much  as  are 
those  of  other  states.  Let  the  State  Board  of 
Health  be  put  in  position  to  do  its  part  in 
saving  them. 


VITAL  STATISTICS  IN  TENNESSEE. 

In  1913  the  “ model  ” vital  statistics  law  was 
passed  by  our  Legislature.  The  Bureau  of 
Vital  Statistics  of  the  State  Board  of  Health 
was  organized  during  that  year,  with  Dr.  H. 
H.  Shoulders  as  Registrar.  With  the  coming 
of  1914,  registration  of  births  and  deaths  was 
begun,  and  the  results  of  the  first  year’s  opera- 
tions of  the  Bureau  of  Vital  Statistics  were 
most  gratifying,  especially  as  regarded  the 
numbers  of  births  and  deaths  registered.  In 

1915  improvement  was  made,  not  only  in  the 
matter  of  increased  registration,  but  also  in 
completeness  of  certificates.  For  the  year 

1916  further  improvement  in  all  particulars 
has  been  noted,  more  than  eight  hundred  death 
certificates  having  been  recorded  for  the  first 
six  months  of  the  year  than  were  returned 
during  the  corresponding  period  of  1915,  and 
a most  gratifying  improvement  having  been 
noted  in  the  character  of  certificates. 

At  an  early  date  the  Bureau  of  Census  at 
Washington  will  have  a representative  in 
Nashville  to  make  investigation  into  the  opera- 
tions of  our  vital  statistics  law.  The  admis- 
sion of  Tennessee  into  the  “ registration  area  ” 
of  the  United  States  will  be  an  assured  fact  if 
the  outcome  of  this  investigation  is  what  is 
hoped  for.  While  the  mere  admission  of  the 
state  into  the  registration  area  will  not  help 
much  toward  the  reduction  of  death  rate,  and 
is  not  absolutely  necessary  to  progress  in 
public  health  work,  still  it  is  a thing  much  to 
be  desired.  It  will  show  that  the  men  in 
charge  of  the  administration  of  public  health 
affairs  are  men  who  want  to  move  forward. 


and  it  will  show  that  the  medical  profession  of 
the  state  is  alive  to  its  privileges  and  to  its 
duties  to  the  public. 

The  doctors  of  Tennessee  have  done  well  in 
making  the  success  of  the  Bureau  of  Vital 
Statistics  what  it  has  been  and  what  it  is. 
There  are  some  who  have  hung  back  and 
some  others  who  have  positively  refused  their 
cooperation,  but  the  great  bulk  of  the  profes- 
sion in  the  state  have  been  reasonably  prompt 
and  careful  in  signing  death  certificates  and 
in  returning  certificates  of  birth.  A constantly 
decreasing  number  still  quarrel  a little  over 
the  fact  that  they  are  not  paid  a trifle  for  sign- 
ing certificates,  and  a constantly  increasing 
number  seem  to  recognize  their  duty  to  their 
patients  and  to  the  public,  and  appear  to  per- 
form this  smaller  task  most  gladly.  They 
may  be  sure  that  their  cooperation  is  duly  ap- 
preciated by  those  who  are  trying  to  serve  the 
state  through  their  efforts  to  increase  the 
efficiency  of  its  public  health  department,  and 
that  the  time  will  come  when  the  public  will 
recognize  with  gratitude  the  value  of  the 
service  they  have  rendered. 

While  death  and  birth  registration  is  far 
more  perfect  than  many  thought  it  would  be 
after  only  two  years  and  a half  of  the  opera- 
tion of  the  vital  statistics  law,  and  while  it  is 
believed  that  ninety  per  cent  or  more  of  all 
deaths  are  now  being  registered,  there  is  still 
some  room  for  improvement  in  the  character 
of  certificates  and  in  the  matter  of  prompt- 
ness in  reporting  births'.  If  the  physicians  will 
exercise  just  a little  more  care  in  assigning 
cause  for  death,  using  correct  terms  and  mak- 
ing specific  statements,  and  in  giving,  as  far 
as  they  can,  all  the  information  asked  for  on 
the  certificates,  then  the  Bureau  of  Vital  Sta- 
tistics will  indeed  be  a most  valuable  source 
of  informataon  to  the  profession,  a power  for 
the  protection  of  individual  and  public  rights, 
and  an  institution  of  great  credit  to  the  state. 

It  is  not  enough  to  assign  “ cancer  ” as  a 
cause  of  death.  Put  it  “ cancer  of  the  breast,” 
or  of  the  jaw,  or  of  whatever  part  or  organ 
was  diseased.  If  a baby  with  whooping 
cough  contracts  pneumonia  and  dies,  do  not 
neglect  to  give  both  the  direct  and  the  con- 
tributing cause  of  death  when  the  death  cer- 
tificate is  signed.  If  violence  of  some  nature 
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’ ' caused  death,  state  whether  it  was  accidental, 
> indicating  the  nature  of  the  accidents  or  homi- 
cidal. Try  to  make  the  death  certificate  as 
' ! complete  as  possible,  to  the  end  that  it  may 
1 j serve  every  purpose  for  which  it  is  intended. 

' Every  physician  in  Tennessee  whose  name  and 
I address  could  be  had  has  received  at  least  two 
i copies  of  the  little  book  issued  by  the  Bureau 
i of  Census,  which  gives  the  accepted  nomen- 
! clature  for  causes  of  death.  If  any  have  not 
! received  this  book,  it  may  be  had  for  the  ask- 
ing. 

' The  records  of  the  Bureau  of  Vital  Statistics 
1 are  valuable  indeed.  This  is  proved  by  the 
fact  that  now,  for  the  first  time,  we  are  in 
! position  to  know  definitely  what  diseases  are 
! killing  our  people,  and  to  know  what  headway 
is  being  made  against  them  ; to  know  where 
to  apply  efifort  for  the  prevention  of  disease  ; 
to  know  what  information  will  be  helpful  to 
the  people  and  to  give  them  the  information 
j in  dependable  shape.  Daily  demands  are  made 
I upon  the  Bureau  for  death  or  birth  certificates 
to  be  used  as  evidence  in  the  courts  of  the 
■ country ; and  upon  the  facts  established  by 
jl  these  certificates,  important  questions  aflfect- 
; ing  not  only  individuals,  but  also  the  whole 
people,  are  settled.  Because  they  are  doctors 
the  men  of  the  medical  profession  in  Tennes- 
see have  the  privilege  of  rendering  to  the  state 
the  service,  great  indeed  in  its  entirety,  but 
I relatively  small  in  the  individual  task,  which 
is  done  in  properly  and  promptly  making  out 
land  returning  death  and  birth  certificates, 
f They  have  done  well  thus  far,  and  our  faith 
is  that  they  will  do  even  better  in  the  future, 
'for  the  history  of  Tennessee  medicine  shows 
that  this  has  always  been  their  way  of  doing 
things. 


^ Do  you  wash  your  face  carefully,  and  then  use 
a common  roller  towel? 

Do  you  swat  the  fly,  and  then  maintain  a pile  of 
garbage  in  the  back  yard? 

j Do  you  believe  in  national  preparedness,  and 
jthen  fail  to  keep  yourself  physically  fit? 

Do  you  go  to  the  drug  store  to  buy  a tooth- 
brush, and  then  handle  the  entire  stock  to  see  if 
the  bristles  are  right  ? 
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OBION  COUNTY. 

The  October  meeting  of  the  Obion  County 
Medical  Society  was  the  best-attended  meeting 
of  the  year.  Reelfoot  Lake  fish  and  many  other 
good  things  must  have  helped.  About  twenty 
doctors  were  present.  The  doctors’  wives  also 
came*  to  this  outing  meeting  of  the  society,  and 
looked  so  handsome  and  so  happy  that  one  who 
did  not  know  would  never  have  imagined  that 
they  were  doctors’  wives.  An  especially  wel- 
come guest  was  Dr.  L.  W.  Haskell,  of  Memphis, 
who  read  the  paper  of  the  day,  on  “Acute  Condi- 
tions in  the  Abdomen  ” — a very  fine  paper.  Dr. 
J.  B.  Havener,  of  Troy,  was  to  have  had  a paper 
for  this  meeting,  but  was  unavoidably  absent. 

J.  D.  Carleton, 

Secretary. 


EAST  TENNESSEE  MEDICAL 
ASSOCIATION. 

One  hundred  and  twenty  East  Tennessee 
doctors  were  actually  registered  at  the  Jeffer- 
son City  meeting  of  the  East  Tennessee  Med- 
ical Association  on  October  12,  13.  The  large 
attendance  and  a good  programme,  together 
with  the  most  delightful  hospitality  of  the 
Jefferson  County  profession,  made  this  the 
very  best  meeting  on  record.  Drs.  J.  W.  Job- 
ling  and  E.  M.  Sanders,  of  Nashville,  were  the 
invited  guests,  and  contributed  very  valuable 
papers.  Officers  were  elected  as  follows: 
President,  Dr.  B.  M.  Tittsworth,  Jefferson 
City ; Vice  Presidents,  Dr.  T.  D.  Cloyd,  Mos- 
heim,  and  Dr.  B.  W.  Bagwell,  Madisonville ; 
Secretary-Treasurer,  Dr.  W.  N.  Lynn,  Knox- 
ville. The  spring  meeting  will  be  held  in  Day- 
ton  in  May. 

The  members  of  the  East  Tennessee  Asso- 
ciation are  of  the  best  men  of  the  profession 
in  the  thirty-four  counties  of  the  Eastern  sec- 
tion, and  are  making  this  society  a strong 
organization. 


HENDERSON  COUNTY. 

The  Henderson  County  Medical  Society  held 
its  regular  meeting  October  10.  The  meeting 
was  called  to  order  by  Dr.  J.  H.  England.  The 
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minutes  of  the  previous  meeting  were  read 
and  approved. 

The  society  then  went  into  the  election  of 
officers  for  the  ensuing  year.  The  following 
men  were  elected;  Dr.  W.  I.  Howell  was 
elected  President  by  acclamation ; Dr.  J.  P. 
Joyce  was  elected  First  Vice  President  by 
acclamation;  Dr.  J.  H.  England  was  elected 
Second  Vice  President ; Dr.  C.  E.  Bolen  was 
elected  Delegate  to  the  State  Medical  Society, 
which  meets  in  Nashville  in  the  early  part  of 
April;  Dr.  G.  A.  Brandon  was  elected  Alter- 
nate ; Drs.  Huntsman,  Arnold,  and  Davidson 
were  elected  Censors  for  1917 ; Dr.  S.  T.  Par- 
ker was  elected  Secretary,  for  the  fifth  time, 
by  acclamation. 

Speeches  for  the  good  of  the,  society  were 
made  by  Drs.  Bolen,  Boyd,  Keeton,  Stinson, 
and  others,  after  which  the  society  retired  to 
the  Scott  Cafe,  where  an  elaborate  dinner  was 
served  to  twenty  members.  A rising  vote  of 
thanks  was  given  to  the  Scott  Cafe  for  the 
excellent  dinner  and  the  kind  and  courteous 
treatment  given  each  one  present,  as  is  char- 
acteristic of  both  members  of  the  firm. 

In  the  afternoon  session  the  following  doc- 
tors reported  cases:  Drs.  McMillan,  Wylie, 
Bolen,  Stinson,  and  Johnston. 

The  day  was  very  pleasantly  and  profitably 
spent,  and  the  society  begins  the  new  year 
with  flattering  prospects.  Henderson  County 
is  known  throughout  the  state  as  having  the 
best-organized  society  and  most  loyal  physi- 
cians in  the  state.  Papers  for  next  meeting 
by  Drs.  Wylie,  Brandon,  Stinson,  and  Hunts- 
nian.  Samuel  T.  Parker, 

Secretary. 


MEETING  OE  THE  MEMPHIS  SOCIETY 
OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY. 

SEPTEMBER  12,  1916. 

(Dr.  Eontaine  Moore  in  the  Chair.) 

Quinine  Amblyopia. 

Dr.  Louis  Levy  presents  Mr.  G.  C.  B.,  who 
gives  the  following  history : About  seven 
months  ago  took  almost  a half  ounce  of  qui- 
nine, mistaking  same  for  epsom  salts.  First 
noticed  blindness  about  three  o’clock  in  the 


morning  following  the  taking  of  same.  For 
three  days  could  see  absolutely  nothing,  not 
even  light.  After  this,  vision  gradually  re- 
turned until  he  was  seeing  very  well,  although  | 
everything  looked  smoky.  About  the  latter 
part  of  June  vision  again  failed  until  he  had 
perception  of  light.  Upon  examination  I 
found  dilated  pupils,  which  did  not  react  to  , 
light.  The  ophthalmic  findings  at  the  same  i 
time  were  as  follows : Both  discs  very  pale, . , 
vessels  small,  with  colloid  excrescences  found  i 
in  elderly  people.  He  was  given  the  follow- 
ing treatment:  Strychnine  1-30  gr.  t.  i.  d., 
amyl  nitrite  inhalation,  and  general  elimina-  j 
tion.  On  August  31  the  blood  vessels  seemed  i 
larger,  the  discs  not  as  pale.  Vision,  however,  a 
remains  the  same.  | 

Dr.  Levy  would  like  to  hear  suggestions  ji 
from  the  members  as  to  anything  else  that  1 
could  possibly  be  done  to  bring  vision  up.  * 

Dr.  Simpson  had  seen  a similar  case  with 
no  improvement.  Patient,  however,  had  slight 
vision  left.  He  could  not  improve  upon  treat- 
ment already  used. 

Dr.  Hooker  saw  case  not  quite  as  bad  as 
one  presented,  in  which  vision  with  treatment 
improved. 

Dr.  Levy  reported  the  following  case: 

I was  called  to  see  Mr.  N.  H.,  of  Woodstock, 
Tenn.,  who  was  in  a local  sanitarium,  being 
treated  for  malarial  fever,  sestivo-autumnal|i 
type,  with  hematuria.  He  had  been  taking 
ninety  grains  of  quinine  per  day  before  blind-  i 
ness  came  on.  Blindness  first  noticed  upor  | 
waking  August  21,  and  continued  until  noor  ,1 
of  the  22d,  when  he  could  make  out  finger:  | 
at  one  foot.  Pupils  dilated,  but  react  to  light  i 
The  ophthalmic  findings : Fundus  anemic  f 
blood  vessels  small,  and  general  pallor  ovei  E 
disc.  Treatment:  Amyl  nitrite  inhalations  }i 
strychnine  sulphate  1-30  gr.  t.  i.  d.,  electrii  :i 
massage  over  temples  and  head  kept  lowerec  x 
as  much  as  possible,  general  elimination  l 
August  23d:  Fundus  better,  vessels  filling  out  I 
and  vision,  fingers  fourteen  feet.  Field  o > 
vision,  taken  with  a pencil,  practically  normal 
Still  complaining  of  the  fog.  August  24th 
Fog  not  as  great ; can  see  over  entire  room 
vision  seems  clearer.  Patient  left  for  home  oi 
the  following  day,  and  up  until  yesterday  wa 
doing  well. 
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Impaired  Vision  Due  to  Concussion. 

Dr.  J.  J.  Shea  presented  J.  W.  M.,  aged 
twenty-five.  Three  weeks  ago  patient  was  in 
a room  in  which  a compressed  tank  exploded, 
but  was  not  struck  by  any  of  the  flying  par- 
ticles. The  lids  became  swollen  and  the  con- 
junctiva deeply  injected.  Upon  examination 
the  vision  was  reduced  to  fingers  at  ten  feet. 
The  pupil  was  dilated  and  the  vitreous  found 
to  be  clear  and  the  fundus  normal,  the  disc 
normal.  One  week  later,  under  rest  and  atro- 
pine, the  vision  was  15-50.  Two  weeks  later 
the  vision  was  15-24. 

The  interest  in  the  case  is  the  fact  of  an 
injury  caused  by  concussion  without  any  ap- 
parent trauma  of  the  ball  or  any  defect  as  seen 
by  the  ophthalmoscope. 

Dr.  Howard  thinks  case  one  of  lues.  Thinks 
loss  of  vision  due  to  this'.  Discs  normal.  Ves- 
sels large.  White  line  upon  arteries  typical 
of  syphilis  and  easily  seen  in  negro. 

Dr.  Farrington  asked  Dr.  Howard  to  explain 
improvement  in  vision  without  syphilitic 
treatment. 

Dr.  Blue:  Fundus  shows  no  'trouble,  and 
thinks,  with  Df.  Shea,  due  to  concussion. 

Dr.  Shea,  in  closing,  said  that  he  felt  sure 
the  diagnosis  in  this  case  was  the  same  as 
the  diagnosis  made  from  concussion  due  to 
explosion  of  shells  that  we  read  so  much  of 
now  during  the  war. 

Traumatic  Retinal  Hemorrhage. 

Dr.  Robert  Fagin  presented  boy,  aged  thir- 
teen, who  complained  of  blurred  vision  and  a 
“black  spot”  before  the  right  eye.  The  boy 
gave  very  little  history,  except  that  he  and  his 
parents  were  absolutely  certain  that  the 
blurred  vision  was  of  recent  origin. 

This  eye,  from  outside  appearance,  showed 
no  change,  yet  at  the  test  case  the  vision  was 
reduced  to  fingers  at  three  feet.  Vision  in 
the  left  eye  was  up  to  standard.  There  was 
no  improvement  in  vision  in  either  eye  with 
a glass.  Perimeter  showed  central  scotoma 
in  right  eye,  with  normal  peripheral  fields. 
Pupils  dilated.  In  macular  region  of  right 
fundus  a good-sized  retinal  hemorrhage  is 
seen;  optic  disc  is  very  much  blurred,  and 
there  is  a whitish  area  between  macular  and 
disc;  vessels  obliterated.  Patient  was  sent  to 
family  physician,  who  took  blood  pressure,  ex- 


amined urine,  made  Wassermann,  and  a com- 
plete physical.  Each  test  was  negative.  On 
inquiry  as  to  trauma,  the  entire  family  re- 
membered that  two  weeks  previously,  while 
playing,  the  eye  was  struck  by  the  fist  of  an- 
other boy.  This  patient  is  presented  for  ex- 
amination and  diagnosis  as  to  cause.  At  pres- 
ent there  is  a slight  descemetitis. 

Dr.  Stanford  has  seen  two  cases  of  injury, 
both  having  been  struck  in  the  eye,  that  pre- 
sented similar  appearance,  but  the  diagnosis 
in  these  cases  was  rupture  of  the  retina. 

Dr.  Moore  said  there  was  a marked'  desce- 
metitis which  was  not  seen  originally.  What 
caused  it? 

Dr.  Fagin,  in  answer  to  this  question, 
thought  the  intraocular  inflammation  was  the 
cause  of  same.  There  are  no  vitreous  opaci- 
ties. 

Dr.  Simpson  said  hemorrhage  of  choroid 
should  be  thought  of  in  this  case,  as  it  occurs 
in  males,  especially  young  men  and  boys, 
without  apparent  cause.  However,  is  usually 
more  extensive ; the  increased  coagulability 
of  the  blood  and  the  danger  to  closing  of  the 
blood  vessels  by  clotting  seems  to  be  the 
cause  of  hemorrhages  in  these  cases. 

Dr.  Fagin,  in  closing,  said  that  when  he  first 
saw  the  boy  they  gave  no  history  of  injury. 
He  first  thought  it  was  spontaneous  rupture, 
and  wondered  why  a boy  thirteen  years  old 
should  have  hemorrhage.  Louis  Levy, 

Secretary. 


MEETING  OF  THE  MEMPHIS  SOCIETY 
OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY. 

OCTOBER  10,  1916. 

(Dr.  J.  L.  Minor  in  the  Chair.) 

COLOBOMA  OF  THE  ChOROID. 

Dr.  Robert  Fagin  presented  Mr.  A.  D.  E., 
aged  forty-five  years,  who  gave  the  following 
history:  Has  noticed  lately  that  for  reading 
he  has  had  to  strain  his  eyes.  The  vision  in 
the  left  eye  is  very  poor,  and  has  been  for 
some  years.  Objects  are  blurred  and  indis- 
tinct. Upon  ophthalmoscopic  examination  the 
fundus  of  right  eye  is  normal;  the  fundus  of 
the  left  shows  spots  of  choroiditis  and  con- 
genital disarrangements  of  blood  vessels,  with 
some  pigmentation  in  places  in  front  of  blood 
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vessels.  Vision  in  this  eye  is  4-200,  unim- 
proved with  glass. 

Dr.  Ellett  thought  the  condition  was  con- 
genital and  is  what  has  been  described  as  the 
“ medusa  head  ” appearance  of  the  nerve. 
The  pigment  in  some  places  lies  in  front  of  the 
blood  vessels,  but  one  conspicuous  lesion  be- 
tween the  nerve  and  the  macula  is  evidently 
deeper  than  the  retina.  While  this  does  not 
have  the  appearance  of  a coloboma  of  the 
choroid,  it  might  be  something  of  that  nature. 

Dr.  Fagin,  in  closing,  said  that  he  would  try 
to  have  a picture  made  of  this  fundus,  as  he 
had  been  unable  to  find  anything  that  looked 
like  it  in  any  work  upon  the  fundus. 

Dr.  Ellett  reported  the  following  cases : 

1.  Melanotic  Sarcoma  of  the  Choroid. 

Mrs.  J.  A.  D.,  aged  thirty-five.  In  the  fall 
of  1911  she  discovered  that  her  right  eye  was 
practically  blind.  In  March,  1912,  I found 
vision  in  that  eye  was  ability  to  see  moving 
objects.  The  note  of  the  eye  ground  was  as 
follows : “ O.  D.  Macula  chorio-retinitis.  The 
lesions  are  bright  yellowish  white,  mostly  one 
vessel  in  diameter,  with  two  larger  ones.  All 
are  sharply  defined.  No  pigment.”  I did  not 
see  the  patient  again  for  two  years,  when  the 
following  note  was  made : “ O.  D.  A localized 
retinal  detachment  covers  the  nerve  head  and 
extends  up,  out,  and  down.  Normal  retina 
can  be  seen  all  around  it.  The  detached  area 
is  about  4 dd.  in  size,  and  the  top  is  seen  with 
-1-12.  General  fundus  emmetropic.  Retinal 
detachment  below.  Pupil  normal.  There  are 
no  visible  choroidal  spots,  but  below  the  mass 
described  a few  faintly  striated  shimmering 
areas,  probably  retinal  folds.  Tension  17 
(Gradle).  A diagnosis  of  tumor  was  made. 
A month  later  the  growth  was  14  D.  in  height. 
Advised  enucleation.  February  13,  1914;  Saw 
Dr.  Casey  Wood,  of  Chicago,  who  agreed  as 
to  diagnosis  and  treatment.  He  spoke  of  the 
ijormal  tension  as  unusual.  The  eye  was  re- 
moved February  14,  and  a pigmented  tumor 
found  occupying  one-fourth  of  the  vitreous 
chamber.  Sections  were  showm,  the  growth 
being  a melanotic  sarcoma.  There  has  been 
no  recurrence  to  date. 

2.  Melanotic  Sarcoma  of  the  Choroid.  Prob- 
able Abdominal  IMetastasis  After  Sixteen 
Years. 


Miss  E.  M.,  aged  forty-three  years,  was  seen 
December  10,  1900.  Six  months  previously  the 
vision  in  the  right  eye  had  failed,  and  she  con- 
sulted an  optician,  who  told  her  that  glasses 
would  cure  her  and  it  was  not  necessary  to 
consult  a physician.  The  vision  of  the  eye  was 
15-200.  There  was  a slight  enlargement  of 
the  anterior  ciliary  veins,  and  nothing  else  ab- 
normal externally.  The  left  eye  was,  and  has 
remained,  normal.  In  the  right  eye  ground  a 
whitish  swelling  was  seen  down  and  out  from 
the  disc  and  one  disc  diameter  from  it,  pro- 
jecting forward  7 D.  It  was  three  disc  diame- 
ters wide,  an(j  around  it  the  retina  was  wrin- 
kled; nerve  and  vessels  normal,  tension  nor- 
mal. She  had  been  seen  by  a physician  in  Illi- 
nois in  September,  1900,  and  a letter  from  him 
gave  the  findings  as  at  my  visit.  The  mass 
continued  to  get  larger,  and  by  March,  1901,  ' 
the  retinal  detachment  extended  to  the  disc. 
Dr.  J.  E.  Minor  saw  the  case  at  this  time,  and 
was  not  sure  that  it  was  a tumor,  largely  on 
account  of  the  normal  tension.  June,  1901 : 
The  detached  retina  overlaps  the  disc  like  a 
bleb,  and  extends  from  the  upper  temporal  to 
the  lower  nasal  vessels  and  as  far  outward  as 
one  can  see.  The  top  is  seen  with  +12.  The 
field  shows  a large  central  scotoma.  Vision 
4-200.  September  11 : Pupil  no  longer  reacts. 
March,  1902 ; The  retina  is  completely  de-  | 
tached,  except  the  upper  and  inner  quadrant,  i 
Separate  areas  of  detachment  down  and  in  . 
and  out.  Is  under  another  physician’s  care.  I 
June  7 : Tension  +1.  Eye  injected  and  some  ■ 
pain.  July  2:  Pronounced  glaucoma.  July  4, 
1902 : Saw  the  case  in  consultation  with  the  1 
attendant,  and  advised  enucleation.  He  per-  ; 
formed  it  on  July  4,  1902. 

A section  of  the  eye  showed  a growth  as 
indicated  in  the  photograph.  Microscopic  sec-  | 
tions  showed  a spindle-celled  sarcoma  with  \ 
some  pigmentation.  Diagnosis,  melanotic  sar-  I 
coma. 

The  patient  remained  well  until  the  summer  i 
of  1916,  when  she  was  seen  hy  several  physi- 
cians for  some  abdominal  trouble.  One  physi-  : 
cian  diagnosed  Banty’s  disease,  and  advised 
splenectomy ; another  took  her  history,  and  i 
is  inclined  to  think  the  trouble  is  malignant.  i 
The  patient  is  now  a devout  Christian  Scien- 
tist. 


November,  1916. 


BOOK  REVIEWS. 


305 


3.  Probable  Apoplexy  of  the  Cuneus. 

Mrs.  E.  G.  M.,  aged  sixty-seven,  was  seen 
by  Dr.  Farrington  in  the  spring  of  this"  year 
for  an. affection  of  the  ear,  consisting  of  a soft 
growth,  almost  filling  the  external  auditory 
canal.  This  was  partly  removed,  very  free 
and  prolonged  bleeding  interfering  with  a sat- 
isfactory removal.  (Sections  of  this  growth 
were  presented,  showing  the  mass  to  be  a well- 
organized  polyp.) 

About  September  8 she  had  something  like 
a stroke.  She  was  numb  all  over,  especially 
in  the  right  arm,  so  dizzy  that  she  could  not 
stand,  and  was  in  bed  two  weeks.  She  did  not 
lose  consciousness.  Since  getting  up  the  vi- 
sion of  both  eyes  is  dim.  Examination  showed 
0.  D.  20-80,  +1.00  ax  90°=20-40  m.  O.  S.  20-40. 
Not  improved  by  glasses. 

The  pupils  were  equal  and  active.  There 
was  a considerable  nuclear  haze  in  each  lens, 
with  a few  floaters  in  the  vitreous.  Fundus 
details  dim,  but  apparently  normal.  The  fields 
show  a defect  in  the  upper  right-hand  quad- 
rant, as  shown.  General  examination  shows 
no  abnormality.  Blood  pressure,  150.  Urine, 
normal.  Blood  85  per  cent  haemoglobin,  9,500 
whites,  with  55  per  cent  polys.  Some  gastric 
hyperacidity.  From  the  defect  in  the  field,  the 
lesion,  probably  hemorrhagic,  would  seem  to 
be  located  in  the  lower  1-3  of  the  cuneus  on 
the  left  side. 

Dr.  Fagin  asked  Dr.  Ellett  if  he  thought 
case  number  2 that  he  reported  was  due  to 
metastasis. 

Dr.  Minor  wanted  to  know  if  in  case  3 Dr. 
Ellett  had  also  made  the  light  test  in  the 
scotoma  area. 

Dr.  Ellett,  in  closing,  said  that  he  had  not 
seen  case  2,  but  that  the  internist  seemed  to 
think  so. 

I 

In  answer  to  Dr.  Minor,  he  said  that  the 
light  test  was  not  made.  Louis  Levy, 

Secretary. 
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PRACTICAL  MEDICINE  SERIES.  1916.  Vol.  IV., 
Gynecology;  Vol.  V.,  Pediatrics  and  Orthopedic 
Surgery.  The  Yearbook  Publishers,  Chicago. 

These  two  volumes  of  this  splendid  and  popular 
series  are  fully  up  to  the  long-established  standard, 
each  volume  being  a very  complete  review  of  the 
literature  upon  the  subject  with  which  it  deals. 


THE  MEDICAL  CLINICS  OF  CHICAGO.  Volume 

2,  Number  2;  September,  1916.  Bimonthly,  by  W.  B. 

Saunders  Company,  Philadelphia.  $8  per  year. 

This  number  of  the  Chicago  Clinics  is  perhaps  one  of 
the  best  which  has  come  out  since  the  publication  of  the 
Clinics  began.  It  contains  contributions  from  ten  of 
Chicago’s  best  clinicians,  all  ofOhem  dealing  with  sub- 
jects of  present-day  interest  and  all  of  them  carrying 
instructive  lessons,  which  are  forcibly  brought  out  by 
the  various  clinicians  presenting  them. 


DISEASES  OF  THE  EYE.  By  George  E.  de 
Schweinitz,  M.D.,  Professor  of  Ophthalmology  in 
the  University  of  Pennsylvania.  Eighth  edition,  re- 
vised and  enlarged.  W.  B.  Saunders  Company,  Phil- 
adelphia, 1916. 

There  is  no  need  for  a long  review  of  any  standard 
work  such  as  the  book  of  de  Schweinitz  is  universally 
given  up  to  be.  One  word  is  descriptive  of  the  book 
and  its  author — •“  fine ! ” Just  what  the  eighth  revised 
edition  of  de  Schweinitz  on  “ Diseases  of  the  Eye  ” 
ought  to  be,  that  it  is.  The  new  that  is  known  is  in- 
cluded with  the  old  that  has  been  proven  by  usage. 
Especially  worthy  of  note  are  the  chapters  on  refrac- 
tion, iritis,  the  section  on  the  use  of  Rontgen  rays  in  the 
localization  of  foreign  bodies,  and  the  inclusion  of  de- 
scriptions of  new  operative  procedures  not  to  be  found 
in  other  texts. 


HOW  TO  LIVE.  Rules  for  Healthful  Living  Based 
on  Modern  Science.  By  Irving  Fisher,  Professor  of 
Political  Economy,  Yale  University,  and  Eugene  Ly- 
man Fisk,  M.D.,  Director  of  Life  Extension  Institute. 
Eighth  Edition,  Revised.  Funk  & Wagnalls  Company, 
New  York. 

This  book  is  designed  to  spread  knowledge  of  indi- 
vidual hygiene  and  to  further  the  aims  of  the  Life  Ex  ■ 
tension  Institute,  under  whose  auspices  it  is  published. 
It  is  doubtful  that  a better  work  of  its  kind  has  ever 
been  published.  The  book  is  full  of  helpful  informa- 
tion presented  in  a plain,  common-sense  way,  so  that  an 
ordinary  person  may  read  and  understand.  There  is 
nothing  to  frighten  and  stampede  the  reader,  but  much 
to'  appeal  to  his  intelligence  and  to  quicken  his  deter- 
mination to  live  right  and  so  protect  his  own  health  and 
the  health  of  his  community. 
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THE  CLINICS  OF  JOHN  B.  MURPHY.  Vol.  V., 
No.  4,  August,  1916.  Bimonthly  by  W.  B.  Saun- 
ders Company,  Philadelphia. 

This  number  of  Murphy’s  Clinics  contains  “talks  ’’ 
on  more  than  thirty  cases,  covering  a wide  range  of 
subjects,  and  is  full  of  instructive  information,  such 
as  is  always  found  in  this  most  valuable  periodical. 
It  is  futile  to  try  to  particularize  in  a review  of  this 
volume — every  case  discussed  carries  valuable  les- 
sons presented  in  the  inimitable  style  of  the  great 
teacher  of  surgery,  whose  recent  death  brought 
great  sorrow  to  the  whole  medical  world. 


PHARMACOLOGY  AND  THERAPEUTICS.  By  H. 
C.  Wood,  Jr,.,  M.D.,  Professor  of  Pharmacology  and 
Therapeutics  in  the  University  of  Pennsylvania.  Sec- 
ond Edition.  J.  B.  Lippincott  Company,  Philadelphia, 
1916.  Cloth,  $4. 

This,  the  second  edition  of  Wood’s  Pharmacology 
and  Therapeutics,  is  characterized  by  the  same  careful 
attention  to  important  detail  as  have  been  all  the  works 
of  H.  C.  Wood— Senior  and  Junior.  The  old  and  the 
new  systems  of  measures  and  weights  are  both  used, 
and  the  English  vtil  has  been  substituted  for  the  more 
or  less  bothersome  c.c.  of  the  metric  system.  The  newer 
drugs  have  been  very  thoroughly  treated  and  conserva- 
tive statement  adhered  to  in  regard  to  their  value  as 
therapeutic  agents.  Those  substances  which  are  official 
are  given  preference  throughout.  In  every  respect  this 
work  is  worthy  of  commendation.  W. 


DISEASES  OF  THE  SKIN.  By  Richard  L.  Sutton, 

M.D.  C.  V.  Mosby  Company. 

The  author  here  presents  a work  designed  to  com- 
pletely cover  this  branch  sufficient  for  all  practical  pur- 
poses, and  yet  not  too  voluminous  for  even  the  busiest 
practitioner.  Well,  indeed,  has  he  accomplished  this 
end.  The  arrangement  and  system  is  not  unlike  that  of 
most  modern  authorities  on  this  branch.  On  the  fun- 
damentals he  gives  ample  space  even  for  the  careful 
student,  yet  not  enough  to  be  tiresome.  The  chapter  on 
“ Distribution  and  Type  of  Eruption  as  Diagnostic  Fac- 
tors ’’  is  a well-arranged  thing  and  of  especial  value  for 
the  student.  The  author  shows  a wide  range  of  obser- 
vation and  study  on  pathology,  this  being  one  of  the 
strongest  features  of  the  work.  Many  valuable  and 
beautiful  microphotographs  accompany  his  descriptions. 
His  descriptions  of  the  gross  and  histological  changes 
are  clear,  complete,  and  to  the  point.  In  dealing  with 
etiology,  the  writer  has  very  wisely  left  out  many  tire- 
some, old-time  theories  which  are  unscientific  and  often- 
times misleading,  especially  to  the  student.  Treatment 
has  been  given  close  attention ; and  here,  too,  he  has 
wisely  stayed  away  from  the  multiplicity  of  remedies 
given  by  some  men.  The  chapter  on  X ray  and  radium 
might  have  been  more  extensive  for  present-day  pur- 
poses, yet  the  main  practical  points  about  the  applica- 
tion of  these  remedies  are  brought  out  under  the  treat- 


ment of  different  diseases.  When  it  comes  to  illustrations, 
this  book  at  once  takes  first  place.  No  better  photo- 
graphs have  ever  been  presented  in  any  text  on  skin, 
not  even  excepting  the  Dermachrones  by  different  ones. 
More  typical  and  valuable  illustrations  are  shown  of  a 
greater  number  of  skin  diseases  in  their  various  phases 
than  I have  ever  seen  in  any  one  text  on  dermatology. 
This  alone  makes  the  book  the  most  valuable  of  all  to 
the  general  practitioner  who  has  not  had  opportunity  to 
see  these  diseases  for  himself.  They  are  also  a joy  for 
the  dermatologist.  It  is  an  all-around  splendid  book. 

Howard  King. 


CHILDREN’S  TEETH. 

A recent  investigation  made  by  the  United 
States  Public  Health  Service  in  connection  with 
studies  of  rural  school  children  showed  that  49.3: 
per  cent  had  defective  teeth,  21.1  per  cent  had; 
tw'o  or  more  missing  teeth,  and  only  16.9  per  cent^ 
had  had  dental  attention.  Over  14  per  cent  never 
used  a toothbrush,  58.2  per  cent  used  one  occa- 
sionally, and  only  27.4  per  cent  used  one  daily. 
Defective  teeth  reduce  physical  efficiency.  Dirty, 
suppurating,  snaggle-toothed  mouths  are  respon- 
sible for  many  cases  of  heart  disease,  rheuma- 
tism, and  other  chronic  affections.  The  children 
are  not  responsible  for  the  neglected  state  of  their 
teeth.  The  ignorant  and  careless  parent  is  to 
blame  for  this  condition — a condition  which  ham-| 
pers  mental  and  physical  growth  and  puts  a per-, 
manent  handicap  on  our  future  citizens.  School- 
teachers can  do,  and  are  doing,  much  in  incul- 
cating habits  of  personal  cleanliness  on  the  rural 
school  child ; but  this  will  fail  of  the  highest  ac- 
complishment unless  parents  cooperate  heartily 
and  continuously.  This  is  a duty  which  we  owe 
our  children. — Health  Nezvs,  U.  N.  P.  H.  Service. 


The  last  Congress  enacted  legislation  which 
will  provide  for  about  three  hundred  additional 
medical  officers  in  the  IMedical  Corps  of  the 
United  States  Navy.  Applicants,  must  be  be- 
tween the  ages  of  twenty-one  and  thirty-two,  cit- 
izens of  the  United  States,  and  must  submit  sat- 
isfactory evidence  of  preliminary  and  medical 
education.  Pay  ranges  from  $2,000  to  $8,000,' 
with  allowances,  depending  upon  rank.  Full  in-l 
formation  may  be  had  by  writing  Surgeon  Gen^ 
eral.  United  States  Navy,  Washington. 


The  hand  that  carries  food  to  the  mouth  can 
also  carry  disease  germs. 
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UTERINE  HEMORRHAGE. 


SOME  REASONS  WHY  A THOROUGH  PELVIC 

AND  GENERAL  EXAMINATION  IS  IMPER- 
ATIVELY DEMANDED  IN  ALL  CASES 
OF  HEMORRHAGE  FROM  THE 
UTERUS  OUT  OF  ORDER.* 

By  Frank  D.  Smythe,  M.D.,  F.A.C.S., 
Memphis,  Tenn. 

Uterine  hemorrhage  consists  of  an  excessive 
amount  of  blood  loss  during  menstruation,  the 
loss  of  blood  from  the  uterus  having  no  connec- 
jtion  with  the  function  of  menstruation.  The 
presence  of  blood  between  the  periods,  whether 
much  or  little,  constitutes  a hemorrhage  from 
"he  uterus. 

Hemorrhage  from  the  uterus  is  a symptom 
very  frequently  encountered  by  the  physician,  and 
i;he  cause  of  the  hemorrhage  may  be  pathology 
located  in  the  pelvis,  or  it  may  be  constitutional 
n nature  and  depend  upon  organic  changes  or 
'unctional  disturbances.  I find  from  a review  of 
ny  case  records  that  in  the  majority  of  married 
ind  parous  women  experiencing  blood  loss  from 
he  uterus  the  cause  of  the  hemorrhage  is  lo- 
cated in  tlje  pelvis.  In  the  virgin  it  is  very  much 
'nore  frequently  of  constitutional  origin.  This 
iS  especially  true  in  young  women. 

My  object  in  presenting  a paper  to  this  asso- 
iation  on  the  subject  of  uterine  hemorrhage  is 
-lO  bring  out,  if  possible,  the  importance  of  recog- 
lizing  the  cause  of  the  hemorrhage  in  a given 
,ase  in  order  that  the  patient  may  be  given  the 
dvantage  of  rational  treatment  without  delay, 
|s  delay  in  applying  the  proper  remedy  proves 
isastrous  in  a very  large  number  of  cases ; and 
1 

! *Read  at  the  meeting  of  the  West  Tennessee  Medical  and  Sur- 
cai  Association,  May,  1916. 


not  a few  are  denied  a chance  for  life  where  a 
prescription  is  given  for  a symptom,  the  physi- 
cian failing  to  make  an  examination  to  determine 
the  cause  of  the  symptom. 

The  most  usual  local  causes  of  menorrhagia  in 
the  virgin  are : 

1.  Congestive  endometritis. 

2.  Uterine  myomata. 

3.  Malpositions,  especially  retrodisplacements. 

4.  Tuberculosis  of  the  tubes  and  uterus. 

5.  Diseases  of  the  ovaries,  especially  cysts  of 
moderate  size,  with  torsion  of  pedicle. 

In  the  married  and  parous  patient,  in  addition 
to  the  above,  are  : 

1.  Subinvolution. 

2.  Metritis. 

3.  Purulent  salpingitis. 

4.  Carcinoma  and  sarcoma  very  rarely  respon- 
sible for  hemorrhage,  limited  to  the  menstrual  pe- 
riod. 

The  constitutional  conditions  dependent  upon 
organic  lesions  situated  outside  of  the  pelvis  re- 
sulting in  menorrhagia  are,  in  the  order  of  im- 
portance and  frequency,  as  follows: 

{a)  Organic  disease  of  the  heart,  especially 
mitral  lesions. 

(b)  Cirrhosis  of  the  liver. 

(c)  Aleritis. 

(c?)  Tuberculosis,  general,  rarely  the  cause  in 
the  absence  of  involvement  of  the  uterus.  Gen- 
erally speaking,  patients  with  tuberculosis  have 
scanty  menstruation  or  amenorrhea. 

Metrorrhagia. 

Metrorrhagia  is  hemorrhage  from  the  uterus, 
having  no  connection  with  the  menstrual  period; 
and  the  pathology  responsible  for  the  hemor- 
rhage is  local,  such  as : 

(a)  Abortion,  complete  and  incomplete. 
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(h)  Endometritis,  especially  gonorrheal. 

(c)  Uterine  myomata — submucous  and  inter- 
stitial neoplasms  encroaching  upon  the  endome- 
trium. 

(d)  Carcinomata — cervicis  uteri. 

(c)  Carcinomata — corpus  uteri. 

if)  Extra-uterine  pregnancy. 

(g)  Arteriosclerosis — chorioepitheliomata. 

(h)  The  latter  should  be  suspected  in  cases  of 
persistent  hemorrhage  following  expulsion  of  a 
mole  and  abortions  or  after  delivery  at  term. 
Should  hemorrhage  recur  some,  days  after  cessa- 
tion of  the  normal  lochia,  such  a case  should  be 
curetted  without  delay  and  scrapings  submitted 
to  a pathologist  for  examination  and  report. 
Should  the  report  reveal  syncytial  cells,  hyster- 
ectomy should  be  performed  without  delay,  as 
this  variety  of  malignant  disease  is,  of  all  forms 
of  cancer,  the  most  rapid  in  growth,  metastases 
to  distant  parts  through  the  blood  stream,  and 
becomes  a hopeless  case  soon  after  its  develop- 
ment. 

The  immense  value  of  complete  examination 
and  early  diagnosis  certainly  cannot  be  ques- 
tioned where  the  symptoms  might  be  due  to  a 
disease  that,  if  treated  symptomatically,  termi- 
nates in  100  per  cent  mortality  in  the  absence  of 
surgical  treatment  while  it  is  a local  affection. 

I will  not  attempt  to  take  up  and  discuss  sep- 
arately the  various  conditions  surgical  in  nature 
having  hemorrhage  from  the  uterus  as  a symp- 
tom. It  would  take  up  entirely  too  much  time 
for  an  occasion  of  this  kind,  though  each  and 
every  cause  mentioned  deserves  special  consider- 
ation. A book  could  be  written  upon  the  subject. 

Uterine  myoma  is  a common  offender.  Thirty- 
five  per  cent  of  women  over  forty  years  of  age 
are  affected  with  uterine  myomata.  It  is  of  all 
causes  the  most  commonly  responsible  for  men- 
orrhagia. Large  fibroids  are  rarely  overlooked  ; 
neither  are  large  fibroids  very  often  responsible 
for  excessive  hemorrhage  from  the  uterus.  It  is 
the  small  submucous  and  interstitial  tumors 
which  result  in  excessive  blood  loss.  Such  tu- 
mors very  frequently  do  not  increase  the  size  of 
'the  uterus  but  little,  if  any,  for  a long  time;  and, 
because  of  their  location,  failure  of  recognition 
is  common  where  the  ordinai'y  method  of  con- 
ducting an  examination  only  is  resorted  to.  Such 
cases  are  frequently  curetted,  and  relief  for  a 
while  is  obtained.  Soon,  however,  the  hemor- 
rhage recurs.  Medical  treatment  is  continued 


because  of  failure  of  operation  to  afford  the  per- 
manent relief  that  was  expected  or  promisee! 
from  surgical  treatment.  iMenorrhagia  recur; 
very  soon,  the  anaemia  is  progressive,  and  the  pa 
tient  soon  presents  an  almost  bloodless  appear- 
ance, with  haemoglobin  as  low  at  times  as  15  pei 
cent.  Given  a patient  with  such  a history,  where 
positive  diagnosis  of  fibroid  cannot  be  made  U 
its  detection  upon  the  surface,  the  cervical  cana 
should  be  slowly  dilated  under  ether  sufficientb 
wide  to  enable  the  surgeon  to  introduce  : 
searcher,  either  a curette  or  his  little  finger  (th( 
latter  preferred),  so  as  to  thoroughly  explore  tin, 
uterine  cavity,  and,  if  need  be,  do  a hysterotomy 
so  as  to  eliminate  all  possibility  of  doubt  as  to  thi 
presence  or  absence  of  a neoplasm. 

One  would  be  astonished  at  the  large  numbe 
of  such  cases  with  small  myomata — myomat; 
which  could  not  have  been  detected  by  the  ordi' 
nary  method  of  conducting  an  examination.  I 
carefully  conducted,  hut  vigorous,  curettemen 
will  sometimes  suffice,  though,  generally  speak 
ing,  unsuccessful  ultimately.  Myomectonr, 
should  be  done  in  young  women.  Should  ther 
be  other  tumors  within  the  walls  of  the  uterus 
numerous,  whether  of  good  size  or  not.  supra 
vaginal  hysterectomy,  including  removal  of  th 
cervical  mucosa,  is  the  operation  that  should  b 
performed.  Such  an  'operation  is  followed  by 
radical  cure  with  a minimum  of  sequellae.  i 

The  temptation  to  limit  our  work  to  the  re 
moval  of  the  tumors,  when  not  too  large,  is  verj 
great  and  is  ofttimes  a justifiable  procedure 
However,  the  surgeon  who  adopts  this  metho 
as  a routine  will  be  frequently  called  upon  to  of 
erate  later  for  a fibroid  tumor  of  the  uterus,  an 
only  occasionally  will  he  have  the  supreme  sat 
isfaction  of  being  called  upon  to  attend  the  cas 
at  delivery.  However,  I have  had  such  exp( 
rience  on  three  different  occasions.  “A  uterr 
that  has  grown  a fibroid  has  twenty  chances  t ij 
grow  another  to  one  chance  of  becoming  prej 
nant.” 

Ovarian  cysts  of  moderate  size  are  more  fn  (jj 
quently  responsible  for  uterine  hemorrhage  tha 
is  commonly  believed,  and  not  so  often  ovei  (u, 
looked  as  the  small  uterine  myomata ; nevertln  f 
less,  a good-sized  ovarian  cyst  can  be  presen 
situated  low  down  in  the  pelvis,  without  attrac  jj 
ing  the  patient’s  attention  to  its  presence,  and  sh 
will  continue  to  suffer  from  uterine  hemorrhag  , 
Should  a physician  be  consulted  for  relief  sougl  (jn 
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-—cure  of  the  symptom,  hemorrhage — who  had 
acquired  the  habit  of  prescribing  for  patients 
without  an  examination,  the  presence  of  the  tu- 
mor would  continue  to  remain  unsuspected  until 
some  one  was  consulted  who  would  not  prescribe 
for  a symptom  without  making  an  honest  effort 
to  ascertain  the  responsible  cause.  I have  seen 
not  a few  just  such  cases. 

The  proper  treatment  for  such  a case  would 
be,  first,  oophorocystectomy ; and,  as  every  sur- 
gical case  is  likewise  a medical  case,  appropriate 
remedial  agents  should  be  administered  for  the 
purpose  of  hastening  convalescence  and  for  the 
accomplishment  of  such  additional  alterations  in 
the  function  of  organs  as  are  found  necessary 
in  the  interest  of  the  patient.  Medical  treatment, 
in  the  absence  of  removal  of  the  cause,  could  not 
prove  otherwise  than  abortive. 

Carcinoma  of  the  uterus  alone  is  very  seldom 
the  cause  of  menorrhagia.  The  victim  of  can- 
cer of  the  uterus  may  menstruate  to  excess.  She 
will,  in  addition  to  the  excessive  menstruation 
due  to  the  cancer,  lose  blood  between  her  periods, 
for  the  reason  that  in  cancer  cases  the  hemor- 
rhage has  as  its  source  of  origin  the  cancer 
proper.  Not  so  with  the  affections  responsible 
for  excessive  loss  of  blood  limited  to  the  period. 
The  blood  in  menorrhagic  cases  issues  from  the 
endometrium  only.  Less  important,  but  com- 
mon, affections  resulting  in  excessive  loss  dur- 
ing the  period — menorrhagia — such  as  subinvo- 
lution and  malpositions,  by  interfering  with  the 
pelvic  circulation,  if  permitted  to  remain  un- 
treated too  long,  result  in  the  development  of 
glandular  hypertrophy,  overgrowth  of  connective 
tissue,  and  increase  in  size  and  number  of  the 
glands  and  blood  vessels  which,  during  the  cata- 
menia, throw  out  an  excessive  quantity  of  blood 
liberally  mixed  with  mucus.  The  treatment  of 
such  cases  may  be  simple  or  complicated,  depend- 
ing upon  the  pathology  present,  and  will  vary  in 
different  cases  from  curettement  of  the  endo- 
metrium from  the  uterus,  trachelorrhaphy,  peri- 
neorrhaphy, or  some  of  the  many  more  or  less 
ingenious  operations  devised  for  the  cure  of 
retroversion. 

Extra-uterine  pregnancy  is  of  common  occur- 
rence, and  hemorrhage  always  occurs  after  abor- 
' tion  or  rupture ; and,  without  the  history  of  the 
case,  its  presence  will  almost  always  be  over- 
! looked,  and  a curettement,  which  operation  is 
positively  contraindicated  in  such  cases,  advised 


for  arrest  of  a hemorrhage,  unless  you  are  pre- 
pared to  do  section  at  the  same  sitting.  I have 
known  of  more  than  one  case  that  terminated  in 
the  loss  of  life  from  intra-abdominal  rupture 
during  the  performance  of  the  operation  of  cu- 
rettement for  a supposedly  incomplete  abortion — 
uterogestation.  And  we  do  know  that  few,  if 
any,  conditions  exist  the  history  of  which  points 
so  unerringly  in  the  direction  of  the  location  of 
the  lesion.  Again,  the  importance  of  careful  ex- 
amination, which  cannot  be  made  without  obtain- 
ing a history  of  the  case,  and  from  the  evidence, 
is  overwhelmingly  impressed  upon  us. 

Cancer. 

Cancer  in  the  corpus  is  practically  a postcli- 
macteric disease,  and  is  nearly  always  suspected ; 
while  cancer  of  the  cervix  occurs  much  earlier  in 
life,  and,  as  a rule,  in  healthy  women  of  large 
families.  It  is,  ol  all  causes  of  hemorrhage  of 
the  uterus,  the  least  suspected  by  the  patient ; 
and  many  times  the  physician  is  too  slow  to  insist 
upon  an  examination  until  the  cancer  no  longer 
remains  a local  affection,  and,  likewise,  no  longer 
curable.  The  disease  is  so  common  that  every 
physician  engaged  in  general  practice  in  this 
country  sees  on  an  average  of  at  least  one  case  a 
year. 

Ulceration  of  the  Cervix. 

So-called  “ ulceration  of  the  cervix  ” is  either 
a lacerated  cervix,  with  erosion  and  eversion,  or 
the  lesion  is  malignant,  in  practically  all  cases 
over  thirty  years  of  age.  Other  lesions  situated 
upon  the  cervix  and  found  in  younger  women  are 
specific  in  nature  or  tubercular,  usually  specific. 

Such  lesions  are  essentially  surgical,  the  former 
requiring  trachelorrhaphy,  the  latter  hysterec- 
tomy. These  cases  are  entitled  to  protection  and 
t©  proper  treatment,  and  they  receive  neither 
where  gynecological  tinkering  and  medical  treat- 
ment is  the  order  of  the  day  for  lesions  surgical 
in  nature. 

Uterine  hemorrhage  in  women  thirty-five  or 
forty  years  of  age  or  over,  bleeding  more  or  less 
persistent  or  recurring,  is  not  of  uncommon  oc- 
currence. The  cause  of  hemorrhage  in  these 
cases  is  situated  in  the  uterus,  and  the  treatment 
indicated  is  hysterectomy. 

Examination  of  the  specimen  after  removal 
reveals — 

(a)  Cancer  of  the  endometrium. 
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{h)  Small  myomata  uteri. 

(c)  Arteriosclerosis  of  the  uterine  blood  ves- 
sel. 

Valuable  time  should  not  be  lost  in  treating  a 
woman  medically  too  long  for  hemorrhage — cer- 
tainly not  if  she  has  passed  the  thirty-seventh  or 
fortieth  milestone  on  the  pathway  of  life.  Cases 
with  such  a history  are  not  amenable  to  medical 
treatment.  The  uterus,  as  an  organ  of  great 
value,  has  at  that  period  of  life  passed  its  day  of 
usefulness,  performed  its  important  function ; 
and  the  sooner  it  is  removed  when  a source  of 
repeated  hemorrhage,  the  better  for  the  patient. 

One  woman  out  of  every  eight  living  to-day 
past  thirty-five  years  of  age  will  die  of  cancer, 
and  one  man  out  of  eleven  past  that  age  will  die 
of  the  same  disease.  The  uterus  is,  of  all  organs, 
the  most  frequent  site  of  primary  cancer,  and 
hemorrhage  is  the  first  evidence  suggestive  of  its 
possible  existence,  and  it  is  in  evidence  in  practi- 
cally all  cases  where  the  disease  is  local  and  en- 
tirely curable. 

Can  a duty  be  more  imperative  or  important 
than  that  of  the  physician  to  make  a searching 
investigation  without  needless  delay  of  every 
woman  applying  for  relief  from  uterine  hemor- 
rhage out  of  order  at  any  time,  and  especially 
during  the  cancer  age— namely,  between  thirty 
and  fifty?  More  than  half  the  cases  develop 
between  the  thirty-fifth  and  forty-fifth  years  of 
age. 

Duration  of  Cancer  as  a Local  Disease. 

We  do  not  know  how  long  cancer  remains  a 
local  affection  in  the  human,  being.  • It  is  stated 
from  good  authority,  however,  that  it  remains 
local  in  the  Japanese  dancing  mouse  for  a period 
of  thirty-nine  days.  In  the  human  being  it  prob- 
ably remains  at  the  site  of  origin  a longer  time. 
We  have  no  jiositive  proof  of  that  statement. 
Clinical  evidence,  however,  bears  it  out.  It  does 
not  remain  a local  affection  sufficiently  long  in 
any  case,  regardless  of  its  location,  to  justify  a 
moment’s  delay,  after  diagnosis  is  made,  in  ef- 
fecting its  entire  removal. 

Conclusions. 

1.  Uterine  hemorrhage  is  of  very  common  oc- 
currence and  is  dependent  upon  a great  variety 
of  causes. 

2.  The  cause  may  be  local  or  general,  organic 
or  functional. 


3.  In  the  very  young  the  cause  is  often  consti-  ^ 
tutional  in  nature,  even  in  the  absence  of  local 
disturbance. 

4.  In  the  married  and  parous  patient  uterine  n 

hemorrhage  is  usually  of  local  origin,  and  the  ri 
interest  of  the  patient  demands  that  it  should  be  | 
so  considered  until  proven  otherwise  after  a re-  < 
sort  to  all  known  and  available  methods  of  ex-  j 
amination.  ' 

5.  Hemorrhage  from  a fibroid  tumor  has  as  its 
starting  point  the  menstrual  period,  though  hem-  j 
orrhage  from  a sloughing  fibroid  or  an  ulcerating  | 
submucous  fibroid  may  occur  at  any  time,  in  I 
that  case  simulating  hemorrhage  from  a cancer.  J 

6.  Hemorrhage  from  cancer  of  the  corpus  is  i 
invariably  postclimacteric.  From  cancer  during  | 
the  childbearing  period  it  appears  between  the  \ 
menstrual  periods  very  much  more  frequently, 
and  is  usually  seen  in  slight  quantities. 

7.  Anaemia  is  present  in  all  cases  of  persistent 
hemorrhage  of  long  standing,  regardless  of  the 
quantity  of  blood  lost  at  a given  time. 

8.  Hemorrhage  as  a factor  may  be  assumed  in 
a given  case  from  the  nature  and  appearance  of 
the  pallor. 

9.  “ Ulcer  of  the  cervix  ” is  a term  that  should 
not  be  used  in  connection  with  the  discussion  of 
the  treatment  of  cervical  lesions.  It  should  be 
called  by  its  name — that  is,  “ cancer,”  “ chancre,” 
or  “ chancroid  ” — and  appropriate  treatment  for 
the  respective  lesions  promptly  applied. 

10.  The  physician  should  not  be  excused  or 
held  blameless,  in  case  of  disaster,  who  had  pre- 
scribed for  uterine  hemorrhage  over  a period  of 
time  where  he  had  not  made  an  examination  to 
ascertain,  if  possible,  the  source  of  the  hemor- 
rhage and  the  pathology  responsible  for  it. 

11.  Include  the  removal  of  the  cervical  mucosa 
when  performing  the  operation  of  Supravaginal 
hysterectomy.  No  epithelial  tissue,  no  epitheli- 
oma. 

12.  Operation  for  cancer  of  the  uterus  located  I 
anywhere  and  regardless  of  its  size  demands  i 
oophoro-salpingo-hysterectomy  pan — and  remem-  | 
ber  that  an  increased  percentage  of  recoveries  f 
cancer  cases  depends  a great  deal  more  npoi  ^ 
early  diagnosis  and  prompt  operative  interfer  ^ 
ence. 

linproved  technic  of  operation  and  extensive  < 
operations  have  altered  the  gloomy  statistics  ii 
cancer  cases  but  little. 

In  order  to  discharge  the  duties  devolving  ' 
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upon  us  successfully,  with  justice  to  our  patients, 
our  profession,  and  ourselves,  we  cannot  afford 
to  fail  to  make  an  honest  effort  to  arrive  at  a 
diagnosis  of  the  cause  of  hemorrhage  in  each  and 
every  case  we  are  called  upon  to  treat  presenting 
hemorrhage  from  the  uterus  as  a symptom. 


TUBERCULOSIS  OF  THE  KIDNEY.* 

By  W.  C.  Dixon,  M.D., 

Nashville,  Tenn. 

As  advances  have  been  made  in  methods  of 
diagnosis  with  reference  to  the  kidney  the 
fact  has  been  established  that  kidney  tuber- 
culosis, instead  of  being  a comparatively  rare 
disease,  is  comparatively  common.  Formerly 
little  interest  was  taken  in  this  condition  be- 
cause of  its  supposed  rarity,  the  difficulty  of 
its  diagnosis,  and  the  unsatisfactory  results  of 
treatment,  and  it  is  only  in  recent  years  that 
it  has  received  the  attention  it  deserves.  As 
to  its  frequency,  Kelly  quotes  the  statistics  of 
; five  general  hospitals  in  which  in  12,688  autop- 
sies 4.7  per  cent  showed  tuberculosis  of  the  • 
kidney,  while  the  figures  from  special  hos- 
pitals for  the  tuberculous  show  that  20.2  per 
cent  of  the  patients  with  tuberculosis  of  other 
organs  have  involvement  of  the  kidney. 

The  common  method  by  which  the  organ- 
isms reach  the  kidney  is  through  the  blood 
stream.  Formerly  most  cases  were  considered 
to  be  ascending  infections  due  to  the  fact  that 
the  early  symptoms  are  practically  always 
bladder  symptoms  and  subjective  symptoms 
on  the  part  of  the  kidney  are  late  in  develop- 
ing, or  may  not  develop  at  all.  Involvement 
: of  the  bladder  was  thought  to  be  primary ; in- 
I volvement  of  the  kidney,  'secondary.  This  er- 
' roneous  view  did  much  to  retard  the  develop- 
ment of  our  knowledge  of  the  subject,  as  treat- 
ment was  directed  to  the  bladder  and  the  dis- 
ease in  the  kidney  was  overlooked.  At  the 
present  time  ascending  infection  is  considered 
to  be  very  rare.  Infection  by  contiguity  from 
a neighboring  organ  is  possible,  but  rarely 
occurs.  In  view  of  these  facts,  for  all  practical 
purposes  we  may  consider  that  every  case  of 

1 *Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association,  Knoxville,  April,  1916. 


kidney  tuberculosis  is  a blood-stream  infec- 
tion, secondary  to  a focus  somewhere  in  the 
body,  although  the  primary  focus  may  be 
quiescent  and  escape  detection  in  even  the 
most  careful  examination. 

Braasch  gives  in  the  order  of  frequency  the 
extra-urinary  involvement  in  his  cases  as : 
(1)  Male  genital  organs.  (2)  Pulmonary.  (3) 
Joint.  (4)  Bone. 

The  disease  is  unilateral  in  85  per  cent  of 
the  cases,  and  usually  remains  unilateral  for 
a considerable  time.  However,  in  neglected 
cases  the  second  kidney  is  usually  involved, 
soon  or  later,  adding  to  the  gravity  of  the 
case  and  robbing  the  patient  of  any  chance 
for  complete  recovery. 

Symptoms  referable  to  the  kidney  may  be 
entirely  absent.  Sometimes  a dull,  lumbar 
pain  is  complained  of,  and  there  may  be  ten- 
derness over  the  kidney.  Rarely  there  are 
attacks  of  renal  colic.  Enlargement  of  the 
kidney  may  occur,  but  this  is  by  no  means  a 
constant  finding.  Indeed,  the  good  kidney 
may  be  the  one  to  show  enlargement  and  ten- 
derness, due  to  compensatory  hypertrophy, 
and  on  these  findings  the  mistake  has  been 
made  of  removing  the  good  kidney,  with 
quickly  fatal  results. 

Bladder  irritability  is  the  most  important 
symptom  of  renal  tuberculosis.  Thomas  states 
that  it  is  the  most  prominent,  the  commonest, 
and  in  90  per  cent  of  cases  the  earliest  symp- 
tom. This  fact  is'  responsible  for  many  errors 
in  diagnosis.  Because  of  this  symptom  a 
diagnosis  of  catarrh  of  the  bladder,  nervous 
bladder  or  cystitis,  is  made  and  the  patient 
put  through  painful  and  useless  treatment 
directed  to  the  bladder,  while  the  disease  in 
the  kidney  is  unsuspected.  Any  cystitis  per- 
sisting for  a considerable  time  and  resisting 
ordinary  methods,  of  treatment  should  be 
classed  as  suspicious  and  a thorough  investi- 
gation made  as  to  the  presence  of  renal  tuber- 
culosis. In  the  male,  if  tuberculous  involve- 
ment of  the  bladder  is  present,  and  extension 
from  the  epididymis,  seminal  vescicle,  or  pros- 
tate can  be  excluded,  kidney  tuberculosis  is 
surely  present.  In  the  female,  bladder  tuber- 
culosis almost  invariably  means  kidney  tuber- 
culosis. 

Pus,  blood,  and  albumen  can  usually  be 
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found  in  the  urine.  They  may  be  present  at 
times,  absent  at  others.  Tubercle  bacilli  can 
be  found  in  the  urine  in  75  per  cent  of  the 
cases  of  kidney  tuberculosis,  and  repeated  ex- 
aminations of  catheterized  specimens  should 
be  made  in  the  suspected  cases.  Recently 
Crabtree  has  emphasized  the  value  of  first  cen- 
trifuging the  urine  at  a slow  speed,  thus 
throwing  down  a majority  of  the  pus  cells, 
then  centrifuging  the  remainder  at  a high 
speed,  and  making  smears  from  the  sediment 
thus  obtained.  This  method  gets  rid  of  a large 
amount  of  the  pus,  which  makes  the  bacilli 
easier  to  find.  Rovsing  teaches  that  a urine 
containing  pus,  but  sterile  to  cultures  for  ordi- 
nary pus-producing  organisms,  is  almost  surely 
from  a tuberculous  kidney,  even  though  tuber- 
cle bacilli  cannot  be  found.  This  applies  espe- 
cially to  urine  obtained  by  the  ureteral  cathe- 
ter. Failing  to  find  bacilli  in  the  urine,  we 
should  resort  to  guinea-pig  inoculations.  The 
Block  technic  gives  quicker  results  than  in- 
traperitoneal  injection,  and  is  to  be  preferred. 

X-ray  examination  and  pyelography  are  not 
usually  necessary  to  a diagnosis.  Tuberculin 
has  little,  if  any,  value,  either  in  diagnosis  or 
treatment  of  renal  tuberculosis. 

The  functional  tests  are  of  great  value  in 
diagnosis,  as  well  as  in  determining  the  opera- 
bility of  the  case.  A tuberculous  kidney,  even 
though  only  slightly  involved,  will  usually 
show  a low  phthalein  output.  It  is  necessary 
to  know  the  functional  capacity  of  the  other 
kidney  before  deciding  on  nephrectomy. 

The  cystoscope  gives  invaluable  information 
as  to  the  presence  of  kidney  involvement,  the 
localization  of  the  disease,  the  functional 
capacity  of  the  other  kidney,  and  the  extent 
of  bladder  involvement.  In  a given  case,  if 
tubercle  bacilli  have  been  found  in  the  urine, 
cystoscopy  is  necessary  to  localize  the  disease, 
to  prove  the  presence  of  another  kidney,  and 
to  give  an  idea  of  its  functional  capacity. 
Catheterization  of  the  ureters  in  the  presence 
of  bladder  involvement  has  been  opposed  on 
the  grounds  that  organisms  might  be  carried 
in  and  infect  a healthy  ureter.  Most  observers 
think  this  objection  without  sufficient  weight 
to  counterbalance  the  value  of  double  ureter 
catheterization.  The  value  of  a differential 
functional  test  and  bacteriologic  examination 


of  the  separate  urines  is  so  great  as  to  offse 
the  theoretical  danger  of  infecting  a sounc 
ureter. 

The  treatment  of  renal  tuberculosis  is  sur 
gical,  consisting  in  nephrectomy  as  soon  as  ;! 
diagnosis  is  made.  Rest,  diet,  fresh  air,  an( 
tuberculin  have  been  tried  without  results 
Cases  reported  as  cures  will  usually  prove  tc 
be  instances  of  autonephrectomy,  so-called,  ii 
which  the  ureter  is  completely  obstructed.  A< 
the  irritating  urine  fails  to  reach  the  bladdei 
the  symptoms  improve.  However,  such  a kid- 
ney is  always  a menace,,  as,  in  addition  to  the 
tuberculous  infection,  which  continues  tcj 
progress,  there  is  increased  danger  of  sec- 
ondary infection  with  its  distressing  sequelae 
Wildbolz  collected  316  bacteriologically  prover 
cases  treated  in  Switzerland,  under  most  fa- 
vorable circumstances,  by  nonsurgical  meth- 
ods. Seventy  per  cent  had  died,  only  10  pet 
cent  were  alive  more  than  five  years  after  the 
beginning  of  the  disease,  and  only  one  was 
well  in  every  respect.  In  contrast  to  these 
figures,  Braasch  reports  203  cases  operated  on 
in  the  Mayo  Clinic,  with  an  immediate  mor- 
tality of  2.9  per  cent  and  a percentage  of  cures 
of  60  per  cent.  An  analysis  of  his  figures 
shows  that  a larger  percentage  of  cases  (81 
per  cent)  were  cured  in  those  having  symp- 
toms for  less  than  one  year.  The  longer  an, 
infection  exists  in  the  kidney,  the  more  exten- 
sive bladder  involvement  will  be  found ; con- 
sequently, when  a diagnosis  is  made  the  kid- 
ney should  be  removed,  provided  the  disease 
is  unilateral  and  involvement  of  other  organs 
does  not  contraindicate  operation. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  DIXON. 

Dr.  L.  E.  Burch,  Nashville:  Dr.  Dixon  has  given  us 
a very  practical  paper,  and  he  has  placed  the  sub- 
ject before  the  society  in  a very  concise  way. 

The  great  difficulty  in  treating  renal  tuberculosis 
is  in  making  an  early  diagnosis.  We  know  what 
the  treatment  is  after  the  diagnosis  has  been  made, 
provided  the  disease  has  not  advanced  too  far;  but 
the  great  problem  is  to  make  the  diagnosis  early. 
As  Dr.  Dixon  has  stated  in  his  paper,  the  majority  of 
cases  of  renal  tuberculosis  present  themselves  to^ 
the  practitioner  with  the  symptoms  of  cystitis. 
The  patient  has  frequency  of  urination  and  painful 
urination.  I want  to  say  right  here,  and  most  em- 
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phatically,  that  we  would  gain  a great  deal  if  we 
would  never  look  on  cystitis  as  a disease,  but  merely 
as  a symptom  of  a disease.  Cystitis,  pure  and  sim- 
ple, does  not  exist.  It  is  either  an  ascending  or  a 
descending  infection,  or  it  is  due  to  the  prostate, 
or  to  a stone,  or  something  of  that  kind;  and  for 
that  reason,  whenever  a patient  comes  before  us 
with  a cystitis,  that  case  demands  the  most  thor- 
ough and  most  careful  examination.  It  is  right 
here  where  we  need  team  work,  because  to  bring 
the  case  to  a successful  conclusion,  we  must  have 
team  work.  The  general  practitioner  may  have  a 
suspicion  of  what  the  nature  of  the  trouble  is.  He 
thinks,  possibly,  that  there  is  a renal  tuberculosis 
or  some  other  disease.  We  must  call  in  the  cysto- 
scopist  to  give  us  an  examination  of  the  bladder 
and  to  test  the  functions  of  the  kidneys.  Fre- 
quently we  must  call  in  the  X-ray  man  to  make  an 
X-ray  picture.  Then  it  is  necessary  to  carry  the 
tests  further,  to  the  laboratory,  and,  lastly,  the 
case  comes  to  the  surgeon  to  remove  the  offending 
member.  But  I do  want  to  emphasize  most  em- 
phatically that  if  we  look  upon  all  cases  of  fre- 
quency of  urination,  painful  urination,  with  blood 
in  the  urine  and  with  pus  in  the  urine,  and  then  get 
busy  to  work  that  out,  we  are  much  more  likely  to 
reach  a definite  conclusion  as  to  the  nature  of  the 
case.  I do  not  know  of  anything  in  medicine  or 
surgery  that  is  more  difficult  to  work  out  in  an 
obscure  case  than  one  that  gives  the  symptoms  of 
cystitis.  After  you  have  worked  that  out,  you  may 
have  a tubercular  kidney.  You  may  not  be  able  to 
find  tubercle  bacilli;  seventy-five  per  cent  of  these 
cases  will  show  tubercle  bacilli,  it  is  said.  But  that 
has  not  been  my  experience.  One  of  the  best  tests, 
if  we  cannot  find  tubercle  bacilii,  is  to  make  the 
guinea-pig  test,  and  that  is  very  reliable. 

Dr.  Perry  Bromberg,  Nashville:  The  subject  of  tu- 
berculosis of  the  kidney  is  of  too  great  importance 
to  pass  by  with  so  little  discussion.  Dr.  Dixon  has 
concisely  given  us  an  admirable  digest  of  the  lit- 
erature on  this  subject,  and  I feel  that  we  should 
heed  the  advice  that  he  has  given  us  ; and  if  we  do, 
we  shall  have  been  amply  repaid  for  coming  to  this 
meeting.  I refer  particularly  to  the  fact  that  the 
practitioner  should  not  treat  a case  of  persistent 
cystitis  for  any  great  length  of  time  until  he  knows 
definitely  that  it  is  not  due  to  tuberculosis.  I am 
always  disposed  to  believe  that  any  physician  is 
perfectly  justified  in  suspecting  that  he  is  dealing 
with  a case  of  tuberculosis  of  the  bladder  in  any 
case  of  cystitis  that  has  been  irrigated  by  nitrate 
of  silver  and  has  been  treated  for  a period  of  two 
or  three  weeks  and  does  not  yield.  If  the  average 
case  of  cystitis  does  not  yield  to  such  treatment 
in  a reasonable  length  of  time,  it  becomes  the  duty 
of  the  physician  to  suspect  that  he  is  dealing  with 
tuberculosis  of  the  bladder;  and  since  tuberculosis 
of  the  bladder  is  secondary  most  commonly  to 
tuberculosis  of  the  kidney,  next  to  that  of  the 
lungs,  it  then  becomes  our  duty  to  find  out  whether 


or  not  the  bladder  is  involved  from  descending 
infection  of  the  kidney  or  involved  directly  from 
the  blood  from  the  lung  itself.  Now,  that  can  be 
very  quickly  and  easily  illustrated  in  this  way:  If 
we  have  the  bladder  wall,  with  its  serous  coat,  its 
muscular  and  mucous  coats  involved,  we  will  get 
early  symptoms  of  tuberculosis  of  the  bladder  sec- 
ondary to  tuberculosis  of  the  lung  deposited  in  that 
portion  of  the  bladder  that  plugs  the  blood  vessels 
between  the  muscular  and  mucous  membrane  of  the 
bladder ; consequently  the  tubercle  bacilli  will  be 
deposited  here.  There  will  be  no  pus,  perhaps,  in 
the  urine,  nor  no  tubercle  bacilli  found  in  the  urine, 
although  you  have  the  symptom  of  frequency  of 
urination  and  a true  tuberculosis  of  .the  bladder, 
but  you  have  no  tuberculous  cystitis.  In  descend- 
ing kidney  infections,  the  infection  passing  through 
the  ureter  involves  the  mucous  membrane,  and  not 
the  muscular  coat,  and  by  the  use  of  the  cystoscope 
we  have  a means  of  detecting  descending  infections 
of  the  kidney.  When  the  cystoscopist  looks  into 
the  bladder,  he  observes  a deposition  upon  the 
mucous  membrane  of  little  sago-grain  bodies 
around  the  ureter  and  in  a line  from  which  urine 
is  ejected  from  the  ureter.  He  can  presume  at  once 
he  is  not  dealing  with  a case  of  tuberculosis  of  the 
bladder,  but  he  is  dealing  with  a case  of  tuberculous 
cystitis.  The  tuberculous  cystitis,  therefore,  will  be 
secondary  to  tuberculosis  of  the  kidney,  unless,  as 
the  essayist  has  said,  it  is  an  ascending  infection 
from  the  prostate,  the  urethra,  the  seminal  vesicles, 
etc.  That  is  a good  point  that  should  have  been 
brought  out. 

I have  not  much  faith  in  the  theory  that  tubercle 
bacilli  can  be  eliminated  through  the  kidney  and 
found  in, the  urine  without  tuberculosis  of  the  kid- 
ney, of  the  ureter,  or  of  the  bladder.  Professor 
Casper,  of  Berlin,  tells  us  such  a thing  is  possible; 
but  in  those  cases  where  tubercle  bacilli  may  be 
found  in  the  course  of  life-insurance  examinations 
without  symptoms  of  tuberculosis,  I would  rather 
believe  there  is  a focus  of  tuberculosis  somewhere 
not  giving  rise  to  symptoms  rather  than  to  believe 
it  possible  for  tubercle  bacilli  to  be  eliminated  from 
the  kidney  without  giving  rise  to  some  infection 
along  its  course. 

Another  point  I would  have  specially  liked  to 
stress  is  the  one  the  author  of  the  paper  brings  up 
— namely,  negative  urine.  You  have  withdrawn 
urine,  and  have  failed  to  find  any  organisms  at  all. 
The  pathologist  reports  back  that  he  cannot  find 
any  organism  or  cannot  get  a growth.  That  case 
is  suspicious  of  tuberculosis.  Where  the  case  shows 
negative  urine,  it  is  our  duty  to  suspect  that  we 
have  tubercle  bacilli  as  the  cause,  and  it  becomes 
our  duty  to  search  carefully  for  other  evidences  of 
tuberculosis.  I have  watched  those  cases  with  sus- 
picion in  which  I have  been  unable  to  find  other 
organisms  to  which  to  attribute  infection. 

Dr.  W.  H.  Witt,  Nashville:  I would  like  to  ask  the 
essayist  in  what  proportion  of  cases  is  there  a 
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specific  cystitis,  and  in  what  proportion  is  it  sim- 
ply due  to  other  organisms  than  those  of  the 
tubercle  bacilli? 

Dr.  W.  C.  Dixon,  Nashville  (closing)  : The  point 
has  been  brought  out  by  Dr.  Burch  and  Dr.  Brom- 
berg that  we  must  take  the  same  attitude  toward 
bladder  symptoms  that  we  now  take  toward  stom- 
ach symptoms.  We  all  know  that  when  a patient 
comes  to  us  with  stomach  symptoms  we  begin  to 
think  of  chronic  appendicitis,  gallstones,  or  some- 
thing else  outside  of  the  stomach  producing  the 
symptoms.  We  have  got  to  take  the  same  atti- 
tude in  regard  to  bladder  symptoms.  If  a patient 
comes  to  us  with  cystitis,  unless  we  can  say  the 
man  has  a stone  or  an  enlarged  prostate  or  an 
acute  gonorrheal  cystitis,  we  must  look  to  the  kid- 
ney or  somewhere  else  for  his  symptoms  ; so  that 
I think  the  main  part  of  the  paper  was  the  fact 
that  bladder  symptoms  frequently  mean  disease  of 
the  kidney,  rather  than  disease  of  the  bladder,  and 
that  any  cystitis  which  is  not  due  to  stone  or  an 
enlarged  prostate,  or  secondary  to  acute  gonorrhea, 
should  be  looked  upon  with  suspicion  until  we  can 
say  positively  the  case  is  not  one  of  tuberculosis 
of  the  kidney. 

In  regard  to  Dr.  Witt’s  question,  we  have  found 
bladder  symptoms  in  some  cases  of  tuberculosis  of 
the  kidney  without  specific  disease  of  the  bladder; 
but  in  the  great  majority  of  cases  of  tuberculosis  of 
the  kidney  there  is  definite  tubercular  ulceration  of 
the  bladder. 

Dr.  Burch  has  said  that  these  cases  are  hard  to 
work  out.  A great  many  of  us  have  not  lived  up 
to  the  statistics  in  general  that  in  seventy-five  per 
cent  of  the  cases  we  can  find  tubercle  bacilli  in  the 
urine.  Recently  I have  seen  two  or  three  cases 
since  using  the  method  of  Crabtree  that  I have 
proven  positively,  but  previous  to  that  was  unable 
to  find  tubercle  bacilli  in  the  urine.  The  fact  that 
we  do  not  find  tubercle  bacilli  in  the  urine  is  due 
largely  to  imperfect  investigation  of  our  cases, 
rather  than  that  they  are  not  in  the  urine.  These 
cases  do  require  close  study  and  hard  work,  and 
that  is  the  reason  why  they  should  receive  careful 
attention.  Any  patient  with  bladder  symptoms  ex- 
isting for  a considerable  time  that  cannot  be  ac- 
counted for  should  be  looked  upon  with  suspicion 
and  a thorough  examination  made  as  to  the  ques- 
tion of  tuberculosis.  The  earlier  the  diagnosis  is 
made,  the  less  chance  there  is  of  involvement  of 
the  other  kidney,  the  less  chance  there  is  for  ex- 
tensive ulceration  of  the  bladder,  and  the  better 
the  chance  for  the  patient  to  be  cured. 


America’s  typhoid  fever  bill  is  more  than  $270- 
000,000  a year. 


If  you  sow  a hygienic  habit,  you  reap  health; 
reap  health,  and  you  attain  longevity. 


THE  SIGNIFICANCE  AND  MISMANAGE 

:ment  of  acute  abdom- 
inal PAIN.* 

By  L.  L.  Sheddan,  M.D., 

Knoxville,  Tenn.  i 

1 

The  significance  of  abdominal  pain,  espe-i 
cially  of  the  acute,  agonizing  variety,  is  sc 
generally  recognized  and  thoroughly  under- 1 
stood  that  it  would  seem  superfluous  to  under-; 
take  to  still  further  impress  it  upon  your 
minds.  However,  the  somber  aspects  of  some 
of  these  cases  when  treated  (or,  rather,  mis- 
treated) medicinally'  which  have  fallen  into 
my  hands  within  the  last  few  years  lead  me 
to  believe  that  it  is  not  as  well  understood  asji 
it  should  be.  We  so  frequently  see  reports' 
in  the  daily  papers  of  sudden  deaths  from 
what  is  supposed  to  be  acute  indigestion — 
which,  permit  me  to  say,  rarely,  if  ever,  oc- 
curs— that  it  seems  time  for  some  physicians, 
at  least,  to  wake  up  to  a better  realization  of 
the  extreme  significance  of  this  distressing 
and  dangerous  symptom.  No  pain,  save  pos- 
sibly that  of  angina  pectoris,  is  so  significant 
of  a grave  and  serious  condition  as  is  that  of 
acute,  agonizing  abdominal  pain,  and  the  phy- 
sician who  fails  to  recognize  it  as  such  will 
make  many  grievous  and  fatal  mistakes. 

There  are  so  many  pathological  lesions 
which  may  lurk  rvithin  the  hidden  reK:esses  of 
the  abdominal  cavity  that  I cannot,  in  the  lim- 
ited time  at  my  disposal,  begin  to  consider 
all  of  them.  I will,  therefore,  confine  myself 
to  those  conditions  which  are  accompanied 
Avith  abdominal  crises,  often  erroneously  in- 
terpreted and  disastrously  treated  (or,  rather, 
mistreated),  and  Avill  try  to  give  a few  differ- 
ential points  which  Avill  enable  us  to  recognize 
surgical  from  nonsurgical  conditions. 

There  are  tAvo  rules  AAdiich  it  Avill  be  Avell 
to  remember  Avhen  dealing  Avith  these  cases. 
While  they  are  not  infallible,  they  are  safe  to 
apply  in  most  cases.  The  first  is  that  pain 
Avhich  is  paroxysmal  in  character  is  non- 
inflammatory in  its  origin,  and  is  produced  by 
some  disturbance  Avithin  some  of  the  holloAV 
viscera,  and  is  an  attempt  of  unstriped  mus- 

•Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
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; cular  fibers  to  force  out  some  offending  or 
obstructing  object.  The  second  is  that  pain 
which  is  constant  is  due  to  some  inflamma- 
tory condition,  or  to  some  irritation  outside  or 
in  the  hollow  viscera  which  will  lead  to  in- 
iflammatory  conditions.  We  will  consider 
these  conditions  separately,  and  will  first 
briefly  enumerate  those  conditions  which  give 
rise  to  acute,  agonizing  pain  in  the  abdomen 
tof  a paroxysmal  character  : 
j 1.  Acute  intestinal  colic,  produced  by  the  in- 
igestion  of  some  indigestible  or  impure  food. 

^1  2.  Renal  colic. 

3.  Hepatic  colic. 

4.  Acute  intestinal  obstruction. 

5.  The  crises  of  disease  of  the  cord. 

' 6.  Crises  of  movable  kidney. 

The  conditions  which  cause  acute,  agonizing 
ijpain  which  is  constant  in  character  are  : 

''  1.  Perforations  of  hollow  viscera. 

2.  Acute  hemorrhagic  pancreatitis. 

3.  Acute  perforating  or  gangrenous  appendi- 
citis. 

1 4.  Thrombosis  and  vascular  changes  in  the 
mesenteric  vessels. 

' 5.  Twisting  and  torsion  of  the  pedicle  of  ab- 
dominal and  pelvic  tumors. 

1 6.  Tubal  abortion  or  ruptured  tubal  preg- 

nancy or  abscess. 

7.  Pain  of  vertebral  caries  or  cancer. 

The  pain  of  intestinal  colic  is  acute,  severe, 
and  usually  paroxysmal,  and  is  due  to  the 
efforts  of  the  intestines  to  remove  some 
offending  material,  and  is  a form  of  acute  in- 
digestion. This  pain  has  been  very  tersely 
described  as  the  “ green-apple  bellyache  ” of 
childhood.  The  irritation  produced  by  the  in- 
'.digestible  or  impure  food  will  soon  be  followed 
by  diarrhea ; or,  if  the  trouble  lie  in  the 
: stomach,  vomiting  is  produced,  the  cause  is 
'removed,  and  the  pain  is  relieved. 

2.  Renal  colic  is  produced  by  some  obstruc- 
tion to  the  ureter,  such  as  stone  or  kinking. 
This  is  a severe  pain,  usually  paroxysmal  in 
character,  and  sometimes  accompanied  by 
(vomiting.  This  pain  is  so  characteristic  that 
[jit  is  rarely  misinterpreted.  Radiating  as  it 
j'does  to  the  thigh  and  scrotum,  along  the 
(j course  of  the  ureter  and  the  spermatic  cord, 
(;  makes  the  diagnosis  almost  positive. 

• I 3.  The  pain  in  a typical  attack  of  bilious, 

; i 
' i 


hepatic,  or  gallstone  colic  is  also  acute  and 
agonizing  in  character.  This  may  either  be 
paroxysmal  or  constant.  It  is,  as  a rule,  a late 
manifestation  of  gallstone  disease  where 
there  is  inflammatory  action  as  well  as  an  ob- 
struction to  some  part  of  the  biliary  appara- 
tus, hence  the  two  characteristic  pains.  This 
condition  is  recognized  by  its  location  and  the 
lines  of  radiation — viz.,  to  the  right  shoulder 
and  scapular  region.  There  may  be,  and  often 
is,  vomiting,  which  apparently  relieves  the 
pain.  When  thus  relieved,  or  when  the  ob- 
struction is  overcome,  the  pain  suddenly 
ceases,  and  there  is  left  localized  tenderness 
at  the  outer  border  of  the  right  rectus  muscle 
at  the  junction  of  the  ninth  rib. 

4.  The  pain  of  acute  intestinal  obstruction 
is  so  very  characteristic,  especially  when  other 
symptoms  are  taken  into  consideration,  that 
it  should  rarely  be  misinterpreted.  It  is  sud- 
den in  its  onset,  accompanied  by  vomiting  and 
absolute  retention  of  bowel  contents.  It  is  not 
attended  with  fever  until  late  in  its  course, 
and  localized  pain  is  absent.  Temperature 
may  be  normal  or  subnormal.  If  the  obstruc- 
tion is  high  in  the  gut,  vomiting  will  be  an 
early  symptom  and  abdominal  distention  will 
not  be  marked.  If  the  lesion  is  low  in  the 
alimentary  tract,  vomiting  may  be  a late 
symptom  and  distension  will  be  pronounced. 

Acute  general  peritonitis  gives  practically 
the  same  train  of  symptoms,  with  the  excep- 
tion that  the  pain  is  constant,  localized  or 
general  abdominal  tenderness  very  marked, 
with  elevation  of  temperature. 

Perforations  of  the  hollow  viscera,  such  as 
perforating  gastric  and  duodenal  ulcer  and 
perforation  of  the  gall  bladder,  are  accompa- 
nied with  severe,  agonizing  pain  in  the  right 
upper  quadrant  of  the  abdomen,  boardlike 
rigidity  and  localized  tenderness  present,  and 
preceded  by  such  symptoms  as  indigestion 
and  cholecystitis,  soon  to  be  followed  by  eleva- 
tion of  temperature  and  evidence  of  peritoni- 
tis. The  pain  is  constant,  rather  than  inter- 
mittent, and  not  usually  accompanied  by  vom- 
iting, but  with  evidence  of  great  prostra- 
tion or  shock.  These  are  serious  conditions, 
and  demand  prompt  surgical  intervention. 

Not  every  case  of  acute  appendicitis  is  ac- 
companied with  this  severe,  agonizing  pain; 
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but  a great  many  of  them  are,  and  when  pres- 
ent it  is  significant  of  a very  serious  condi- 
tion. There  is  either  a sudden  shutting  off  of 
the  circulation  and  rapidly  developing  gan- 
grene or  a perforation  from  a concretion  and 
a rapidly  spreading  peritonitis.  These  are  the 
cases  which  absolutely  demand  prompt  sur- 
gical intervention.  While  all  cases  are  se- 
rious and  demand  surgery  for  their  relief, 
some  may  be  left  longer  to  themselves  ; but 
in  this  class  of  cases  delays  are  dangerous, 
and  a waiting  procedure  on  the  part  of  the 
physician  or  patient  will  often  result  disas- 
trously. With  a classical  train  of  symptoms, 
of  course  the  merest  tyro  would  be  able  to 
make  the  diagnosis  of  acute  appendicitis ; but 
to  wait  for  all  of  the  classical  symptoms  to 
be  made  manifest  would  in  many  cases  be  to 
lose  the  patient,  especially  if  tre.ated  by  free 
purgation. 

In  the  female  there  are  conditions  Avhich 
give  rise  to  this  sudden  severe  pain  Avhich^are 
not  met  with  in  the  male — viz.,  ovarian  cyst 
with  twisted  pedicle,  ruptured  tubal  preg- 
nancy, tubal  abscess,  and  tubal  abortion.  All 
of  these  conditions  give  rise  to  agonizing  pain 
which  is  continuous  and  often  accompanied 
with  vomiting. 

The  diagnosis  of  ovarian  cyst  with  twisted 
pedicle  is  made  by  the  history  of  the  case  and 
symptomatology.  Given  a woman  with  a 
pelvic  or  abdominal  tumor,  who  is  suddenly 
seized  with  acute  pain,  vomiting,  and  constipa- 
tion, the  diagnosis  of  the  condition  would  be 
very  clear.  There  is  no  elevation  of  tempera- 
ture and  no  localized  tenderness,  and  the  pain, 
unlike  an  intestinal  obstruction,  is  constant, 
unless  there  happens  to  be  obstruction,  com- 
plicating the  condition,  as  I have  seen  in  one 
case.  The  tumor  will  be  seen  to  rapidly  in- 
crease in  size  and  the  walls  become  much 
more  tense.  This  is  a serious  condition. 
While  all  cases  do  not  prove  fatal  without 
operation,  a majority  do,  for  the  reason  that 
the  circulation  in  the  tumor  is  obstructed  by 
twisting  of  the  pedicle,  and  gangrene  rapidly 
supervenes,  infection  takes  place,  and  general 
peritonitis  or  sepsis  ends  the  scene. 

This  condition  is  not  infrequently  met  with 
in  women  who  are  not  aware  that  they  have  a 
tumor,  and  the  diagnosis  in  this  class  of  cases 


is  rarely  made.  I have  seen  one  case  of  this 
kind  which  was  diagnosed  either  intestina' 
obstruction  or  appendicitis  because  of  the  in- 
tense pain,  and  the  patient  had  a narrow  es- 
cape from  death  because  the  attending  physi- 
cian and  consultants  could  not  agree  which 
it  was  and  five  days  elapsed  before  they  wouldj 
consent  to  an  operation.  Another  case  I saw 
was  diagnosed  acute  appendicitis  and  anj 
operation  was  done,  revealing  the  nature  of 
the  case.  She  presented  the  symptoms  of 
acute,  severe  pain  and  vomiting.  The  puzzling 
part  of  the  case  was  the  age 'of  the  patient, 
which,  I think,  was  eleven,  and  no  history  of 
a tumor.  Ruptpred  ectopic  pregnancy  and 
tubal  abortion  are  attended  wdth  sudden,  se- 
vere pain  which  is  constant  in  character.  The 
diagnosis  of  a typical  case  should  rarely  be 
mistaken,  and  is  made  by  eliciting  a history  of 
the  case,  which  will  be  in  a great  many  cases 
about  as  follows : 

First,  a period  of  sterility,  follow^ed  by  a 
missed  or  slight  menstrual  period.  Many  of 
these  cases  have  been  married  for  a period  of 
years,  or  a number  of  years  wdll  have  inter 
veiled  since  the  last  pregnancy,  wdien  they 
mis§  a period  and  will  suspect  pregnancy. 
Then  a slight  flow  and  some  pelvic  discom- 
fort, for  this  condition  presiqiposes  a previous 
pelvic  pathology.  Then,  upon  making  some 
sudden  exertion,  the  woman  will  be  seized 
with  sudden,  acute,  agonizing  pain  in  the  ab- 
domen, which  will  be  constant  in  its  manifes- 
tation. There  will  be  rapid  pulse  and  great 
prostration,  and  possibly  vomiting.  This  wdll 
be  followed  or  accompanied  by  a bloody  vagi- 
nal discharge,  w'hich  leads  to  the  diagnosis  of 
a threatened  abortion  and  is  usually  treated 
as  such.  Later  symptoms  are  tenderness  over 
the  low^er  abdomen,  elevation  of  temperature, 
and  a mass  in  the  pelvis. 

I will  not  discuss  the  pain  of  mesenteric 
embolus  and  vaccular  changes,  nor  take  up  any 
other  condition  wdiich  might  be  included  in 
this  list.  I think  enough  has  been  said  to  im- 
press any  one  wdth  the  fact  that  a great  va- 
riety of  pathological  conditions  may  be  accom- 
panied by  this  kind  of  pain. 

There  are  a few'  things  I wish  to  especially 
impress  upon  the  members  present — not  that 
you  are  not  all  well  acquainted  w’ith  the  sig- 
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l]i nificance  of  the  matter,  but  to  still  further 
m 'impress  you  with  their  importance, 
it  : There  is  this  proposition  I wish  to  lay  down : 
es  That  acute,  agonizing  pain  in  the  abdomen  is 
si  I strongly  Suspicious  of  a serious  condition; 
id  .that  when  accompanied  by  vomiting  a still 
ji ‘stronger  suspicion  exists;  and  that  when  not 
)i  I relieved  by  vomiting  is  almost  positive  proof 
j of  a serious  condition.  When  obstinate  con- 
0 : stipation  is  added,  it  is  positive  proof  of  a 
u I serious  surgical  condition,  and  an  immediate 
T operation  should  be  advised. 
jI  While  I have  dwelt  at  some  length  upon 
11’  certain  differential  points  in  the  diagnosis  of 
i these  conditions,  it  is  of  small  consequence, 
t ,as  delays  are  dangerous.  While  we  are  arriv- 
j ing  at  a correct  diagnosis  and  sending  for  a 
h i consultant  to  help  clear  it  up,  and  then  get- 
0 : ting  into  a wrangle  with  him  as  to  whether 
lit  be  a case  of  appendicitis,  intestinal  obstruc- 
tion, or  a ruptured  tubal  pregnancy,  our  pa- 
tient is  rapidly  reaching  a stage  where  an  un- 
idertaker  is  much  more  needed  than  the  sur- 
, ■ geon.  This  train  of  symptorns  will  not  do  to 
; temporize  with — they  signify  danger,  and 
J great  danger.  If  a case  of  intestinal  obstruc- 
tion is  to  be  relieved,  it  must  be  done  quickly 
or  the  case  is  hopeless.  The  same  may  be 
' said  of  the  more  violent  cases  of  acute  gan- 
grenous and  perforative  appendicitis.  An  op- 
. eration  done  in  the  first  few  hours  means  life 
; for  the  patient ; a delay  of  several  days  means 
i certain  death. 

Another  thing  which  I am  especially  anxious 
to  impress  upon  every  one  present  is  that  it 
is  practically  a criminal  procedure  to  give  a 
patient  suffering  with  this  train  of  symptoms 
j a purgative.  It  is  bad  enough  to  give  mor- 
phine, which  we  are  all  forced  to  do  because 
of  intense  pain ; but  that  is  commendable 
practice  when  compared  to  giving  purgatives. 

If  the  case  is  one  of  perforation  of  the  gall 
bladder,  gastric  or  duodenal  ulcer,  acute  gan- 
grenous appendicitis  or  intestinal  obstruction, 
an  ovarian  cyst  with  a twisted  pedicle  or  a 
ruptured  tubal  pregnancy,  a purgative  is  ab- 
solutely contraindicated  and  extremely  dan- 
gerous. If  the  case  is  one  of  gallstone  or 
j renal  colic,  it  can  do  no  good  to  give  a purga- 
tive ; and  if  by  chance  it  should  be  a case  of 
ordinary  intestinal  colic,  due  to  faulty  masti- 


cation or  impure  or  indigestible  food,  if  we 
will  only  wait  a short,  time,  nature  will  get 
rid  of  that.  We  can  at  least  wait  and  give 
just  as  little  opiate  as  possible  until  we  are 
satisfied  that  there  is  nothing  more  the  mat- 
ter before  we  administer  the  purgative.  If  I 
were  called  upon  to  say  what  I considered  the 
most  pernicious  and  damaging  sin  the  medical 
profession  was  guilty  of,  I would  unhesita- 
tingly say  administering  purgatives  in  which 
acute  abdominal  pain. was  the  most  pronounced 
symptom  before  a diagnosis  was  made.  Again, 
as  all  of  these  conditions  are  strictly  surgical 
in  their  nature  and  cannot  possibly  be  bene- 
fited by  the  administration  of  drugs  of  this 
class,  why  should  we  think  of  giving  them? 
Again,  why  delay  operative  treatment  by 
quibbling  over  the  matter  of  the  exact  condi- 
tion, when  valuable  time  is  lost  by  so  doing, 
and  when  opening  the  abdomen  will  reveal  the 
whole  condition  and  enable  us  to  adopt  treat- 
ment which  will  be  rational  and  prove  ef- 
fective ? 

Those  of  you  who  are  not  doing  surgery 
can  form  no  correct  conception  of  the  num- 
ber of  cases  which  come  to  the  surgeon  with 
a history  about  as  follows ; “ Doctor,  this  pa- 
tient has  been  sick  for  several  days,  and  I 
cannot  get  his  bowels  moved.  He  began  with 
something  like  colic,  and  I gave  him  a hypo, 
of  morphine  to  relieve  his  pain,  and  then  gave 
him  a dose  of  calomel  to  move  his  bowels ; 
but  it  failed  to  move  them.  Then  I gave  him 
a dose  of  castor  oil  and  some  salts,  then  gave 
an  enema,  but  failed  to  get  much  result ; so 
I gave  him  another  dose  of  castor  oil  and  salts. 
So  far,  nothing  seems  to  move  his  bowels,  and 
I am  beginning  to  fear  they  are  locked.” 
You  find  the  patient  in  about  the  following 
condition : Abdomen  rigid  and  distended,  pos- 
sibly very  tender,  pulse  weak  and  feeble,  vom- 
iting a greenish-dark  material,  temperature 
either  elevated  or  subnormal,  and  the  typical 
facies  of  the  last  stages  of  some  grave  intra- 
peritoneal  lesion. 

This  picture  is  familiar  to  every  one*  here, 
and  what  have  been  the  results?  There  can 
be  but  one  result  in  such  cases,  and  that 
is  death.  The  case  may  be  either  intestinal 
obstruction  or  acute  appendicitis  or  peritoneal 
infection  from  some  other  source,  and  the 
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treatment  has  rendered  what  might  otherwise 
have  been  a simple,  easy  case  to  have  been 
relieved,  one  of  absolutely  hopeless  aspect. 

Of  course,  Mr.  President  and  gentlemen,  I 
have  been  describing  a class  of  cases  which 
are  extreme  and  typical  in  their  aspect,  and 
have  left  out  those  cases  which,  permit  me 
to  say,  are  many,  in  w'hich  there  is  just  cause 
for  doubt  and  delay.  There  are  many  cases 
of  all  the  conditions  which  I have  detailed 
which  do  not  present  this  desperate  train  of 
symptoms  and  may  be  easily  overlooked  by 
any  one,  much  less  by  the  man  who  only  sees 
an  occasional  case  of  this  kind. 

I am  in  a position  to  speak  of  this  sin  of  the 
medical  profession  for  the  reason  that  I have 
in  the  past  been  one  of  the  cliief  sinners.  I 
have  been  guilty  of  giving  purgatives  in  these 
conditions,  you  have  been  guilty,  we  have  all 
been  guilty;  but  twenty  years’  practice  in  a 
general  work  has  taught  me  better,  and  I am 
going-  to  ask  you  all  to  promise  with  me  to 
never  again.” 


DISCUSSION  ON  THE  PAPER  OF 
DR.  SHEDDAN. 

Dr.  W.  a.  Bryan,  Nashville;  There  is  one  item  I 
did  not  catch  clearly  which  was  mentioned  in  the 
Doctor  s paper,  and  that  is  a condition  sometimes 
called  enterospasm;  and,  instead  of  telling  about 
several  cases  of  this  which  I have  had  the  privilege 
of  seeing,  I want  to  take  up  about  five  minutes  of 
your  time  in  relating  one  case. 

A man,  about  sixty  years  of  age,  tall,  thin,  had 
no  past  history  which  bore  any  relation  to  the 
present  symptoms.  It  was  known  that  he  had  suf- 
fered from  periodical  pains  in  his  abdomen,  espe- 
cially in  the  lower  abdomen,  for  the  past  two 
years.  From  these  attacks  of  pain  he  had  had  no 
fever.  The  pain  was  continuous,  not  paroxysmal. 
During  these  attacks  he  was  unable  to  get  the  bow- 
els to  move  by  means  of  purgation.  The  pain 
would  last  a few  hours  or  two  days  and  then  pass 
off.  Under  examination  we  told  him  that,  in  all 
probability,  he  had  incomplete  obstruction,  that 
probably  ultimately  he  would  have  to  be  operated 
on,  and  that  if  he  got  a severe  attack  not  to  take 
a purgative,  but  come  to  the  office.  He  came  one 
morning  about  nine  o’clock,  coming  about  forty- 
miles  from  his  home,  and  was  suffering  with  the 
most  severe  attack  he  had  had.  The  pain  began 
the  night  before,  was  violent,  and  I never  saw  a 
patient  who  had  perforative  peritonitis  suffer  more 
than  he  did.  His  temperature  was  normal;  the  pulse 
was  accelerated  a little,  not  much.  He  vomited.  He 
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was  unable  to  get  his  bowels  to  move  at  all.  We  gav 
him  enemas  repeatedly,  without  getting  any  result, 
and  at  two  o’clock  in  the  afternoon  of  the  sam 
day  he  began  to  vomit  what  looked  like  stercora 
ceous  material.  We  made  a diagnosis  of  intestin? 
obstruction.  We  felt  sure  with  the  history,  whic 
was  unquestioned,  we  had  intestinal  obstruction  t 
deal  with.  That  man  was  about  six  feet  two.  W 
opened  his  abdomen,  and  when  we  got  inside  w 
found  no  obstruction  whatever.  We  found  n 
partology  whatever;  but  his  intestine,  instead  o 
being  the  intestine  of  a man  of  normal  size,  to  sa 
nothing  of  a man  above  the  normal  size,  wa 
about  the  size  of  one’s  little  finger,  the  size  of  th 
intestine  of  a nursing  baby;  was  flat,  ribbon 
shaped.  I lifted  a handful  of  intestines  out,  an 
immediately  they  returned  to  the  normal  size; 
lifted  out  another  handful,  and  the  intestines  re 
turned  to  normal;  so  that  the  man  had  no  furthe 
trouble,  and  scarcely  any  pain.  That  is  not  strictl 
a surgical  case.  I have  seen  five  cases  like  it,  no 
all  of  them  occurring  in  my  practice.  I cite  thi 
case  to  show  that  we  operate  every  now  and  the 
on  cases  of  intestinal  obstruction,  and  yet  at  th 
operation  we  find  no  evidence  of  it.  That  cor 
dition,  I think,  is  responsible  for  a good  man 
cases  of  so-called  intestinal  obstruction  where  w 
do  not  find  the  pathology  as  we  expect  to  find  it 
and  in  a lot  of  these  cases  in  which  we  think  ther 
is  a pathological  condition,  on  getting  into  the  abdo 
men  we  find  none. 

Dr.  \\ . H.  Witt,  Nashville:  No  more  importar 
matter  can  be  brought  before  this  Association  thai, 
Dr.  Sheddan’s  plea  that  these  abdominal  cases  be  no 
given  purgatives.  Now,  there  may  be  conditions,  a 
he  intimated,  in  which  it  is  safe  to  give  a purgative  i; 
the  presence  of  an  acute  abdomnial  pain;  but  thos 
instances  are  comparatively  rare,  and  the  benefi 
to  be  derived  from  purgation  is  practically  nothing 
There  are  so  many  cases  in  which  purgation  is  al 
most  sure  to  do  harm,  and  valuable  time  is  lost 
and  it  behooves  us  to  bear  in  mind  and  to  mak' 
it  a practice  never  to  give  a purgative  in  a conditioi 
such  as  he  has  described.  But  practitioners  ar' 
not  going  to  do  that.  Some  practitioner  will  b' 
called  to  see  a patient  next  week  who  has  ai 
acute  abdominal  pain,  and  perhaps  will  give  him  : 
dose  of  castor  oil.  We  see  statements  from  yea; 
to  year  about  not  giving  purgatives,  but  practition 
ers  do  not  seem  to  heed  the  advice. 

Another  thing  in  connection  with  that  which  ha. 
been  impressed  upon  me  a number  of  times  durinj 
the  past  year  is  that  so  many^  cases  have  recurren 
attacks  of  abdominal  pain  without  the  diagnosii 
being  very  clear.  They  finally  drift  around  fron 
one  place  to  another,  and  some  have  droppei 
into  my  hands  at  a time  when  a diagnosi; 
was  almost  impossible  unless  one  was  willing  t( 
make  a diagnosis  from  the  history  alone.  In  s( 
many  cases  like  that,  particularly  cases  of  gall 
stones  and  appendicitis,  a hypodermic  has  beei 
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iiven,  but  the  patient  has  not  been  seen  any  more 
1)  facilitate  and  perfect  the  diagnosis  so  as  to  be 
orth  something  to  the  patient  or  to  the  subse- 
luent  consultant  or  operator.  I believe  in  the  use 
f hypodermics  in  many  cases  of  abdominal  pain, 
know  there  has  been  a great  cry  in  regard  to 
jiaking  these  patients  comfortable,  and  that  these 
lypodermics  obscure  the  diagnosis.  Personally,  I 
ielieve  they  help  the  diagnosis. 

Only  last  week  I saw  a woman  in  Nashville  who 
lad  a tumor  twisted  upon  its  pedicle.  A doctor  had 
|een  called;  he  had  given  a hypodermic  for  the 
bdominal  pain,  thinking  the  patient  had  a kidney 
tone  and  was  suffering  from  ureteral  colic.  The 
atient  was  not  conscious  of  having  a tumor.  She 
jot  some  relief,  but  later  she  began  to  suffer  again, 
saw  the  patient  with  the  doctor,  but  the  examina- 
'ion  was  altogether  unsatisfactory.  The  abdomen 
f^as  rigid  and  as  tender  as  it  could  be.  It  was  im- 
possible to  make  a pelvic  examination  with  any 
atisfaction ; but  a hypodermic  of  morphine  so  re- 
laxed the  patient  that  a pelvic  examination  was 
asy,  and  a large  tumor  could  be  felt.  The  hypo- 
iermic  takes  off  the  edge  of  the  pain  and  extreme 
■lervousness,  which  will  enable  the  doctor  to  be 
Inore  secure  in  his  diagnosis  of  the  character  of 
Ihe  trouble. 


' Dr.  Tom  A.  Willi.\ms,  Washington,  D.  C. : While 
,he  paper  was  being  read  Dr.  Bryan  asked  me  the 
Question  whether  neurologists  recognize  the  con- 
iition  of  enterospasm.  I did  not  quite  know  what 
le  meant  at  first.  I did  not  know  exactly  what  he 
neant,  and  we  had  a few  words,  and  then  he  asked 
''ne  if  I would  not  say  what  I had  said  to  him. 

? The  condition  he  just  described,  evidently-  a func- 
:ional  one,  we  believe  to  be  due  to  an  overstimula- 
tion of  the  pneumo  gastric  nervous  system,  including 
‘he  cranial  and  sacral  systems.  We  do  not  know  the 
'cause  of  it  always,  but  we  do  know  usually  when 
that  system  is  overstimulated  in  one  part  of  the 
■body  and  this  local  condition  is  present  it  is  over- 
stimulated  elsewhere.  You  know  the  function  of 
!the  vagus  nerve;  you  know  the  function  of  the  cor- 
responding portion  of  the  autonomic  nervous  sys- 
item  of  the  head  and  pelvis.  A conspicuous  symp- 
tom in  the  head  is  overstimulation  of  the  sphinc- 
ter pupillre  muscle,  and  because  of  the  sphincter 
ifibers  supplied  by  the  third  nerve  you  have  pupil- 
lary contraction  in  such  cases.  You  have  modifica- 
tions of  the  whole  autonomic  nervous  system,  and 
Iclinically  we  know  such  patients  by  very  distinct 
'symptoms,  such  as  pupillary  contraction,  small  eye, 
'with  a tendency  to  oversweating  of  the  extremi- 
ties, a tendency  to  spasm  in  the  intestines,  with 
idilatation  of  the  stomach,  spastic  colon,  a ten- 
dency to  asthmatic  atacks;  sometimes  strangury 
land  difficult  urination  are  characteristic  symptoms. 
,We  know  that  such  patients  particularly  are  sus- 
ceptible to  drugs  of  the  pilocarpine  group,  jaborandi, 
■and  that  small  doses  of  such  a drug  injected  will 
|produce  a severe  attack  of  what  we  call  “ vagotonia.” 


We  know  also  that  the  symptoms  of  such  patients 
are  immediately  neutralized  by  drugs  of  the  bella- 
donna group.  But  if  belladonna  will  not  at  once 
relieve  the  patient,  we  must  take  into  consideration 
the  history  and  clinical  observation  for  a consid- 
erable period,  to  determine  whether  or  not  the  pa- 
tient’s symptoi'ns  are  vagotonic. 

I want  to  speak  of  one  other  point  which  the 
author  of  the  paper  did  not  mention  at  all — 
namely,  what  he  called  spasm  of  the  cord  causing 
a paroxysmal  abdominal  pain.  I suppose  he  alluded 
to  tabes  dorsalis.  This  is  really  due  to  irritation, 
and  later  atrophy  of  the  spinal  roots,  and  inter- 
feres with  their  function  by  syphilitic  leptomenin- 
gitis, of  which  one  of  the  occasional  symptoms  is 
gastric  crisis.  Now,  in  a patient  with  an  acute 
abdominal  attack  in  which  one  is  able  to  exclude 
inflammatory  conditions,  one  should  always  think 
of  gastric  crisis  and  neurologically  examine  the 
patient.  As  a rule,  a patient  with  gastric  crisis 
shows  modifications  in  the  sensibility  of  the  chest 
and  abdomen.  You  will  find  them  by  careful  test- 
ing with  a pin,  and  can  mark  out  all  areas  of 
sensation  above  and  below;  also  there  may  be 
other  digestive  symptoms  of  tabes  in  the  modifica- 
tions of  the  lower  loops  of  Intestine  and  in  the 
bladder.  Even  if  you  do  not  make  a cystoscopic 
examination,  you  get  a history  of  difficult  urination. 
Rather  than  make  a cystoscopic  examination,  which 
is  painful,  you  can  make  a lumbar  puncture,  which 
is  a simple  thing,  and  examine  the  cerebrospinal 
fluid  and  lymphocites,  which,  in  a case  of  locomotor 
ataxia,  will  immediately  clinch  the  diagnosis.  (See 
Early  Diagnosis  Tabes,  Arch  Diagnosis,  1909.) 

One  gentleman  asked  me  whether  we  find  brady- 
cardia in  connection  with  the  vagotonic  syndrome. 
Yes,  the  heart  is  generally  slow. 

Dr.  L.  L.  Sheddan,  Knoxville  (closing)  : I do  not 
know  that  there  is  anything  else  in  particular  that 
I care  to  say  on  the  subject.  The  case  related  by 
Dr.  Bryan  was  a clear  case  of  intestinal  obstruction, 
was  diagnosed  as  such,  and  operation  revealed 
acute  intestinal  obstruction  due  to  tonic  contrac- 
tion, as  described.  There  was  spasm  of  the  intes- 
tines, which  produced  all  of  the  symptoms  of  acute 
intestinal  obstruction,  and,  in  fact,  it  was  a case 
of  acute  intestinal  obstruction  due  to  a mechanical 
condition.  I think  his  operation  was  perfectly  jus- 
tified; and  I sometimes  think  it  is  a dangerous  thing 
for  a man  to  report  a case  of  that  kind  before  a 
body  of  men  like  this,  for  the  reason  that  when 
one  gets  up  and  says  the  patient  was  operated  on 
unnecessarily  for  a particular  train  of  symptoms,  it 
stimulates  some  other  man,  when  he  has  a case 
presenting  these  symptoms,  to  hope  and  pray  that 
the  patient  may  be  relieved  without  being  operated 
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INTESTINAL  OBSTRUCTION.* 


By  W.  M.  McCabe,  M.D.,  F.A.C.S., 

Superintendent  and  Surgeon,  Nashville  City  Hospital,  and  Asso- 
ciated Professor  of  Surgery,  Vanderbilt  Medical  School, 

Nashville,  Tenn. 


The  sixty-per-cent  mortality  of  intestinal  ob- 
struction is  the  result  of  errors  in  diagnosis  or 
procrastination,  and  can  only  be  reduced  by  over- 
coming these  conditions.  Why  a physician  or 
surgeon  will  rush  a case  of  appendicitis  to  the 
hospital  and  immediately  laparotomize  him,  and 
will  calmly  sit  by  a case  of  obstruction  until 
practically  moribund,  is  a psychological  problem 
which  I am  unable  to  solve. 

The  diagnosis  of  obstruction  is  as  positive  as 
that  of  any  other  intra- abdominal  condition. 
Paroxysmal  pain  in  the  belly,  accompanied  by 
violent  peristaltic  waves  (“cat  backs”),  disten- 
tion and  vomiting  of  the  stomach  contents,  suc- 
ceeded by  regurgitation  of  fecal  matter,  and  the 
inability  to  evacuate  the  bowel,  are,  of  course, 
unmistakable  evidence.  Alexius  McGlannon  says 
that  if  lavage  and  enemata  do  not  give  relief 
from  pain,  the  diagnosis  of  obstruction  should  be 
made.  If,  however,  one  is  not  as  yet  satisfied, 
he  should  wait  an  hour  and  again  wash  the  stom- 
ach. If  duodenal  contents  are  present  in  this 
washing,  the  diagnosis  is  certain.  He  has  oper- 
ated upon  eighteen  cases  diagnosed  by  the  above 
method  and  saved  all  of  them.  Enemata  may 
cause  the  expulsion  of  gas  and  feces,  but  we 
must  not  be  misled  by  this.  The  temperature  at 
the  beginning  is  usually  normal ; but  as  the  tox- 
emia progresses,  it  invariably  drops  to  subnormal. 
The  pulse  becomes  rapid  and  weak  in  the  latter 
stage.  Emaciation  is  rajfid  and  the  skin  dry  like 
that  of  a diabetic. 

In  paralytic  ileus  the  peristaltic  wave  is  not 
present,  but  coils  of  distended  gut  are  visible. 
The  temperature  here  is  due  to  the  associated 
condition.  Intussusception  usually  occurs  in  chil- 
dren, and  a tumor  can  be  made  out  in  practically 
every  instance  if  the  abdomen  is  relaxed  by  an- 
festhesia.  Mucus  and  blood  may  be  frequently 
evacuated. 

Pathologically,  John  B.  Murphy  divides  ob- 
struction into  dynamic,  adynamic,  and  mechan- 
ical. The  dynamic  type  is  rare,  and  is  due  to 

*Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
Association,  Knoxville,  April,  1916. 


chemicals,  such  as  lead  or  tyrotoxicon,  acting 
upon  the  terminal  nerves.  The  gut  is  contracted 
into  a cordlike  mass.  I have  seen  two  cases  of 
this  type.  Adynamic  obstruction  is  due  to  a 
paralysis  of  the  bowel,  and  accompanies  perito- 
nitis and  diaphragmatic  pleurisy.  This  explains 
the  abdominal  pain  and  rigidity  associated  with 
pneumonia.  Mechanical  obstruction  is  due  to  a 
number  of  causes  which  will  not  be  enumerated. 
It  is  our  experience  that  obstruction  from  incar- 
cerated inguinal  herniae  does  not  show  the  degree 
of  toxemia  of  other  types  of  obstruction.  This 
is  probably  due  to  the  fact  that  the  obstruction 
is  some  time  in  reaching  completeness  and  that  it 
involves  a portion  of  the  ileum  low  down. 

That  the  bowel  secretes  a large  amount  of  fluid 
above  the  point  of  obstruction  there  can  be  no 
doubt,  and  Hartwell  and  Hougett  believe  death 
is  due  to  dehydration.  They  have  been  able  to 
keep  animals  alive  for  a much  longer  period  with 
the  administration  of  saline  than  without  it. 
Draper  IMurry,  however,  has  dehydrated  animals 
by  the  administration  of  pilocarpine,  and  claims 
they  did  not  develop  the  same  symptoms  as  those 
suffering  from  obstruction.  He  believes  that  cer- 
tain portions  of  the  gut  normally  secrete  toxic 
substances  which  are  neutralized  by  secretions 
from  other  parts  of  the  gut,  and  the  obstruction 
preventing  the  intermingling  of  these  substances 
allows  the  toxic  secretions  to  be  absorbed. 
Whipple-Stone-Bernheim  claim  that  the  toxic 
material  is  adventitious  and  is  formed  by  the 
mucous  membrane  of  the  gut.  They  found  that 
a toxemia  could  not  be  produced  if  the  mucous 
membrane  was  destroyed,  and  they  also  claim  that 
absorption  does  not  take  place  through  a normal 
mucous  membrane.  They  have  succeeded  in  im- 
munizing dogs,  to  a certain  extent,  by  injecting 
into  the  circulation  small  amounts  of  the  loop 
content.  Whipple,  in  a paper  read  before  the 
American  Medical  Association  in  1915,  claims 
to  have  proven  beyond  a doubt  that  the  lethal 
material  is  a primary  proteose  produced  by  the 
mucous  membrane.  Fred  IMurphy,  in  experi- 
ments on  loops  of  gut  and  occluded  gall  blad- 
ders, was  unable  to  produce  a toxic  substance 
except  in  the  presence  of  bacteria.  The  com- 
bined experiments  of  Whipple  and  iMurphy 
would  lead  one  to  believe  that  the  toxic  sub- 
stance is  a primary  proteose  produced  by  the  mu- 
cous membrane  in  the  presence  of  bacteria. 
Whipple  also  states  that  this  toxic  material  is 
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itormed  in  the  cells  of  the  mucous  membrane, 
iind  that  simple  drainage  is  probably  not  suffi- 
:ient  to  effect  a cure.  Clinical  experience  does 
not  coincide  with  this  statement. 

! In  mechanical  obstruction  death  may  result 
from  gangrene  and  peritonitis. 

The  treatment  of  intestinal  obstruction/ is  sur- 
gery. If  one  possessed  all  the  magnesium  sul- 
phate, castor  oil,  croton  oil,  and  eserine  sulphate 
which  has  been  wasted  in  this  condition,  he  would 
be  a Crcesus.  If  the  patient  is  seen  early,  be- 
fore the  stage  of  toxemia,  a radical  operation 
should  be  done  by  the  ordinary  methods ; but  it 
'is  those  cases  in  the  terminal  stages  of  toxemia 
[,of  which  I especially  desire  to  speak.  Alorphia 
igr.  1-4,  atropine  gr.  1-150,  are  administered  one- 
ihalf  hour  before  the  operation  is  begun.  The 
tdeep  structures  of  the  abdominal  wall  are  infil- 
jtrated  with  one-fifth  of  one  per  cent  novocain 
'solution  containing  adrenalin.  The  skin  is  now 
[infiltrated  and  the  abdomen  opened.  A knuckle 
of  ileum  as  low  down  as  possible  above  the  point 
of  obstruction  is  caught  in  a Smith  forceps,  and 
a small  area  is  surrounded  by  two  purse-string 
'sutures  of  catgut.  The  bowel  is  opened,  and  a 
-Pezzar  catheter  is  inserted  and  held  in  place  by 

I'  purse  string  No.  1.  If  the  catheter  is  to  be  left  in 
for  some  days,  purse  string  No.  2 is  tied  and  in- 
verts purse  string  No.  1.  If  the  catheter  is  to  be 
^removed  immediately,  purse  string  No.  1 is  loos- 
fened,  or  cut,  and  the  opening  is  closed  with  purse 
t, string  No.  2.  While  the  bowel  is  emptying  itself 
'through  the  catheter,  a search  is  made  for  the 
[point  of  obstruction,  and,  if  found,  is  dealt  with 
j according  to  the  pathology  and  condition  of  the 
.patient.  If  the  patient’s  condition  forbids  a 
I search  for  the  obstruction,  the  catheter  is  left  in 
jthe  bowel  and  allowed  to  remain  for  several 
days.  One  will  be  surprised  to  find  that  many 
cases  which  are  apparently  hopeless  will  begin  to 
improve  rapidly  and  in  a few  days  pass  fecal 
matter  by  the  anus.  Normal  saline  is  always 
[j  given  in  abundance  by  hypodepmoclysis  and  en- 
1 teroclysis.  McGlannon  says  that  epinephrin 
seems  to  counteract  the  toxemia.  I have  never 
used  it. 

Of  seventy  cases  of  intestinal  obstruction  op- 
erated upon,  we  have  saved  fifty  per  cent.  Of 
i fourteen  cases  entering  the  hospital  last  year,  one 
I died  without  operative  interference,  thirteen  had 
j enterostomies  performed,  with  six  deaths  and 
j seven  recoveries. 


DISCUSSION  ON  THE  PAPER  OE 
DR.  McCABE. 

Dr.  H.  M.  Tigert,  Nashville:  This  subject  is  so  im- 
portant that  it  should  receive  some  discussion.  It  is 
well  known  to  every  one  that  the  inortality  from  intes- 
tinal obstruction  is  exceedingly  high.  I think  there  are 
a number  of  obvious  reasons  for  this.  In  the  first  place, 
a great  many  of  these  cases  come  to  operation  very  late 
— much  later  than  there  is  any  reason  for ; in  the  sec- 
ond place,  a great  many  of  them  have  been  e.xhausted 
by  futile  efforts  at  purgation.  This  is  one  of  the  con- 
ditions in  which  operation  is  done  as  a last  resort, 
which,  of  course,  should  be  the  first  resort. 

I wish  to  make  only  one  other  point,  and  that  is, 
in  operating  upon  cases  of  intestinal  obstruction  in  ex- 
tremis, when  the  cause  is  not  obvious,  one  should  not 
make  a prolonged  search  for  the  seat  of  obstruction, 
but  enterostomy  should  be  performed.  If  this  is  done, 
it  will  be  found  that  many  patients  will  survive  who 
otherwise  would  die.  In  a large  percentage  of  cases  a 
second  operation  to  relieve  the  obstruction  will  be  un- 
necessary, since  not  a few  automatically  relieve  them- 
selves when  proper  drainage  of  the  dilated  gut  is  insti- 
tuted. 

Dr.  W.  F.  Nash,  Knoxville : I am  deeply  interested 
in  this  subject,  as  I am  in  most  surgical  subjects;  but 
I do  not  feel  like  letting  this  paper  pass  without  saying 
something  about  the  opinion  of  the  medical  fraternity. 
There  are  countless  thousands  of  people  filling  graves 
who  ought  to  be  working  for  a living,  and  the  reason 
they  are  dead  is  because  they  had  a poor  doctor  who 
did  not  have  backbone  enough  to  wake  up  and  do  his 
daily  duty.  It  is  very  apparent  to  my  mind  that  in  the 
varied  class  of  cases  I see  doctors  waver  too  much,  and 
it  is  strange  that,  in  a case  of  tubal  pregnancy  or  appen- 
dectomy or  a case  of  acute  salpingitis,  physicians  say, 
“You  must  go  to  the  hospital  right  now;”  but  for  a 
case  of  intestinal  obstruction  which  is  practically  un- 
mistakable they  will  say,  “ I will  give  you  some  calomel 
or  some  castor  oil  or  magnesium  sulphate,  or  I will 
have  an  osteopath  come  and  rub  your  abdomen,”  rather 
than  have  the  patient  operated  on.  Why  do  they  do  it? 
Is  there  any  sense,  cause,  or  reason  for  such  a pro- 
cedure? When  I sum  up  the  cases  of  intestinal  ob- 
struction I have  seen  that  have  been  referred  to  me,  I 
think  five  days  is  the  average  length  of  time  having 
elapsed  between  the  obstruction  and  the  time  upon 
which  the  patients  were  operated.  The  only  excuse  I 
can  see  for  this  delay  is  that  the  practitioner  does  not 
either  recognize  the  obstruction  early  enough  or  he 
has  not  the  nerve  or  backbone  to  stand  up  and  tell  the 
people  that  this  condition  is  absolutely  surgical — just 
as  much  so  as  any  case  of  appendicitis  ever  was — and 
that  the  only  hope  of  relief  is  through  the  domain  of 
surgery.  The  surgery  of  this  condition  is  reasonably 
simple.  The  work  is  not  hard.  I know  that  doctors 
allow  patients  with  intestinal  obstruction  to  go  day  after 
day  in  the  hope  of  doing  something  by  means  of  ca- 
thartics, when,  as  a matter  of  fact,  they  are  only  killing 
their  patients.  My  principal  object  in  rising  is  to  make 
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a plea  for  the  early  diagnosis  and  prompt  action  in  these 
cases. 

Dr.  C.  N.  Cowden,  Nashville : I do  not  think  we 
will  have  a more  important  question  brought  before  us 
at  this  meeting  than  the  subject  of  intestinal  obstruc- 
tion, and  I rise  to  emphasize  one  thing.  A great  many 
of  our  pathological  conditions  are  important,  and  the 
patient’s  chances  are  better  by  having  a consultation. 
But  this  is  one  condition  in  which  I believe  consultation 
is  contraindicated.  When  we  have  a case  of  intestinal 
obstruction,  the  symptoms  are  alwa^^s  classic.  There 
is  not  a man  here  who  in  ten  or  fifteen  minutes  in  a 
case  of  appendicitis  cannot  make  the  diagnosis  posi- 
tively in  nearly  every  instance.  Sometimes  a physician 
wants  some  one  to  share  the  responsibility  with  him ; 
therefore  he  calls  in  a consultant  after  he  has  tried  per- 
haps different  methods  of  securing  action  of  the  bowels. 
He  brings  in  a consultant  who  wants  to  go  over  essen- 
tially the  same  ground  or  do  the  same  thing  that  he 
has  put  into  effect,  and  he  may  call  in  a third  man. 
When  a third  consultant  is  called  in,  in  cases  of  this, 
you  had  better  call  the  undertaker.  I do  not  believe 
consultation  in  this  condition  is  permissible.  The  thing 
you  want  to  do  in  the  presence  of  classic  symptoms  of 
intestinal  obstruction  is  to  operate  as  promptly  as  you 
can.  After  you  get  into  the  abdomen,  sometimes  it  is  a 
difficult  thing  to  find  just  where  the  constriction  is  lo- 
cated. Instead  of  following  the  distended  coils  of  in- 
testine, you  can  simplif)^  matters  very  much  by  finding 
the  collapsed  section  of  the  bowel.  If  you  can  once  find 
that  out,  you  do  not  need  to  follow  the  intestine  but  a 
short  distance  until  it  will  lead  you  down  to  the  seat  of 
obstruction.  If  we  can  only  relieve  the  obstruction,  a 
great  many  of  our  patients  will  not  die. 

Only  in  the  last  few  3'ears  have  I realized  that  pa- 
tients do  not  die  from  the  obstruction  itself,  but  from  the 
toxic  material  in  the  intestinal  tract  above  the  obstruc- 
tion. The  moment  obstruction  takes  place,  nature  tries 
to  protect  itself  by  limiting  absorption  from  the  cavity 
of  the  intestines  above  the  seat  of  obstruction ; and 
when  you  relieve  that  obstruction,  j'ou  turn  loose  all 
toxic  material  into  the  lumen  of  the  bowel  below,'  ab- 
sorption takes  place  rapidly,  and  j'our  patient  dies  with 
overwhelming  toxemia.  What  you  want  to  do  in  all 
cases  is  to  perform  an  enterostomy,  put  in  a fecal 
catheter,  and  bring  it  to  the  angle  of  the  wound,  and  it 
will  close.  After  the  toxic  material  is  relieved,  the  pa- 
tient gets  well  with  a fecal  fistula ; but  in  a short  time 
the  fistula  closes,  and  the  patient  stands  a much  better 
chance  with  enterostomy  than  without  it. 

Dr.  L.  W.  Haskell,  Memphis : I simply  wish  to  em- 
phasize and  even  go  one  point  further  than  what  the 
speakers  have  already  said  in  regard  to  the  pathology 
of  intestinal  obstruction,  which  means  a relatively  early 
diagnosis.  If  a patient  is  sent  to  a physician  with  pain 
in  the  belly  and  inability  for  the  bowels  to  act,  usually 
it  is  intestinal  obstruction. 

The  question  of  catharsis  in  acute  abdominal  con- 
ditions is  one  that  should  be  brought  to  the  attention  of 
the  medical  profession  very  forcibly.  There  are  very 
few  acute  abdominal  conditions  in  which  cathartics  will 


do  any  good,  and  these  few  things  are  when  a man  has  I 
eaten  something,  has  pain  in  his  belly,  and  his  bowels  1 
have  usually  started  moving,  and  the  administration  oi 
the  cathartic  simply  helps  it  along:.  In  every  pain  in  the 
abdomen,  where  the  bowels  are  not  moving,  to  give  ca- 1 
thartics  is  simply  exaggerating  the  condition. 

The  point  has  been  made  that  if  we  do  an  enteros- 
tomy in  these  cases,  in  many  of  them  the  obstruction 
corrects  itself ; and  so  if  we  leave  off  giving  cathartics 
in  conditions  on  which  we  operate,  we  cannot  avoid 
unfortunately,  an  occasional  adhesion.  Many  of  the 
cases  of  intestinal  obstruction  we  see,  when  we  go  into 
them,  are  due  to  a small  band  which  evidently  has  been 
present  a long’^  time,  and  by  too  much  peristalsis  the 
intestine  has  gone  down  and  produced  a kink  or  has 
slipped  into  an  adhesion.  A physician  comes  along  and 
adds  more  catharsis ; and  instead  of  relaxing  and  allow- 
ing that  obstruction  to  have  any  fair  chance,  he  drives 
it  and  increases  the  condition.  If  instead  that  patient 
be  given  an  enema  and  has  gone  to  the  stage  of  vomit- 
ing when  the  physician  is  called  in  and  the  stomach 
washed  out,  he  has  a better  chance  for  a surgical  oper- 
ation than  if  he  is  filled  with  doses  of  castor  oil  and 
calomel  salts.  That  is  a most  important  clinical  point 
to  be  emphasized  before  the  case  is  brought  to  the  sur- 
geon— namely,  that  he  shall  not  be  purged  or  an  effort 
made  to  severel}'  purge  him.  Such  patients  have  a bet- 
ter chance  for  the  obstruction  to  be  corrected  if  noti 
given  a dose  of  medicine. 

Dr.  W.  T.  Black,  Memphis : With  reference  to  the 
class  of  cases  under  discussion,  I would  rather  have 
them  go  to  the  other  practitioner  than  come  to  me 
That  should  not  be  the  case,  however,  in  cases  of  intes- 
tinal obstruction ; but  it  is  due  to  the  fact  that  thej’  al- 
ways come  latej  usually  the  third  or  fifth  or  even  sixtl 
day.  The  last  case  I had  of  intestinal  obstruction  was 
on-e  that  had  gone  on  for  five  days.  The  patient  hac’ 
fecal  vomiting  for  three  or  four  days,  due  to  obstruc- 
tion from  a gallstone  in  the  small  intestine. 

The  point  has  been  brought  up  by  others  that  th( 
principal  thing  in  these  severe  cases  is  to  do  an  enteros 
tomy.  Nature  has  pointed  that  out  to  us  b\-  the  fac 
that  in  cases  following  gangrenous  appendicitis,  when 
the  bowel  is  involved,  the  patient  looks  as  if  he  is  goin.t 
to  die  in  four  or  five  days  from  obstruction;  but  oftei 
fecal  fistula  forms,  and  the  patient  gets  well.  Most  0 
these  cases  come  to  us  after  they  are  thoroughh-  purgec 
and  are  to.xic.  Nature  will  relieve  them  often  by  post 
operative  obstruction  by  producing  these  fecal  fistulas. 

I had  a case  recently  of  a woman  who  had  a him] 
formed  below  Poupart’s  ligament,  supposed  to  be  ai 
abscess  in  the  upper  part  of  the  thigh;  and  a doctoii 
lanced  it  as  though  it  was  an  abscess.  It  proved  to  bi  1 
a strangulated  femoral  hernia.  A fecal  fistula  followed  I 
but  her  life  was  saved.  That  is  another  e.xample  to  d(  ! 
enterostomy  and  relieve  the  to.xemia  and  the  contents  0 ; 
the  bowel,  thus  relieving  the  patient,  and  later  do  a mori  i 
radical  operation  if  necessary. 

Dr.  W.  ai.  AIcC.vbe,  Nashville  (closing)  : Alore  case 
of  intestinal  obstruction  entering  the  hospital  are  mori 
bund  than  ain-  other  class  of  cases.  I have  seen  case 
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liie  in  fifteen  or  twenty  minutes  after  admission  to  the 
yard.  When  I am  informed  that  a case  of  obstruction 
,ias  been  admitted,  I am  almost  sure  that  the  case  is  a 
^ery  bad  surgical  risk.  Since  beginning  the  use  of  en- 
erostomy,  our  mortality  has  been  reduced ; but  we  are 
iot  proud  of  our  percentage  of  recoveries. 

If  one  will  procrastinate,  I would  advise  him  to  with- 
lold  the  administration  of  purgatives  and  administer 
laline  by  hypodermoclysis. 


MENSTRUAL  DISORDERS.* 


By  Lucius  E.  Burch,  M.D., 

'ellow  of  American  College  of  Surgeons;  Professor  of  Gynecol- 
ogy and  Dean  of  Medical  Department,  Vanderbilt  University, 

Nashville,  Tenn. 


I have  selected  this  subject  for  the  reason 
fhat  it  is  of  vital  interest  to  the  practitioner, 
ihe  specialist,  and  the  surgeon. 

I desire  to  state  in  the  beginning  that  all 
nenstrual  disorders  must  be  considered  in  the 
ight  of  symptoms,  and  never  as  a patholog- 
ical entity.  Statistics  show  that  25  per  cent 
bf  women  menstruate  irregularly,  47.4  per  cent 
Suffer  with  dysmenorrhea,  and  37  per  cent 
riave  profuse  menstruation. 

Amenorrhea  is  not  unusual  during  the  first 
rear  of  menstrual  life,  and  is  of  but  little  im- 
portance at  this  time,  for  the  reason  that  the 
low  usually  returns  and  maintains  a fairly  reg- 
ular cycle.  Amenorrhea  coming  on  after  the 
[•egular  establishment  of  menstrual  life  is  a 
iifferent  proposition,  and  should  always  be 
doked  on  as  a symptom  of  grave  importance 
:md  of  sufficient  import  to  demand  a most 
:areful  history  of  the  case,  accompanied  by  a 
;horough  physical  examination.  The  great 
najority  of  cases  of  amenorrhea  are  due  to 
;ome  constitutional  disease.  The  laity,  to  a 
lertain  extent,  realize  this,  and  consider  amen- 

r 

brrhea  as  an  early  symptom  of  tuberculosis. 
Those  cases  that  give  the  history  of  fairly  reg- 
ular menstrual  cycle,  followed  by  an  amen- 
orrhea, should  be  given  a most  rigid  examina- 
pon,  and,  in  addition,  laboratory  tests  of  the 
olood,  the  secretions,  excretions,  and  sputum 
.should  be  made.  This  history  will  almost 
; .nake  the  diagnosis  in  those  cases  that  are  due 
to  change  of  climate  or  suppression  from  cold. 
IjLack  of  development  of  the  pelvic  organ  pre- 

' *Read  at  the  annual  meeting  of  the  Tennessee  State  Medical 
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vents  the  establishment  of  the  regular  men- 
strual cycle ; and  if  the  pathology  is  marked, 
menstruation  fails  to  appear.  Before  treat- 
ing any  cases  of  amenorrhea,  exclude  preg- 
nancy; and  if  this  is  not  possible,  put  the 
patient  on  a simple  tonic  and  have  her  report 
again  in  a month  for  examination.  Emmena- 
gogues  are  rarely  demanded,  and  the  majority 
of  them  have  but  little  value.  Oxalic  acid  is 
quite  popular  in  those  cases  of  amenorrhea 
that  are  due  to  change  of  climate.  I cannot 
say  that  it  has  any  particular  value  ; for,  to  my 
mind,  menstruation  returns  when  acclimatiza- 
tion takes  place,  and  not  before.  Amenorrhea 
following  a prolonged  illness  or  a surgical 
operation  should  be  looked  on  as  a physiological 
condition,  and  no  treatment  is  necessary.  In 
this  class  of  cases  the  primary  object  should 
be  to  build  up  the  patient,  and  when  this  is 
accomplished  nature  will  assert  herself  and 
menstruation  will  return.  The  acute  suppres- 
sion following  exposure  to  cold  may  or  may 
not  be  accompanied  by  discomfort.  If  the 
patient  is  in  pain,  put  her  to  bed,  give  a saline 
purgative,  and  apply  hot-water  bags  or  hot 
poultices  to  the  lower  abdomen.  Bromides 
internally  will  usually  quiet  the  nervous 
symptoms.  If  menstruation  fails  to  return  at 
the  time  of  the  next  period,  then  give  man- 
ganese dioxide.  I prefer  it  in  pill  form,  given 
t.  i.  d.  in  two-grain  doses.  A difficult  form  of 
amenorrhea  to  treat  is  that  due  to  obesity. 
This  class  of  patients,  as  a rule,  are  fond  of  eat- 
ing" and  take  but  little  exercise.  To  effect  a 
cure,  a change  in  habits  and  mode  of  living  is 
essential,  and  it  is  in  obtaining  cooperation  on 
the  part  of  the  patient  that  we  find  the  key  to 
success.  They  must  be  firmly,  but  at  the  same 
time  kindly,  informed  that  relief  can  only  be 
effected  by  means  of  diet  and  exercise.  Amen- 
orrhea due  to  mental  worry,  excitement,  or 
trauma  can  only  be  relieved  by  rest,  regular 
hours,  and  freedom  of  all  anxieties.  Taking 
amenorrhea  as  a whole,  we  must  remember 
that  it  is  only  a symptom,  that  the  etiological 
factor  must  be  sought  after  and  corrected,  and 
that  remedies  administered  for  the  sole  pur- 
pose of  bringing  about  a flow  of  blood  from 
the  uterus  are  rarely  indicated. 

Menorrhagia  and  metrorrhagia  are  often 
associated,  and  are  due  to  the  same  causes. 
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and  for  this  reason  will  be  considered  together. 
It  is  the  rule  that  menorrhagia  makes  its  ap- 
pearance first,  and  as  the  disease  progresses 
metrorrhagia  appears.  These  two  conditions 
are  directly  opposite  to  amenorrhea,  so  far  as 
the  etiological  factors  are  concerned.  Amen- 
orrhea is  nearly  always  due  to  a pathological 
condition  outside  of  the  pelvis.  Menorrhagia 
and  metrorrhagia  are  due  to  pelvic  pathology. 
It  should  be  a standing  rule  among  all  physi- 
cians never  to  treat  a patient  with  menorrha- 
gia or  metrorrhagia  without  first  making  a 
careful  examination  of  the  pelvis.  It  is  my 
experience  that  80  per  cent  of  menorrhagias 
and  metrorrhagias  are  due  to  one  of  the 
five  following  diseases : Cancer,  abortion, 
fibroid  tumor,  extra-uterine  pregnancy,  and 
endometritis.  I am  confident  that  any  physi- 
cian who  will  carry  these  five  conditions  in 
his  mind,  and  then  obtain  a careful  history 
of  the  case,  will  have  a pretty  fair  idea  of  what 
his  examination  will  develop.  I consider  this 
chart  most  valuable  in  assisting  one  to  reach 
a diagnosis,  and  I can  most  heartily  recom- 
mend it.  In  referring  to  the  five  conditions 
that  may  produce  menorrhagia  or  metrorrha- 
gia, I might  add  that  by  endometritis  is  meant 
an  infection  of  the  uterus  that  follows  labor, 
abortion,  or  gonorrhea,  resulting  in  a thick- 
ening of  the  endometrium.  This  same  thick- 
ened condition  of  the  endometrium  is  also 
found  in  some  cases  of  fibroids  or  retrodis- 
placements  of  a marked  degree.  The  age  of  a 
patient  is  worth  a great  deal  from  a diagnostic 
standpoint.  A woman  who  has  passed  the 
menopause  and  then  has  a uterine  flow  has  a 
cancer  in  98  per  cent  of  cases.  If  all  women 
knew  this  and  would  consult  a competent  phy- 
sician, many  thousands  of  lives  would  be 
saved  annually.  Fibroids  are  very  rare  before 
twenty-five  years  of  age,  and  usually  they  do 
not  appear  until  after  thirty.  All  irregular 
or  profuse  bleedings  at  the  time  of  menopause 
should  call  for  an  examination ; and  if  the 
patient  will  not  consent,  the  case  should  be 
given  up.  ' This  is  the  time  that  cancer  is 
likely  to  develop ; and  if  a permanent  cure  is 
expected,  it  must  be  recognized  and  operated 
on  while  the  disease  remains  as  a local  condi- 
tion. The  character  of  pain  is  important  in 
searching  out  the  etiology  of  menorrhagia  and 


metrorrhagia.  In  cancer  pain  is  generally  ab 
sent  in  the  operable  cases.  A large  fibroic 
may  be  present  and  give  absolutely  no  pain 
on  the  other  hand,  a small  fibroid  wedged  ii 
the  pelvis  is  likely  to  render  the  woman  a help 
less  invalid  until  relieved.  Fibroid  polyps  pro 
duce  uterine  cramps,  which  are  an  attempt  oi 
the  part  of  nature  to  throw  off  the  tumor 
Extra-uterine  pregnancy  has  a sudden  severt 
abdominal  pain,  followed  by  collapse ; or,  i 
there  is.  an  attempt  at  tubal  abortion,  there  i 
a colicky  pain  to  one  side  of  the  uterus,  fol 
lowed  by  a mild  degree  of  shock  or  a fainting 
spell.  Abortion  is  characterized  by  labor, 
like  pains,  with  intervals  of  almost  perfec 
ease.  There  are  many  cases  of  abortion,  how 
ever,  that  have  but  little  pain,  and  it  is  her( 
that  one  can  easily  “ slip  up.”  The  characte: 
of  the  flow  should  be  given  careful  considera 
tion.  In  cancer  the  onset  is  characterized  by  : 
slight  show,  following  an  exertion  of  somi 
kind.  This  gradually  increases,  and  the  flov 
comes  and  goes  at  irregular  intervals.  Fibrok 
tumors  usually  produce  menorrhagia,  but  no< 
metrorrhagia.  Some  authorities  go  so  far  a 
to  say  that  this  is  a fixed  rule.  I am  willin< 
to  grant  that  this  is  the  usual  course  ii 
fibroids,  but  I have  seen  numbers  of  case 
where  both  menorrhagia  and  metrorrhagi:. 
were  present.  The  flow  in  extra-uterine  preg, 
nancy  is  due  to  the  casting  off  of  the  decidua 
membrane  from  the  uterus,  and  this  is  fol 
lowed  by  an  irregular  uterine  flow.  In  th. 
majority  of  cases  of  extra-uterine  pregnane; 
the  patient  goes  a week  or  two  weeks  over  th. 
regular  period,  and  then  there  appears  the  ir 
regular  uterine  flow. 

The  treatment  of  menorrhagia  or  metror 
rhagia  should  be  directed  at  the  cause,  aiK ' 
anything  short  of  this  may  be  disastrous  to  th. ' 
patient.  For  the  treatment  of  the  flow,  unti 
a diagnosis  is  made  or  for  emergency  hemor 
rhage,  I consider  rest  in  bed  with  elevatioi 
of  the  hips  most  important.  The  hot  doucli 
which  is  a favorite  remedy,  often  increase . 
the  flow,  and  should  not  be  used.  Ergot 
piturin,  atropine,  stypticin,  sulphuric  acic 
aromatic — all  have  their  advocates,  and  eacl 
of  these  has  a certain  amount  of  merit.  Tam 
ponade  of  the  vagina  will  lessen  the  amoun 
of  the  flow.  Those  cases  in  which  hemor 
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I'hage  has  produced  a constitutional  effect  and 
the  action  of  posture  and  drugs  cannot  be 
Safely  waited  on  demand  an  immediate  dilata- 
tion and  packing  of  the  uterus, 
j Dysmenorrhea  is  a common  ailment,  statis- 
tics showing  that  about  45  per  cent  of  women 
have  painful  menstruation.  Pain  or  discom- 
fort located  in  other  parts  than  the  pelvis  dur- 
pg  m'enstruation  is  classed  under  this  head, 
ffhere  are  many  different  *^arieties  of  dysmen- 
jarrhea,  and  from  a pathological  standpoint 
there  remain  several  that  are  still  unclassified. 
The  pathology  may  be  in  the  pelvis,  or  it  may 
be  due  to  a constitutional  disease.  It  is  not 
unusual  to  see  women  with  dysmenorrhea 
jiwhose  pelvic  organs  are  not  only  well  devel- 
joped,  but  also  free  of  disease.  A careful  pelvic 
?as  well  as  a searching  physical  examination 
ishould  be  made  in  all  cases  of  dysmenorrhea 
[before  arriving  at  a definite  conclusion.  There 
[is  no  need  to  dwell  on  the  treatment  of  those 
leases  that  are  due  to  diseased  appendages, 
jfor  the  reason  that  it  is  clear  cut  and  well 
fdefined.  Those  cases  that  are  due  to  a consti- 
Itutional  disease  or  to  some  pathological  con- 
l|dition  in  a remote  organ  are  treated  as  the 
^occasion  demands.  There  are  other  varieties 
that  demand  close  study  and  further  investi- 
gation, for  the  reason  that  treatment  is  often 
unsatisfactory. 

Opium  and  alcohol  should  never  be  used  to 
relieve  the  pain  of  dysmenorrhea.  It  behooves 
us  to  remember  that  painful  menstruation  re- 
turns every  month  ; and  if  habit-fonuing  drugs 
iare  once  used,  their  continuance  will  be  a neces- 
sity, with  all  of  their  evil  consequences.  Dys- 
menorrhea due  to  fibroids,  cysts,  and  extreme 
displacements  is  a surgical  condition,  and 
meeds  no  further  comment.  A very  common 
form  of  dysmenorrhea  is  known  as  obstructive. 
It  is  usually  found  in  virgins  and  sterile  mar- 
ried women,  and  is  characterized  by  a pain  of 
a colicky  nature  that  begins  a few  hours  be- 
fore the  flow  or  just  with  the  flow  and  passes 
off  when  the  flow  is  well  established,  which  is 
usually  the  first  or  second  day.  In  this  variety 
[of  dysmenorrhea  there  is  often  found  an  unde- 
•veloped  condition  of  the  uterus,  with  a sharp 
anteflexion.  A stenosis  of  the  cervix  is  not  at 
all  unusual.  Whether  the  obstruction  is  the 

direct  cause  or  whether  it  is  due  to  a neuro- 

i 


trophic  condition  is  still  a mooted  question. 
It  is  a fact,  however,  that  pregnancy  always 
produces  a cure,  and  that  a thorough  dilatation 
and  curettement  will  relieve  the  symptom  for 
a variable  length  of  time,  and  in  a certain  pro- 
portion of  cases  a cure  is  effected  by  this 
means.  It  is  also  true,  in  a small  number  of 
cases,  that  a cure  may  be  brought  about  by  a 
change  of  habits,  outdoor  life,  and  a general 
constitutional  upbuilding.  A stem  pessary  is 
often  effective  in  curing  this  variety,  but  it  is 
to  be  remembered  that  it  may  produce  an  in- 
fection that  is  much  more  dangerous  and 
distressing  than  dysmenorrhea,  and  for;  this 
reason  it  should  rarely,  if  ever,  be  used.  If 
palliative  measures  or  constitutional  treatment 
fail,  I advise  a dilatation  and  curettement.  I 
consider  it  quite  important,  after  the  cervix 
is  dilated  from  three-fourths  to  one  inch  in 
diameter,  to  then  continue  to  keep  the  opened 
dilators  in  the  cervical  canal  for  fifteen  or 
twenty  minute's.  This  step  insures  the  per- 
manency of  the  cure.  In  some  cases  the 
symptoms  return  within  a year  or  two,  and  a 
repetition  of  the  operation  is  demanded. 
Those  cases  of  dysmenorrhea  that  are  due  to 
an  irritability  of  the  autonomic  nervous  system 
may  be  relieved  by  aropine  sulphate  in  1-100 
grain  doses,  given  three  times  a day.  The  drug 
is  given  internally,  and  should  be  started  two 
days  before  the  expected  period  and  continued 
through  the  first  day  of  the  flow.  Hydrastis 
given  for  three  weeks  before  the  onset  of  the 
flow  is  occasionally  successful  in  relieving 
uterine  cramps  that  accompany  the  period. 

There  is  a form  of  dysmenorrhea  that  is 
due  to  an  increased  ovarian  secretion.  It  is 
characterized  by  premenstrual  headache,  bi- 
lateral pain  in  the  region  of  the  ovaries,  which 
begins  with  the  flow  and  ends  with  the  flow. 
Uterine  cramps  may  or  may  not  be  present ; 
if  they  do  appear,  it  is  not  until  after  the  flow 
is  well  established.  Remarkable  results  are 
being  obtained  in  this  latter  variety  by  the 
application  of  adrenalin  chloride  1 to  1000  to 
the  genital  spots  in  the  nose.  These  spots  are 
situated  at  the  anterior  portion  of  the  inferior 
turbinate  in  either  side  of  the  nose.  The  solu- 
tion should  be  kept  in  contact  with  the  spots 
for  two  to  three  minutes. 

In  conclusion,  I desire  to  call  attention  to 
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the  following  important  points : All  menstrual 
disorders  are  symptoms,  and  should  call  for 
a careful  history  of  the  case,  followed  by  a 
thorough  examination.  This  routine  should 
invariably  be  carried  out  before  prescribing. 
The  etiological  factor  in  amenorrhea  is  usually 
outside  of  the  pelvis.  The  majority  of  cases 
of  menorrhagia  and  metrorrhagia  are  due  to 
one  of  the  following  diseases : Cancer,  abor- 
tion, fibroid  tumor,  extra-uterine  pregnancy, 
and  endometritis.  Those  cas'es  of  dysmenor- 
rhea that  are  not  due  to  tumors,  diseased  ad- 
nexae,  extreme  displacements,  or  obstruction 
may  be  relieved  without  resorting  to  surgery. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  BURCH. 

Dr.  J.  L.  McGehee,  Memphis : I desire  to  emphasize 
certain  points  brought  out  in  this  paper,  and  to  lay 
as  much  stress  as  possible  on  them. 

One  of  the  best  points  in  the  paper  is  the  state- 
ment made  in  the  beginning  that  we  should  regard 
menstrual  disturbances  as  symptoms  rather  than 
diseased  entities.  One  of  the  most  pernicious  be- 
liefs held  by  the  feminine  public  generally  up  to  a 
few  3"ears  ago — and  I am  inclined  to  believe  it  is 
true  very  largely  at  the  present  time,  but  they  are 
becoming  educated  along  these  lines — is  that  men- 
strual disorders  are  supposed  to  be  characteristic 
of  the  menopause.  No  more  erroneous  belief,  or 
one  fraught  with  more  dangerous  effects,  was  ever 
supported  by  the  public.  The  average  woman  ar- 
riving at  the  time  of  the  menopause  expects  this 
period  to  be  characterized  by  abnormality.  I am 
sorry  to  say  that  all  of  us  can  bear  witness  to  the 
fact  that  they  will  come  to  us  in  the  late  stages  of 
cancer  with  the  history  that  they  consulted  a doc- 
tor who  gave  them  pills  or  advised  douches  and 
said  that  everything  would  go  well  after  a while. 
When  cancer  of  the  uterus  can  be  diagnosed  macro- 
scopically,  it  is,  as  a rule,  inoperable.  When  the 
neighbors  know  how  the  patient  is  disturbed  by 
an  odor  escaping  from  the  uterus,  and  that  she  is 
having  abnormalities  at  the  menopause,  it  is  too 
late  for  diagnosis  or  any  therapeutic  effort.  It  is 
rare  that  cancer  of  the  cerxiv  exists  without  there 
having  l)een  a time  during  the  history  of  the  case 
that  its  presence  was  not  manifest  and  warning 
signs  were  not  given.  The  so-called  “ show,”  a few 
drops  of  blood  appearing  after  straining  at  stool 
or  sexual  intercourse,  is  an  early  sign  of  beginning 
cancer  of  the  cervix.  Disturbances  in  menstruation 
as  to  the  number  of  days  and  amount  of  the  flow 
are  suggestive.  Those  symptoms  appearing  in  a 
woman  at  this  period  of  life  demand  investigation 
of  the  pelvic  organs  as  a whole,  both  microscopi- 


cally and  macroscopically.  It  is  true  cancer  of  the 
fundus  remains  a local  condition  longer  than  can- 
cer anywhere  else  in  the  body.  That  is  true  of 
the  fundi  of  all  organs,  due  to  the  lymphatic  supply; 
but  cancer  of  the  cervix  remains  local  sufficiently 
long  for  the  diagnosis  to  be  made  and  proper  treat- 
ment applied.  In  these  cases  nature  sounds  a warn- 
ing in  the  “ show,”  or  watery  discharge,  and  un- 
less it  is  heeded  the  woman  is  doomed. 

Dr.  W.  T.  Black,  Memphis ; I wish  to  speak  briefly 
on  this  subject  and,  in  the  first  place,  to  report  a 
case  of  amenorrhea  in  a woman  forty-five  years 
of  age — one  who  had  never  menstruated  during  her  I 
lifetime,  supposed  to  be  due  to  some  congenital 
defect. 

Dr.  Burch  has  stated  that  amenorrhea  may  be 
due  to  some  constitutional  trouble  producing  an 
anaemic  condition  or  to  obesity.  We  have  cases 
that  are  due  to  change  of  climate,  to  close  confine- 
ment, etc.  He  stated  that  practically  all  amenor- 
rheas were  due  to  troubles  outside  of  the  pelvis. 
While  that  is  true,  we  must  not  lose  sight  of  the 
fact  that  we  may  have  trouble  produced  in  the 
pelvis. 

During  the  last  six  months  I saw  a woman  who 
gave  a perfectly  normal  menstrual  history.  She 
was  taken  sick,  was  in  bed  five  or  six  weeks  ; then 
she  was  up  and  about  in  a fairl}^  good  condition, 
but  for  five  months  she  had  not  menstruated.  She 
never  missed  a period  before  in  her  life.  She 
would  come  every  twenty-eight  daj's,  was  normal 
in  amount,  and  would  last  a certain  time.  The 
woman’s  blood  examination  was  not  sufficiently 
affected  to  account  for  the  amenorrhea.  It  was 
not  a secondary  anaemia  that  produced  amenorrhea. 

It  was  found  she  had  a lump  in  the  pelvis,  which 
was  thought  might  possibly  be  a pregnancy  until 
ruled  out;  but  at  the  time  of  the  operation  it  was 
found  that  her  ovaries  were  completelj"  destroyed, 
due  to  infection. 

When  we  come  to  the  question  of  metrorrhagia, 
the  first  thing  we  think  of  when  we  have  a woman 
who  has  an  increase  in  the  amount  of  flow  and  the 
length  of  time  she  menstruates  is  infection,  a specific 
or  infectious  t3^pe  of  endometritis.  If  she  has  a 
profuse  flow,  we  think  of  miscarriage  or  an  abor- 
tion or  a tubal  pregnanc3'. 

The  typical  history  of  cancer  which  Dr.  AIcGehee 
has  just  given  us  is  usually  characteristic,  but  we 
must  remember  we  have  exceptions  to  that  rule. 
Within  the  past  3-ear  I have  seen  two  cases,  one 
in  a woman  thirt3'  3-ears  of  age  and  another  in  a ; 
woman  of  forty-one,  who  gave  perfectly  normal  . 
menstrual  histories,  except  some  leucorrheal  dis- 
charge. One  menstruated  three  months  and  the_, 
other  four  months,  and  never  missed  a period-3l 
never  a stain  of  blood  between  the  menstrual  pe^ 
riods  in  their  lives — so  that  we  have  exceptions  tof 
all  rules,  and  we  should  not  alwa3-s  forget  that  this^ 
condition  might  be  cancer.  You  would  think  of  in- 
complete abortion;  but,  after  all,  the  point  which^ 
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we  should  dwell  upon  is  that  in  every  woman  who 
has  an  irregular  menstrual  history  we  should  make 
it  a point  to  go  over  her  carefully  and  thoroughly 
medically,  and  she  should  have  a pelvic  examina- 
tion. 

Dr.  M.  H.  Panhorst,  Jonesboro:  I have  enjoyed 
this  paper  very  much,  but  there  is  one  thing  to 
which  I desire  to  call  the  attention  of  the  medical 
profession.  For  mercy’s  sake,  in  this  splendid  cen- 
tury, with  all  the  light  we  have,  do  not  tell  a woman 
forty-five  years  of  age  that  when  something  gets 
wrong  with  her  it  is  change  of  life  and  she  will 
get  better  after  a while.  If  you  find  something 
that  is  wrong,  don’t  say  she  has  change  of  life, 
don’t  let  the  woman  go ; but  investigate  and  find 
out  what  it  is,  and  you  will  invariably  find  some- 
thing wrong. 


I THE  TREATMENT  OF  ECLAMPSIA.* 

By  J.  T.  Altman,  M.D., 

Nashville,  Tenn. 

J It  is  doubtful  if  any  consideration  of  disease 
' therapy  presents  a wider  divergence  of  opinion 
and  ideas  than  that  involved  in  a discussion 
|j  of  the  timeworn  subject  of  eclampsia  and  its 
treatment.  Our  ignorance  of  the  true  or  spe- 
I cific  cause  of  the  disorder,  combined  with  the 
it  altogether  empirical  treatment  now  in  vogue, 
is  alone  responsible  for  this  great  difference  of 
opinion.  It  is  to  emphasize  some  of  these 
ideas,  and  not  to  attempt  or  claim  anything 
new,  that  prompts  me  to  bring  this  subject  to 
your  consideration  at  the  present  time. 

Following  in  the  line  of  preventive  medicine, 
the  keynote  of  our  profession  to-day,  I would 
like  to  emphasize  the  great  importance  of 
proper  prophylaxis.  I do  not  believe,  with 
Edgar  and  Davis,  that  eclampsia  can  always 
be  prevented.  That  it  will  occur,  in  a few 
cases,  in  spite  of  all  treatment,  cannot  be  de- 
nied. But  undoubtedly  a large  number  of 
cases  can  be  prevented  if  all  are  properly 
treated  and  closely  Avatched  during  the  last 
half  of  pregnancy. 

In  most  instances  certain  prodromal  symp- 
toms are  present,  which  serve  as  danger  sig- 
nals, but  some  of  the  very  Avorst  cases  burst 
forth  like  a thunderbolt  from  a clear  sky.  A 
casual  examination  of  the  urine  once  a month 

*Read  at  the  meeting  of  the  Middle  Tennessee  Medical  Asso- 
ciation, Lewisburg,  May,  1916. 
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for  albumen  is  not  sufficient.  The  urine  should 
be  examined  at  least  tAvice  a month  for  albu- 
men, casts,  and  solids,  as  shown  by  the  urea 
of  ammonia  coefficient.  The  quality  is  also 
important.  Of  equal  importance  with  urine 
analysis  is  the  blood  pressure,  which  should 
be  systematically  taken.  In  addition  to  these 
precautions,  we  should  occasionally  see  the 
patient  to  see  if  any  headache,  disturbance 
of  vision,  nausea,  or  other  digestive  symp- 
toms are  present.  Some  claim  beneficial  re- 
sults from  the  administration  of  thyroid  ex- 
tract in  five-grain  doses  three  times  a day  for 
a long  period  of  time.  Personally,  I have  not 
been  able  to  notice  any  perceptible  effects 
from  its  use. 

Whenever  Ave  notice  any  of  the  prodromal 
symptoms  of  eclampsia,  we  should  institute 
immediate  steps  to  control  them.  This  is  done 
by  rigid  diet,  such  as  cutting  off  of  all  meats 
or  meat  extracts,  and,  in  the  severe  types, 
giving  nothing  but  milk  and  plenty  of  water. 
Keep  the  patient  quiet,  as  exercise  may  pre- 
cipitate convulsions.  By  a rigid  diet  we  stop, 
to  a certain  extent,  the  formation  of  the  tox- 
ines,  and  at  the  same  time  turn  our  attention 
to  eliminating  those  already  in  the  system. 
This  is  done  by  stimulating  the  emunctories. 
Calomel,  followed  by  sulphate  of  magnesia, 
should  be  given  until  free  purgation  is  estab- 
lished and  kept  up.  Favor  skin  elimination  by 
hot  baths  or  packs,  never  by  diaphoretic 
drugs.  Stimulate  the  kidneys  by  free  use  of 
water  combined  with  nitroglycerine,  but  do 
not  give  the  potassium  salts.  If  the  blood 
pressure  is  high  or  increasing,  that  may  be 
reduced  by  the  above  treatment  and  the  ad- 
ministration of  veratrum,  nitroglycerine,  and 
chloral  hydrate.  If  the  symptoms  do  not  im- 
prove and  the  blood  pressure  is  not  reduced 
by  such  active  treatment,  then  we  should  take 
the  proper  steps  to  terminate  pregnancy  be- 
fore convulsions  occur  by  such  methods  as 
Avill  produce  the  least  amount  of  shock  and  the 
least  injury  to  the  parturient  tract. 

We  Avill  noAV  consider  the  treatment  of  the 
condition  after  one  or  more  convulsions  have 
occurred.  Cases  of  eclampsia  vary  so  greatly 
in  severity  that  no  routine  treatment  can  be 
followed.  The  principles  upon  Avhich  the  prop- 
er treatment  of  eclampsia  are  based  depend 
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upon  the  view  that  eclampsia  is  a complex 
toxemia,  the  original  source  of  which  is  prob- 
ably the  placenta,  and,  furthermore,  that  sec- 
ondary sources  of  toxemia  arise  during  the 
course  of  the  disease  from  profound  altera- 
tions in  metabolism  and  from  failure  of  the 
excretory  function  of  the  kidneys.  Therefore, 
we  have  two  immediate  objects  of  treatment, 
as  follows:  (a)  To  terminate  the  pregnancy, 
(b)  To  promote  the  elimination  of  the  toxines 
and  to  neutralize  their  effects. 

There  are  two  distinctly  different  schools  of 
thought,  and  the  relative  importance  attached 
to  these  objects  are  by  no  means  the  same. 
One  school  regards  the  first  object  as  all  im- 
portant, and  subordinates  everything  to  a 
rapid  emptying  of  the  uterus.  To  this  school 
the  treatment  of  eclampsia  is  mainly  a surgical 
problem. 

Another  equally  important  school  regards 
the  second  object  as  all  important,  the  elimina- 
tive treatment  is  of  prime  importance,  while 
the  termination  of  pregnancy  is  purely  a sec- 
ondary matter,  and  according  to  this  school 
the  treatment  of  eclampsia  is  mainly  a medical 
problem.  Each  school  presents  an  array  of 
statistics  in  support  of  its  treatment  that  ap- 
pears quite  convincing.  In  1911  Dr.  Peterson, 
of  Ann  Arbor,  wrote  a very  able  article 
strongly  urging  the  surgical  treatment  and 
giving  a decided  preference  for  vaginal 
Caesarean  section.  He  reported  over  five  hun- 
dred cases,  in  the  hands  of  several  operators, 
with  a maternal  mortality  of  17  per  cent  and 
a fetal  mortality  of  23  per  cent.  The  follow- 
ing year  Dr.  Gustave  Zinki,  of  Cincinnati, 
wrote  a very  interesting  article  on  the  con- 
servative or  medical  treatment.  The  number 
of  his  cases  was  much  smaller,  but  his  mater- 
nal mortality  was  only  12  per  cent,  while  his 
fetal  mortality  was  46  per  cent.  Thus,  you 
see,  from  the  experience  of  these  two  writers, 
the  medical  treatment  gave  a smaller  maternal 
mortality  by  5 per  cent,  but  increased  the 
fetal  mortality  by  23  per  cent.  I think  statis- 
tics are  very  unreliable  at  best.  I do  not  think 
that  we  should  stick  dogmatically  to  the  teach- 
ings of  either  school,  but  should  treat  every 
case  as  a law  unto  itself.  The  milder  cases 
will  get  well  under  either  the  medical  or  sur- 
gical treatment,  and  the  severe  types  will 


tax  our  ingenuity  to  the  utmost.  In  some 
cases  we  should  follow  the  medical  treatment 
alone,  while  in  others  we  should  resort  at  once 
to  the  surgical  treatment,  while  in  still  other 
cases  a middle  ground  should  be  adopted.  One 
of  the  most  pronounced  of  the  comparative!)^ 
modern  advocates  of  the  medical  or  conserva- 
tive methods  is  Hastings  Tweedy,  of  Dublin, 
and  his  is  called  the  “ Dublin  method,”  or.  as 
it  is  sometimes  wrongly  called,  the  “ morphine 
treatment.”  According  to  Tweedy,  this  meth- 
od rests  upon  four  principles:  (I)  Accouche- 
ment force  is  not  advocated  in  any  form  ; im- 
mediate delivery  only  when  easily  possible. 
(2)  Limit  metabolism  and  avoid  further  meta- 
bolism. This  is  done  by  starvation,  gastric 
lavage,  and  the  giving  of  morphia.  (3)  Aid 
excretion  by  purging  and  irrigation  of  the 
bowels.  Sweating  is  never  done,  as  it  concen- 
trates the  toxines  in  the  blood,  thereby  in- 
creasing the  danger  of  convulsions.  Venesec- 
tion in  specially  selected  cases,  followed  by 
infusion  of  salt,  or,  better,  by  the  carbonate  of 
soda  into  the  vein  or  the  bicarbonate  of  soda 
under  the  skin.  (4)  The  treatment  of  special 
signs,  such  as  convulsions,  respiratory  weak- 
ness, and  cardiac  weakness.  Morphia,  accord- 
ing to  Tweedy,  meets  these  indications  best  of 
all.  Immediately  after  the  first  convulsions, 
if  possible,  give  one-half  grain  morphine 
hypodermically  and  an  additional  one-fourth 
grain  every  two  hours  until  two,  or  even  three, 
grains  are  given  in  the  first  twenty-four  hours. 
When  the  respiration  reaches  six  or  seven  per 
minute,  it  is  an  indication  that  the  limit  is 
reached.  After  the  first  dose  wash  out  the 
stomach  thoroughly  and  pass  a reliable  purga- 
tive through  the  tube — any  effective  purgative. 
This  done,  catheterize  the  patient,  measure 
and  then  analyze  the  urine.  Patient  must  be 
kept  well  on  her  side  or  almost  on  the  face 
to  prevent  aspiration  pneumonia.  Pass  a high 
colonic  tube  and  irrigate  the  bowels  with  sev- 
eral pints  of  a solution  of  bicarbonate  of  soda, 
and  at  the  close  of  the  irrigation  leave  a pint 
in  the  bowels  for  absorption.  If  the  urine  re- 
mains scanty,  then  use  a solution  of  the  bicar- 
bonate of  soda  under  each  breast.  Labor  is 
never  induced  at  this  juncture,  but  should  take 
place  as  it  may.  Do  not  interfere  until  the 
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cervix  is  dilated ; then  apply  forceps  and 
shorten  the  second  stage. 

Straganofif,  of  St.  Petersburg,  follows  a sim- 
ilar line  of  treatment,  except  he  gives  large 
doses  of  chloral  hydrate  per  rectum  in  con- 
j junction  with  the  morphine.  The  results  of 
;■  this  line  of  treatment  are  as  follows : 

I Tweedy  treated  seventy-four  cases,  with  a 
I maternal  mortality  of  8.11  per  cent  and  a fetal 
of  30  per  cent.  Straganoff  treated  personally 
three  hundred  and  sixty  cases,  with  a mater- 
nal mortality  of  6.6  per  cent  and  fetal  of  21 
. per  cent. 

!i  Now  a word  about  the  mortality  rate  in  the 
I United  States.  The  rate  as  gathered  from 
nine  of  the  largest  lying-in  hospitals  in  this 
country  gives  an  average  of  38.4  per  cent  ma- 
i ternal.  The  Royal  Maternity  of  Edinburgh 
i!  gives  a meternal  mortality  of  66.6  per  cent ; 

' Guys  Hospital,  in  London,  is  25  per  cent; 
■I  Williams,  at  Johns  Hopkins,  20  to  25  per  cent; 
i DeLee,  over  20  per  cent ; the  New  York  Lying- 
![  In  Hospital,  30.8  per  cent ; Edgar,  20  per  cent ; 
Cragin,  of  the  Sloan  Maternity,  28  per  cent. 
In  most  of  these  hospitals  various  methods  are 
Ij  used. 

i'  Notwithstanding  the  fact  that  the  method 

I of  Tweedy  and  Straganoff  shows  a lower  ma- 
ternal mortality  than  any  that  I have  seen 
published,  I am  convinced  of  one  fact,  and  that 
is  that  the  patient  is  not  safe  until  the  uterus 
is  empty,  and  some  of  them  will  die  even  after 
j that  is  done.  All  medical  treatment  can  be 
but  palliative,  after  all.  We  do  not  know  the 
specific  toxine  that  causes  eclampsia ; but  we 
do  know  that  we  have  a {Poisoned  blood  stream, 
I and  that  poison  is  due  to  pregnancy.  There- 
fore, the  only  way  to  effect  a cure  is  to  stop 
the  formation  of  the  toxines  and  get  the  poison 
out  of  the  blood  as  quickly  as  possible.  The 
only  rational  way  to  do  this  is  to  empty  the 
uterus  and  then  eliminate  the  toxines.  When 
and  how  to  empty  the  uterus  is  a vital  point, 
and  one  that  engenders  many  different  opin- 
ions. 

In  some  of  the  milder  cases  at  term  it  may 
not  be  necessary  to  bring  on  labor,  as  nature 
will  frequently  come  to  our  rescue.  In  some 
cases  simply  rupturing  the  membranes  will 
cause  the  convulsions  to  cease  or  become  much 
lighter.  In  other  cases  the  passing  of  a 


catheter  between  the  membranes . and  the 
uterine  walls,  then  packing  the  cervix  and 
vagina  tightly,  will  accomplish  the  desired 
ends.  As  this  may  fail  to  excite  labor,  we  may 
introduce  the  rubber  bag  after  rupturing  the 
membranes  and  attach  a weight.  This  is  a 
very  effective  way,  but  is  too  slow  in  the  severe 
types.  In  multipara  during  labor,  or  even  in 
primiparas  where  the  cervix  has  been  taken 
up,  we  may  dilate  the  cervix  manually  by 
either  the  Edgar  or  the  Harris  method  in  forty 
to  sixty  minutes,  then  apply  forceps  or  do  a 
version,  as  seems  best.  If  the  cervix  is  harder, 
but  partially  taken  up,  I prefer  the  Bossi  or 
DeWees  dilators.  These  four-bladed  dilators 
are  very  powerful,  and  much  harm  may  be 
done,  but  with  proper  care  and  time  the  cervix 
can  be  dilated  enough  to  apply  forceps  and 
complete  the  delivery  at  once.  However,  be- 
fore we  apply  forceps  it  is  best  to  complete 
the  cervical  dilatation  by  the  Edgar  method  of 
dilatation. 

• 

The  technique  of  the  branched  dilators  is  as 
follows ; It  can  be  done  safely  in  the  home 
with  proper  aseptic  precautions.  Complete 
anaesthesia  by  ether.  Properly  prepare  the 
patient,  instruments,  and  hands.  Grasp  cervix 
with  vulsellum  forceps,  retract  the  vagina,  and 
introduce  the  closed  dilator  with  the  small 
guards  at  first.  Be  sure  the  dilators  pass 
through  the  internal  os.  Dilate  slowly,  so  that 
the  cervix  will  stretch  and  not  tear.  Imitate 
nature  by  applying  power  intermittently. 
When  the  cervix  is  dilated  to  the  size  of  a dol- 
lar, put  on  the  larger  guards,  as  they  will  not 
slip  out  of  the  cervix.  Twenty  to  forty  min- 
utes will  be  necessary  to  get  the  cervix  fully 
two-thirds  dilated.  Forceps  can  now  be  ap- 
plied, but  should  not  be  until  the  dilatation 
is  completed  manually  by  the  Edgar  method. 
Now  apply  forceps  if  the  position  is  favorable ; 
if  not,  do  a podalic  version.  Another  rapid 
method  of  delivery  is  vaginal  Caesarean  sec- 
tion, first  emphasized  by  Durham.  This  re- 
quires a skilled  surgeon  with  the  proper  envi- 
ronments. By  this  method  the  anterior  and 
posterior  lip  of  the  cervix  and  lower  segment 
is  cut  through,  after  which  the  child  is  ex- 
tracted by  forceps  or  podalic  version. 

The  last  method  to  mention  is  abdominal 
Caesarean  section.  At  the  present  time  the 
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field  of  Caesarean  section  is  limited  to  a small 
per  cent  of  cases,  but  undoubtedly  the  field  is 
widening.  Under  the  following  conditions  I 
would  unhesitatingly  advise  the  Caesarean  sec- 
tion as  the  operation  of  choice  : A primipara 
with  a long,  hard  cervix,  having  hard  convul- 
sions at  frequent  intervals,  totally  unconscious 
between  them,  labor  absent,  in  a hospital  with 
a competent  operator,  and  not  previously  in- 
fected by  unclean  hands.  I think  a section 
offers  a better  chance  for  both  mother  and 
child. 

We  know  that  there  is  danger  of  death  in 
any  one  of  the  convulsions,  therefore  it  be- 
hooves us  to  take  active  steps  to  control  them 
as  quickly  as  possible.  How  shall  this  be 
done?  There  are  two  ways  of  controlling 
them.  One  is  by  the  free  use  of  nerve  seda- 
tives, and  the  other  by  cardiac  depressants. 
Formerly  chloroform  was  much  used,  but  now 
we  know  that  it  is  dangerous  and  should  not 
be  used  at  all.  An  anaesthetic  is  not  needed 
except  for  operative  procedures,  and  then 
ether  is  preferable.  It  has  been  proven  that 
chloroform  adds  greatly  to  the  de§tructive 
liver  changes.  By  far  the  most  reliable  and 
certain  drug  to  stop  the  convulsions  is  mor- 
phine after  the  “ Dublin  method,”  or  combined 
with  chloral  after  Straganoff.  Theoretically 
it  is  contraindicated,  because  it  interferes 
somewhat  with  bowel  elimination  and  in- 
creases the  coma.  Practically  this  does  not 
obtain,  as  the  certainty  of  its  action  more  than 
counterbalances  the  supposed  delay  in  elimina- 
tion. After  a full  dose  of  morphine  I have 
gotten  good  results  from  the  use  of  chloratone 
where  the  patient  is  able  to  swallow. 

The  cardiac  depressants  are  veratrum  veride 
and  venesection.  Veratrum  has  gained  a great 
reputation  in  some  localities,  but  I must  say 
that  it  has  been  very  unsatisfactory  in  my 
hands.  Several  times  I have  seen  it  produce 
such  distressing  nausea  that  morphine  had  to 
be  given  to  stop  it.  I have  no  doubt  that 
veratrum  and  chloroform  have  added  many 
victims  that  were  attributed  to  the  toxemia. 
To  my  mind,  venesection,  boldly  done  and 
followed  by  direct  infusion  of  normal  saline, 
or,  as  Fisher  advises,  the  carbonate  of  soda, 
thus  correcting  the  dangerous  acidosis,  is  the 
most  rational  treatment.  By  this  method  we 


reduce  the  high  blood  pressure  which  is  pres- 
ent in  most  cases  and  then  dilute  the  toxines 
in  the  blood  stream.  Blood  letting  is  largely 
a lost  art  now  because  a few  decades  ago  it 
was  carried  too  far. 

Now,  having  properly  carried  out  the  two 
first  indications  for  treatment — viz.,  the  con- 
trol of  the  convulsions  and  the  emptying  of  the 
uterus — we  next  turn  our  attention  to  the  third 
■ — elimination.  Give  calomel  followed  by  salts, 
or,  in  the  severe  types,  two  drops  of  croton  oil 
in  a dram  of  olive  oil  on  the  tongue.  Pass  a 
colonic  tube  high  up  and  flush  the  bowels  with 
one  gallon  or  more  of  soda  water.  Follow  this 
later  with  a pint  of  the  same  solution  every 
four  hours,  to  be  retained,  or  use  the  Murphy 
drip.  Increase  the  action  of  the  skin  by  hot 
packs,  never  by  diaphoretic  drugs.  Nitro- 
glycerine as  a diuretic,  and  plenty  of  water  by 
mouth  as  soon  as  the  patient  can  swallow  it. 
No  food  of  any  kind  should  be  given  for  forty- 
eight  hours  or  more,  and  then  milk  only  for 
two  or  three  days.  It  is  a great  error  to  feed 
too  early  or  too  much.  Absolute  quiet  is  very 
essential.  Avoid  all  noise,  all  excitement,  and 
bright  light. 

The  baby  should  not  nurse  until  elimination 
is  good  and  the  mother  has  returned  to  con- 
sciousness. She  should  be  closely  watched 
during  the  puerperium,  as  her  recovery  is 
usually  slow.  Remember  that  insanit)^  is  not 
an  infrequent  sequel.  During  the  attack  these 
patients  should  never  be  left  alone.  They  may 
fall  and  fracture  the  skull  or  some  of  the  bones 
of  the  extremities.  The  tongue  should  also  be 
protected  from  injury,  as  deaths  have  occurred 
from  an  infected  tongue.  Another  danger 
that  should  not  be  forgotten  is  aspiration 
pneumonia.  To  prevent  this,  don’t  let  the  pa- 
tient lie  on  the  back.  Keep  her  well  on  the 
side,  almost  on  her  face.  A rolled  handker- 
chief pressed  ^between  the  teeth  is  the  best 
way  to  protect  the  tongue  from  being'  injured. 
All  subsequent  pregnancies  should  be  closely 
watched,  to  prevent  a recurrence.  A few  days 
ago  I saw  a woman  who  had  convulsions  with 
her  first  baby,  escaped  entirely  the  second, 
but  died  of  eclampsia  in  her  third  labor. 


Health  first  is  the  highest  form  of  safety  first. 
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BIRTH  CONTROL.* 

By  Henry  Lockhart,  M.D., 

Coalmont,  Tenn. 

If  while  I am  reading  this  paper  you  should 
happen  to  see  a gentleman  with  prominent 
teeth,  eyeglasses,  and  a big  stick  snooping 
around,  please  let  me  know,  and  I will  at  once, 
without  further  ado  or  comment,  hie  me  back 
to  the  sticks  of  old  Cumberland,  which  is  my 
natural  habitat,  where  I belong  and,  I suspect, 
where  I ought  to  stay.  Said  gentleman  is  sup- 
posed to  be  in  Bermuda,  Trinidad,  or  some 
such  place  in  the  West  Indies,  but  you  can 
never  tell.  But,  gentlemen,  this  subject, 

“ Birth  Control,”  is  coming  up  and  is  up  for 
discussion  and  decision.  So  far  as  I know,  this 
is  the  first  time  it  has  been  brought  up  in  a 
medical  meeting  of  this  kind.  It  is  said  that 
“ fools  rush  in  where  angels  dare  not  tread.” 
There  will  have  to  be  an  addition  to  the  class 
that  rush  in,  and  we  may  make  it  read,  “ fools 
and  country  doctors  rush  in  ; ” but  in  this  par- 
ticular instance,  at  least,  the  country  doctor 
is  a subdivision  of  the  general  class  that  rush 
in.  Be  that  as  it  may,  a fool  by  any  other 
name  would  have  just  as  little  sense.  We  can- 
not say  that  we  are  rushing  in  on  this  subject. 
On  the  contrary,  we  approach  it  with  awe,  with 
bared  head,  reverent  hand,  and  silent  step ; 
for  in  attempting  to  discuss  this  theme  I be- 
lieve we  are  approaching  as  near  the  “ Great 
White  Throne  ” as  is  possible  for  man.  In 
dealing  with  it  we  are  brought  face  to  face 
with  the  law  of  laws  of  all  creation  and  being, 
with  all  its  mysteries  and  possibilities.  Let  us, 
then,  approach  this  “ holy  of  holies,”  as  it  were, 
on  bended  knees. 

The  necessity  for  the  discussion  on  this  sub- 
ject is  not  of  the  medical  profession’s  seeking. 
On  the  contrary,  it  has  been,  and  is  being, 
avoided  by  them.  But  our  motto  has  been  for 
some  years,  “ Educate  the  public ; ” and  we 
have  succeeded  in  this,  and  in  some  instances 
beyond  our  fondest  expectations.  In  fact,  they 
are  getting  too  blamed  smart.  They  ^re  now 
putting  this  question  squarely  up  to  us  as  a 
profession,  and,  in  the  immortal  words  of 
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somebody,  “ What  are  we  going  to  do  about 
it?  ” The  question  is  being  asked  us  by  our 
patients,  and  articles  on  it  published  in  the 
press,  and  is  being  discussed  by  the  laity, 
while  we,  the  ones  most  concerned  and  to 
whom  it  must  finally  come  for  decision,  because 
our  profession  is  in  all  reason  the  only  one 
competent  to  pass  judgment,  are  endeavoring 
to  dodge  the  responsibility  and  shirk  the  task, 
refusing  to  look  it  in  the  face. 

But  it  avails  us  nothing;  for,  like  Banquo’s 
ghost,  it  will  not  down.  Its  consideration  can- 
not longer  be  put  off ; the  tremendous  respon- 
sibility must  be  assumed  by  those  to  whom 
by  education  and  position  it  rightfully  belongs 
—the  physicians.  They  must  be  the  final 
judges. 

I deem  it  unnecessary  to  say  anything  in 
explanation  of  my  choice  of  subject,  “ Birth 
Control,”  except  this  : Is  it  right  that  we  as  a 
profession,  under  certain  circumstances,  give 
advice  or  furnish  medicine  to  prevent  concep- 
tion and  thus  control  births  ? I think  that  the 
position  of  the  profession  has  been  decidedly 
in  the  negative  ; in  fact,  it  has  been  consid- 
ered unethical  in  the  extreme,  and  is  frowned 
upon  by  the  greatest  part  of  the  profession. 
I know  it  is  not  practiced  to  any  great  extent 
by  them.  But  just  now  the  question  is  being 
asked  by  a great  many,  and  in  a short  time 
will  be  a vital,  burning  question.  We  all  know 
what  the  prevailing  belief  has  been.  It  has 
been  in  keeping  with  the  biblical  command  to 
the  Israelites : “ Multiply  and  replenish  the 
earth.”  Still,  there  is  much  to  be  said  to  the 
contrary.  I have  but  one  fear  in  connection 
with  the  discussion  of  this  subject,  and  that  is. 
that  some  political,  professional  reformer  will 
get  hold  of  it,  make  a hobby  of  it,  ride  intO' 
office  on  it,  and  pass  a law  limiting  and  regu- 
lating the  number  of  births  a man  can  have  in 
his  family. 

In  talking  of  this  matter  all  sentiment  must 
be  avoided,  because  it  is  a cold-blooded  prop- 
osition and  must  be  discussed  as  such.  So  far 
as  children  are  concerned,  he  who  has  never 
known  a parent’s  love  is  not  fit  to  discuss  this 
subject,  and  would  make  a poor  judge  of  any 
other.  If  ever  the  heartbeat  of  an  angel  was 
heard  on  earth,  it  is  in  the  patter  of  childish 
feet ; if  ever  the  purest,  richest,  rarest  note  of 
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heaven’s  choir  fell  on  mortal  ears,  it  is  in  their 
laughter ; if  there  ever  was  a snowflake  white 
enough  and  pure  enough  to  fall  on  the  golden 
streets  of  the  eternal  city,  that  snowflake 
could  well  be  put  on  earth  as  the  soul  of  a 
child.  That’s  sentiment;  now  for  facts. 

First,  let  us  look  at  it  from  the  mother’s 
point  of  view.  And  believe  me,  gentlemen, 
they  are  making  me  look  at  it  right  square  in 
the  face,  and  they  have  been  making,  or  soon 
will  make,  you  look  at  it.  “ Motherhood  ” is 
that  magic  word  which  shines  like  a halo  of 
supernal  light;  fit  subject  for  the  brush  of  the 
greatest  artist  that  ever  caught  the  mellow- 
ness of  the  moonlight  or  snatched  the  gor- 
geous sunset  from  the  sky  and  put  it  on  can- 
vas ; fit  theme  for  the  greatest  bard  that  ever 
sang  of  love  eternal  and  a soul  divine.  That’s 
sentiment  and  truth  under  proper  conditions  ; 
but  how  about  the  conditions  we  so  often  see 
— a poor,  tired  woman,  frail,  weak,  nervous, 
an  overworked  wreck  from  whose  cheek  has 
flown  the  flush  of  joy,  from  whose  eye  has 
gone  the  holy  fire  of  motherhood,  working 
and  nursing,  nursing  and  working,  and  about 
every  fifteen  months  going  down  into  the 
valley  of  the  shadow  of  death  to  give  birth  to 
another,  giving  day  and  night,  year  in  and 
year  out,  her  lifeblood  to  the  child  growing 
in  her  womb  or  at  her  breast,  and  for  a part 
of  the  time  at  both  places  ? That’s  not  senti 
ment,  that’s  fact ; that’s  not  motherhood, 
that’s  martyrhood.  Is  it  any  wonder  they  say 
to  you,  as  they  say  to  me:  “Doctor,  I had 
rather  die  than  to  become  pregnant  again?  ” 
Let  me  say  what  you  all  know — they  are 
dying  not  only  from  the  terrible  strain  of  too 
numerous  pregnancies  and  deliveries,  but  from 
efforts  to  get  rid  of  the  foetus  after  concep- 
tion. The  female  of  all  domestic  animals  is 
protected  and  not  worked  while  breeding  and 
nursing;  but  the  average  woman  is  not  spared 
in  the  average  American  family,  except  for 
about  a week  when  she  is  confined,  when  John 
gets  some  slovenly,  ignorant  girl  “ to  do  the 
work  while  Sally  gets  down.”  Fellow-physi- 
cians, they  have  asked,  and  are  to-day  asking, 
you  : “ What  are  you  going  to  do  about  it  ? ” 
My  answer  has  been,  and  is,  between  me  and 
my  God  and  them. 

Next,  let  us  look  at  it  from  the  father’s 


standpoint  of  view ; for  dad  has  got  a say-so 
in  it,  too.  Dad  is  an  individual  about  whom 
you  do  not  hear  much,  for  his  face  would  not 
look  well  on  canvas  nor  his  name  sound  well  1 
in  a poem.  He  is  a person  very  much  despised, 
abused,  and  neglected ; yet  he  is  a very  im- 
portant personage  in  the  world  and,  little  as  i 
you  would  think  it,  has  a right  to  ask  ques-  I 
tions.  When  he  comes  to  you,  as  he  comes  to  ^ 
me,  and  says,  “ Doctor,  I don’t  want  any  more 
children ; my  wife  is  weakly,  we  are  poor, 
we  now  have  all  we  can  care  for,  I can  I 
hardly  make  a living  for  what  I now  have ; ; 
I want  to  do  right  by  what  children  I have — I 
want  to  educate  them,  I want  to  give  them  a ; 
chance  in  life,  but  I’ve  got  all  I can  care  for  ” 
— that’s  not  sentiment,  that’s  facts — from 

dad.  Gentlemen,  he’s  asked  me  and  is  asking  h 

1 

you  : “ What  are  you  going  to  do  about  it  ? \ 
Now  let  us  look  at  it  from  the  child’s  point  | 
of  view.  To  them  it  is  not  a question  of  “ to  | 
be  or  not  to  be,”  as  Shakespeare  puts  it;  but  | 
it  is,  to  have  been  or  not  to  have  been.  They  | 
cannot  come  to  you,  as  the  father  and  mother  ; 
do,  and  say : “ Doctor,  would  it  not  have  been  ; 
better  if  we  had  not  been  born?  ” But  all  we  ; 
have  to  do  is  to  look  at  their  poor,  frail  forms, 
their  expressionless  faces  that  were  never  lit 
by  a smile,  and  their  lusterless  eyes  in  which 
never  shone  the  light  of  happiness,  to  see  it  ; 
written  there ; or  we  have  but  to  listen  to  the 
moan  of  pain  and  watch  the  feeble  spark  of 
life  as  it  flickers  out  of  the  famished  body  ) 
that  was  brought  into  this  world  by  a birth 
where  it  would  have  been  better  had  there 
been  no  birth  ; or,  if  they  do  not  die  in  infancy, 
watch  them  through  life,  starting  out  handi- 
capped as  they  are  mentally  and  physically, 
as  they  drift  and  wander  life’s  dreary  course 
with  never  a hope  nor  aim ; and  when  they  go 
back  into  the  oblivion  from  which  they  should 
never  have  been  called,  they  only  leave  behind 
about  six  to  ten  more  just  like  themselves  to 
drift  on  the  stream  of  life.  Gentlemen,  their 
poor,  cramped,  undeveloped  souls  are  asking 
you : “ What  are  you  going  to  do  about  it  ? ” 

Let  us  look  at  it  from  the  taxpayer’s  stand- 
point. There  never  was  a nation  but  was  di- 
vided into  three  classes — upper,  middle,  and 
lower.  Of  these,  the  middle  is  the  one  which 
bears  life’s  burden.  It  is  so  with  us,  and  be- 


December,  1916. 


BIRTH  CONTROL. 


333 


tween  the  load  above  and  the  weight  below 
the  middle-class  road  through  life  is  getting 
rough,  and  he,  being  the  taxpayer,  is  begin- 
ning'to  ask:  “ Why  should  I be  taxed  directly 
and  indirectly  for  the  support  of  thousands  of 
incompetents  for  whose  being  I am  not  re- 
sponsible? ” We  build  our  asylums,  hospitals, 
jails,  and  penitentiaries,  and  fill  them  with 
those  who  should  never  have  been,  and  middle 
class  supports  himself,  fattens  upper  class,  and 
pays  the  bill  for  lower  class.  He  asks  : “ What 
are  you  going  to  do  about  it?  ” 

Suppose  we  now  look  at  it  from  a medical 
standpoint.  Preventive  medicine  is  now  our 
slogan ; the  laity  is  being  educated,  sanitation 
improved,  free  clinics  established,  laws  passed, 
etc.,  with  the  end  in  view  of  preventing  the 
individual  from  contracting  disease.  Why  not 
carry  preventive  medicine  a step  farther  and 
prevent  the  individual?  Now  that’s  not  sen- 
timent ; that’s  what  I would  call  a cold- 
blooded proposition — cold-blooded  enough  to 
make  the  chills  run  up  and  down  a frog’s 
back  in  July.  But  it  can  do  no  harm  to  dis- 
cuss it.  You  all  know  just  as  well  as  I do  the 
laws  of  insanity,  heredity,  atavism,  etc. ; but 
I want  to  ask  you  as  man  to  man  and  physi- 
cian to  physician  how  many  of  you,  knowing 
the  taint  of  insanity  to  be  in  a family,  have 
had  the  nerve  to  advise  husband  and  wife 
against  conception,  explaining  why  you  so  ad- 
vise? We  see  the  syphilitic,  the  tubercular, 
the  epileptic,  the  hemophilic,  the  mentally 
and  physically  incompetents,  mate,  marry,  and 
breed  all  the  way  from  six  to  double  six,  with- 
out raising  a warning  voice  or  advising  the 
means  which  would  prevent  their  being.  How 
can  you  hope  to  cleanse  the  stream  of  life 
from  disease  when  it  is  constantly  polluted 
by  such  births  ? How  can  you  hope  to  eradi- 
cate disease  when  such  fertile  soil  as  is  being 
made  by  poverty,  heredity,  ignorance,  and 
neglect  is  being  provided  in  the  children  born 
of  parents  who  have  no  reasonable  right  to  be 
parents  and  maybe  don’t  want  to  be  parents  ? 
A great  effort  is  being  made  along  various 
lines  to  insure  the  birth  of  better  babies.  Well 
and  good;  keep  it  up.  This  proposition,  while 
of  a somewhat  negative  nature,  is  this:  If  we 
can’t  have  a better  baby,  we  can  at  least  not 
have  a worse  one  by  not  having  one  at  all. 


We  have  just  had  a better-baby  week  all  over 
these  United  States.  How  about  our  proposi- 
tion to  have  a no-baby  week,  a no-baby  year, 
a no-baby  life,  when  such  seems  best?  Pro- 
fessionally, then,  “ What  are  you  going  to  do 
about  it?  ” 

Lastly,  let  us  look  at  it  from  a scientific 
standpoint,  a view  I have  never  seen  in  all 
my  reading.  I offer  a reason  for  the  preven- 
tion of  conception  which  I believe  to  be  orig- 
inal and  the  most  far-reaching  of  all.  I take 
it  for  granted  that  practically  all  will  concede 
that  among  scientific  men  the  law  of  evolu- 
tion is  considered  true.  (Now  don’t  get  un- 
easy— I am  not  going  to  step  on  any  of  your 
Methodist,  Baptist,  Presbyterian,  or  any  other 
kind  of  religious  corn ; religion  and  evolution 
are  perfectly  compatible,  can  go  hand  in  hand 
if  you  so  desire.)  Self-preservation  is  the  first 
law  of  every  living  being;  and  if  I were  asked 
to  give  the  second  law,  one  just  as  universal, 
just  as  immutable,  and  just  as  eternal,  it  would 
be  this : “ The  fittest  or  strongest  will  sur- 
vive.” You  ask  me  what  this  can  possibly 
have  to  do  with  birth  control  ? I hope  to  make 
this  plain  to  you  in  the  time  yet  allowed  me. 
Now  there  is  no  sentiment  in  this — in  fact,  I 
am  going  to  start  those  rigors  up  and  down 
that  frog’s  spine  again ; but  I am  no  More  cold- 
blooded and  remorseless  than  the  nature 
which  gave  me  being.  Through  the  countless 
ages  of  the  evolution  toward  perfection  of 
every  species  the  strongest  lived,  the  weakest 
died.  So  it  has  ever  been  in  the  races  and 
nations  who  have  inhabited  the  earth.  Nature 
was  allowed  to  take  its  course ; the  strong 
grew  stronger,  mated  with  the  strong,  and 
begat  the  still  stronger;  the  weak  and  incom- 
petent, left  alone,  perished.  This  was  nature’s 
way  of  elevating  the  species,  whether  man  or 
protozoa.  Individuals  were  born ; and  if  they 
were  not  inherently  able  to  live,  they  were 
simply  allowed  to  die.  This  is  now  changing 
through  the  world-wide  philanthropic  and  hu- 
manitarian movements.  The  weaklings  men- 
tally and  physically  are  being  protected  and 
saved  from  nature’s  sentence — death  and 
elimination — are  being  kept  alive  by  science 
and  charity,  to  propagate  others  as  weak,  or, 
if  two  weaklings  are  mated,  weaker  than 
themselves.  It  would  take  the  eye  of  a proph- 
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et  to  look  down  the  dim  vista  of  Time’  cease- 
less ages  yet  to  come  and  see  what  the  ulti- 
mate result  will  be.  I cannot,  and  you  cannot, 
do  it,'  but  "we' must  know  that  there  is  an 
element  of  danger  in  thus  going  contrary  to 
nature’s  terrible  laws.  If  the  Aveak  are  kept 
alive  to  breed  more,  and  these  still  more  weak, 
may  they  not  in  time  get  so  numerous  as  to 
retard  man  in  his  progress  toward  his  goal, 
the  superman?  In  fact,  are  they  not  now  get- 
ting a pretty  heavy  load?  Is  it  not  just  pos- 
sible that  our  great  campaigns  for  the  preser- 
vation of  life  thwart  the  aims  of  nature  and 
destroy  the  compensation,  as  it  were  ? Then 
w^ould  not  birth  control  among  this  class  re- 
store the  compensation  ? Who  can  say  what 
the  fate  of  some  species  of  fish  would  have 
been  if,  instead  of  looking  out  for  himself  only, 
he  had  had  to  provide  for  and  protect  all  the 
weaker  ones  of  his  species  ? Could  that  spe- 
cies have  grown  to  perfection?  Could  it  ever 
have  grown  to  the  next  higher  species  in  the 
scale  of  being?  The  reason  that  the  question 
of  birth  control  is  assuming  such  importance 
is  that  we  are  now  living  in  an  artificial  age, 
far  from  nature.  Artificial  liberties  will  re- 
quire artificial  restraints.  It  might  be  urged 
against  this  argument  that  there  was  no  con- 
trol of  birth  among  the  ancestors  of  man  and 
that  the  proper  evolution  took  place.  To  this 
I would  answer : Neither  was  there  control  of 
death,  and,  besides,  there  is  this  difference  in 
animals  and  man  at  birth ; animals  are  prac- 
tically capable  of  self-preservation  and  their 
instinct  almost  equals  the  knowledge  acquired ; 
while  man  is  born  absolutely  helpless,  with 
an  intellect  as  void  as  the  unwritten  page,  but 
with  the  possibility  of  unlimited  development. 
This  demarcation,  high  ^s  heaven’s  wall  and 
deep  as  hell,  makes  the  further  progress  of  man 
]Aroblematical  and  involves  new  issues,  because 
upon  the  parent  and  the  community  devolve 
the  care,  preservation,  and  education  of  the 
child,  which,  if  not  properly  cared  for,  pre- 
served, and  educated,  results  in  a misfit. 

Briefly  then,  in  conclusion^  to  sum  up  and 
reca])itulate : “ What  are  you  going  to  do 
about  it  ? ” 


Not  everybody  can  achieve  greatness,  but  ev- 
erybody can  be  clean. 


INTRAVENOUS  QUININE  IN  THE 
TREATMENT  OF  CHRONIC 
IMALARIA; 


CASE  REPORTS. 

By  Jack  Witherspoon,  M.D., 
Nashville,  Tenn. 

Case  No.  1. 

Miss  Lois  G.,  aged  24.  Farm  demonstrator, 
living  in  Florida,  but  attending  Peabody  College 
this  summer,  was  having  chills  and  fever  of  ir- 
regular type. 

Blood  was  examined  at  Jacksonville  last  fall 
and  parasites  faund.  Had  taken  quinine  in  four- 
grain  capsules  intermittently  for  seven  months. 
Chills  became  more  frequent  when  she  came  to 
Nashville.  Quinine  continued,  but  no  relief 
from  headache;  loss  of  appetite;  fever;  when 
treatment  suspended,  would  have  a chill ; fever, 
102  to  103 ; sweats  and  headache ; occasional 
vomiting  attacks.  No  plasmodia  found  on  first 
examination,  but,  after  a chill,  shower  of  para- 
sites found  in  blood. 

Ten  grains  quinine  hydrochloride  in  15cc.  dis- 
tilled water,  given  intravenously.  Immediately 
patient  fainted.  Recovered,  feeling  chilly  and 
nauseated.  Did  not  vomit.  Complained  first  of 
dizziness,  then  of  severe  abdominal  cramps.  Pa- 
tient remarked  that  she  was  unwell  at  this  time, 
and  was  having  most  severe  uterine  cramping, 
and  flow  increased.  IMorph.  gr.  34  bypo.  and 
whisky  given,  and  in  a few  hours  patient  was 
able  to  go  home.  \Ve  seem  to  have  had  here  the 
well-known  oxytoxic  effect  of  quinine.  No  fur- 
ther similar  medication  given,  but  quinine  in  acid 
solution  prescribed.  Letter  two  months  later 
says  blood  examined,  negative,  and  no  return  of 
chills,  fever,  or  headache,  and  health  generally 
improved. 

Case  No.  2. 

j\lr.  B.,  aged  60.  Is  a resident  of  malarial 
section  of  this  state,  and  has  chills  evejy  sum- 
mer and  fall,  usually  relieved  by  large  closes  of 
calomel  and  “ chill  tonic.” 

This  season  has  had  severe  attacks,  and  health 
has  been  especially  bad.  ^Vppetite  poor,  and  com- 
plains of  constant  headache,  biliousness,  etc. 
Spleen  enlarged  and  hard,  edge-shaped.  After 
a week  or  more  of  freedom  from  chill  tonic  or 
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other  quinine  medication,  a few  tertian  parasites 
found  in  blood.  Rest  in  bed,  dieting,  careful 
attention  to  teeth  and  bowels,  gave  no  relief. 
Quinine  hydrochloride  gr.  10  in  I5cc.  distilled 
w'ater.  every  second  day  was  given  intravenously 
and  continued  for  two  weeks,  along  with  tonic 
laxative. 

Dizziness  was  especially  complained  of  within 
few  minutes  of  each  dose,  and  volume  of  urine 
seemingly  increased.  Headache  disappeared,  no 
more  chills,  and  began  to  feel  stronger  as  appe- 
tite improved.  No  return  of  his  malaria  this 
summer.  He  has  removed  from  his  former 
home.  Fully  recovered. 

Case  No.  3. 

]\Ir.  W.,  aged  28.  Sailor,  white.  Member  of 
United  States  Marine  Corps,  with  landing  party 
in  Hayti,  November,  1915 ; contracted  malaria, 
and  was  treated  with  quinine  in  capsules  all  win- 
ter. 

No  relief,  and  was  discharged  in  March  and 
sent  home  to  Tennessee.  Lost  twenty-five 
pounds  since  March.  Claims  to  have  taken  av- 
erage of  20  to  25  gr.  quinine  sulphate  daily  from 
January  to  July.  First  day  in  Nashville — July 
12,  1916 — quinine  was  discontinued,  and  next 
afternoon  had  hard  chill.  Temperature,  104; 
sweating  and  vomiting  attack. 

Patient  was  put  in  hospital.  W.  B.  C.,  9,000; 
red  cell,  3,600,000.  Hb.,  75  per  cent ; and  large 
number  of  tertian  parasites  following  the  chill 
and  on  next  day. 

Urine  negative.  Spleen  much  enlarged  and 
rounded  edge,  slightly  tender,  skin  pigmented. 

After  a purge — 4 gr.  calomel — quinine  hydro- 
chloride gr.  10  in  15cc.  distilled  water  was  given 
in  median  basilic  vein  daily  for  five  doses,  then 
on  alternate  days  for  five  more  doses,  when  pa- 
tient was  discharged  and  sent  home.  Reaction 
from  first  dose  was  nil  except  for  complaint  of 
dizziness.  Second  dose  was  followed  by  vom- 
iting; and  after  second  dose  no  further  rise  of 
temperature,  no  chill  or  other  complaint.  No 
parasites  found  in  blood  after  first  dose.  Urine 
showed  no  signs  of  irritated  kidney,  and  there 
were  no  eye  symptoms. 

Appetite  improved,  and  letter  after  two  and 
: one-half  months  reports  better  health  than  since 
last  summer;  gained  fifteen  pounds.  Flis  im- 
I provement  was  noted  daily* 


Two  other  cases  showed  no  variation  from 
the  above.  All  our  cases  have  been  adults — one 
an  old  man  with  some  degree  of  arteriosclero- 
sis, but  no  nephritis.  Blood  examinations  were 
made  in  each  case  and  the  parasites  repeatedly 
demonstrated  before  the  treatment  was  insti- 
tuted. In  no  case  could  the  parasites  be  found 
after  the  treatment. 

One  of  the  first  questions  naturally  arising  is : 
“ What  reaction  follows  the  use  of  quinine  in- 
travenously ? ” Those  we  have  seen  in  this  small 
series  are  dizziness,  nausea,  vomiting,  uterine 
colic.  We  have  seen  no  urticaria,  no  temporary 
blindness,  no  renal  hemorrhage.  Toxic  ambly- 
opia is  not  infrequently  reported  during  quinine 
medication ; and  while  it  usually  follows  large 
doses,  it  has  been  reported  after  two  grains. 
This  may  be  temporary,  or,  in  the  severe  cases, 
it  may  result  in  sudden  and  absolute  blindness. 
Permanent  blindness  is  very  rare.  It  is  usually 
a temporary  affair. 

De  Schweinitz,  Buller,  and  others  have  con- 
tributed experimental  work  in  the  study  of  this 
phenomenon. 

The  use  of  quinine  by  intravenous  infusion  is 
not  a new  treatment  of  malarial  fever.  It  was 
first  proposed  by  Bacelli  in  1894.  From  the  lit- 
erature one  gets  the  impression  that  the  Italian 
physicians  use  this  method  only  in  extreme  cases. 

Tyson  quotes  Krauss,  saying:  “ It  may  be  in- 
dicated in  a comatose  condition,  and  is  quicker 
to  act  than  the  more  common  intramuscular  in- 
jection of  the  quinine  and  urea  salt.” 

Osier,  page  258,  mentions  it  only  to  say  that 
its  use  is  not  without  danger. 

Deaderick,  in  his  late  work  on  malarial  fever, 
also  advocates  its  use  in  jestivo-autumnal  infec- 
tion and  in  certain  cases  of  hfemoglobinuria. 

Each  of  these  writers  advocates  the  use  of  the 
dihydrochloride  salt,  and  advises  large  quantities 
of  water — 300  to  800cc.  with  the  10  or  15  gr. 
dose. 

At  the  Richmond  meeting  of  the  Southern 
Medical  Association,  T.  E.  Wright,  Iron  Moun- 
tain-Missouri  Southern  Pacific  Hospital,  Mon- 
roe, La.,  reported  thirty  cases  of  black-water  fe- 
ver successfully  treated  by  quinine  in  intravenous 
injection — 10  gr.  to  300  cc.  saline  solution.  Fie 
described  the  results  as  prompt,  and  had  no  ill 
effects  from  the  injection.  Patients  brought  into 
his  hospital  in  comatose  condition,  with  haemo- 
globin-uric collapse,  seemed  cured  in  eighteen 
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hours  to  a few  days ; and  subsequent  examina- 
tion showed  no  parasites  in  blood,  no  blood  or 
haemoglobin  in  the  urine.  Of  his  thirty  cases, 
one  received  three  doses,  ten  two,  and  others 
one  dose.  Discussion  of  this  paper  brought  out 
the  fact  that  this  form  of  treatment  was  not  in- 
frequently used  in  the  Canal  Zone  and  in  India. 
Also  its  dangers  received  some  discussion.  One 
hundred  grains  at  a dose  was  declared  to  be  fatal 
to  man,  and  even  fifty  grains  (Bass)  may  prove 
fatal.  • 

Gilchrist,  in  some  test-tube  hemolysis  tests, 
found  that  a 15-per-cent  solution  of  quinine  in 
blood  would  cause  a jellylike  substance  to  be 
thrown  down  which  he  thought  would  result  in 
thrombus  and  embolus.  Haemolysis  may  occur  at 
l-to-12  or  l-to-13  solution — an  8-per-cent  solu- 
tion. 

The  bimuriate  of  quinine  contains  71)4  per 
cent  of  alkaloid,  is  soluble  in  less  than  its  weight 
in  water,  and,  when  given  by  mouth,  is  rapidly 
absorbed  (fifteen  minutes)  and  eliminated  by  the 
kidneys  in  three  to  six  hours.  It  seems  less  toxic 
than  the  other  salts,  and,  because  of  these  fea- 
tures, is  the  salt  of  choice  for  intravenous  medi- 
cation. 

I have  directed  your  attention  to  the  warn- 
ings ; to  use  quinine  in  large  amounts  of  water 
or  saline.  In  our  cases  we  have  used  10  gr. 
to  15  to  20cc.  water,  freshly  distilled,  and  have 
seen  no  reason  why  this  cannot  be  continued. 

The  Southern  Medical  Journal  for  April  con- 
tains a further  discussion  of  this  subject  by 
Wright,  of  Monroe,  La.  He  has  since  his  first 
report  had  228  successfully  treated  cases,  and 
warmly  advocates  this  form  of  medication.  He 
is  now  using  15cc.  water.  We  have  not  seen  the 
pernicious  malaria,  aestivo-autumnal  or  haemoglo- 
binuric,  but  have  felt  that  quinine  intravenously 
had  a place  in  the  treatment  of  that  type  of 
chronic  malaria,  which  had  proved  resistant  to 
other  forms  of  medication.  In  a malarial  sec- 
tion it  is  the  habit  of  the  victims  to  take  small 
doses  of  quinine  daily,  and,  when  they  begin  to 
chill,  to  take  large  doses  associated  with  purga- 
tive drugs — calomel,  rhubarb,  etc.  This  is  the 
type  that  become  malaria  carriers.  They  have  a 
muddy  complexion,  coated  tongue,  enlarged  liver 
and  spleen,  and  are  under  par  in  health.  Often 
they  have  a spleen  many  times  its  normal  size, 
yet  it  is  difficult  to  find  parasites  in  the  blood 
smear  because  of  their  continued  quinine  medi- 


cation. A quinine  fast  parasite  probably  means  i 
inadequate  absorption. 

When  we  give  the  treatment.  Treating  acute  I 
malaria  and  malaria  are  very  different  proposi-  i 
tions.  In  acute  the  paroxysms  are  regular,  and  1 
one  may  load  up  his  patient  either  before  the  i 
paroxysm  (Torte)  is  in  the  decline  (Syden- 
ham) on  fractional  dosage  until  the  acute  stage  j 
is  past,  and,  after  this,  saturation  for  two  days  j 
each  ‘week  for  five  or  more  successive  weeks. 
This  method  has  proven  rather  satisfactory. 
But  in  the  chronic  type  the  paroxysms  are  so 
irregular  that  these  formulae  cannot  be  followed. 
We  feel  that  if  in  intensive  medication  by  the 
intravenous  method  we  have  a treatment  which 
will  clear  up  a chronic  malaria  in  a few  days,; 
we  have  at  hand  a valuable  method  that  should 
be  more  frequently  used.  ’ 


FROM  THE  SECRETARY  OE  THE  EYE,! 
EAR,  NOSE,  AND  THROAT  SECTION. 

The  Knoxville  meeting  of  this  section  last 
April  was  a decided  success.  Those  responsible; 
for  the  program  had  provided  an  excellent  one. 
The  attendance  was  encouraging,  but  not  as  large' 
as  it  should  have  been.  Sessions  were  held- 
Monday  morning,  Monday  afternoon,  and  Mon- 
day evening. 

Next  April  the  meetings  will  begin  on  Tuesday  > 
the  first  day  of  the  association  meeting,  and  con-^ 
tinue  until  the  program  is  finished.  The  Secre- 
tary understood  it  to  have  been  the  will  of  tht, 
section  when  the  motion  was  passed  to  have  thre( 
sessions — Tuesday  evening,  Wednesday  morn- 
ing, and  Wednesday  afternoon.  The  next  meet- 
ing can  be  made  a greater  success  than  the  las) 
one.  Its  success  will  depend  on  the  progran 
and  the  attendance — hence  upon  the  men  in  tht 
State  who  are  doing  work  in  this  line. 

This  is  written  to  ask  them  to  volunteer  pa 
pers  for  the  program.  The  time  is  now  gettinj 
short,  and  a hearty  response  is  hoped  for.  WTiti ' 
a paper,  if  you  can  ; if  you  cannot,  come  and  dis.' 
cuss  the  papers  that  are  presented. 

Hoping  for  a rousing  meeting,  I am, 

Yours  truly, 

E.  L.  Roberts,  M.D.. 

Secretary. 


Tuberculosis  and  poverty  go  hand  in  hand. 
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We  have  not  yet  reached  the  time  when  ty- 
phoid fever  is  a rare  disease.  It  is  common 
enough  so  that  every  physician  at  some  time  of 
the  year  sees  one  or  more  cases.  There  are  three 
points  which  form  the  excuse  for  these  remarks. 

The  first  is  as  to  diagnosis.  The  diagnosis  of 
typhoid  fever  can  be  made  within  the  first  week, 
and  has  been  made  by  the  writer  before  the  pa- 
tient was  ill  enough  to  go  to  bed.  The  natural 
conclusion  from  such  a statement  is  that  blood 
cultures  are  made.  Not  at  all.  The  diagnosis 
can  be  made  from  a blood  smear  stained  in  a 
few  minutes  with  Wright’s  or  Hasting’s  stain. 
A person  with  fever  and  with  no  definite  phys- 
ical signs,  whose  blood  reveals  leucopenia,  in- 
crease of  the  endotheliocytes  (transitionals) 
above  10  per  cent,  absence  of  eosinophiles,  de- 
creased number  of  platelets,  almost  invariably 
has  typhoid  fever.  The  absence  of  leucocytosis 
I alone  in  a febrile  case  raises  strong  presumption 
that  the  case  is  typhoid  fever.  The  Widal  reac- 
tion is  of  little  value  in  the  first  few  days  of 
typhoid  fever.  Blood  cultures  are  not  easy  to 
make,  require  a special  technic  and  laboratory 
1,  equipment.  Even  in  the  most  skilled  hands 
blood  cultures  are  not  always  positive. 

The  blood-smear  method  is  so  simple  that  it 
: may  account  for  its  neglect  by  the  laboratory 
workers.  A few  clean  cover  glasses  in  a flat  tin 
' box,  a blood  sticker,  and  a pair  of  broad-end 
blood  forceps  compose  the  whole  equipment.  At 
the  office  are  stain  and  distilled  water. 

So  far  as  our  rather  wide  experience  goes, 
there  are  only 'two  diseases  with  a somewhat  sim- 
ilar blood  picture  which  might  be  confused  with 
typhoid  fever.  These  are  malaria  and  acute  mil- 
iary tuberculosis.  The  discovery  of  the  parasite 
of  malaria  in  the  stained  smear  settles  the  diag- 
nosis in  this  case.  In  the  other  the  course  and 
physical  signs  must  be  the  chief  differential 
points. 

The  second  point  is  diet.  There  are  still  some 
who  adhere  to  the  liquid,  semistarvation  diet. 
Abundant  scientific  laboratory  and  bedside  proof 
is  now  at  hand  in  favor  of  the  high-caloric  carbo- 
hydrate diet.  No  ill  patient  should  be  forced  to 
eat  against  his  will.  If  he  will  eat,  he  should 
have  about  3,000  calories  (20  calories  per  pound 
weight)  in  twenty-four  hours.  We  have  seen 
both  sides  of  the  picture,  and  we  confidently  as- 


sert that  the  high-caloric  feeding  far  surpasses 
in  all  respects  the  semistarvation  diet. 

The  third  point  we  hesitate  to  bring  forward, 
as  we  feel  that  we  are  still  experimenting.  We 
refer  to  the  treatment  with  intravenous  doses  of 
plain  killed  cultures  of  typhoid  bacilli — tbe  ordi- 
nary typhoid  vaccine  which  is  used  in  prophy- 
laxis. The  dose  is  from  50,000,000  to  100,000,-' 
000.  It  is  repeated,  increased  or  not,  as  indica- 
tions suggest,  every  fourth  or  fifth  day.  We 
have  given  it  once,  then  waited  ten  days  or  two 
weeks  and  repeated  the  dose.  Certain  cases  are 
aborted  as  by  crisis  and  go  on  to  uninterrupted 
convalescence.  Other  cases  are  rendered  much 
more  comfortable  after  the  initial  chill,  but  the 
length  of  the  illness  does  not  seem  to  be  abbre- 
viated. Favorable  results  appear  to  follow  only 
when  there  is  a chill,  sharp  rise  of  fever,  and 
subseriuent  drop  in  temperature  below  normal. 
Further,  our  best  results  appear  to  be  gained 
when  the  vaccine  is  given  during  the  second 
week.  All  complications  are  contraindications, 
so  far  as  we  now  believe.  We  feel  that  this  is 
a distinct  advance  in  treatment.  Reports  scat- 
tered through  the  literature  for  the  past  few 
years  have  been  generally  favorable.  The  treat- 
ment is  not  new,  but  it  is  not  generally  used. 
It  should  not  be  undertaken  without  a full  reali- 
zation of  the  possible  dangers  which  might  en- 
sue. So  far  as  our  experience  is  concerned, 
there  are  no  dangers  when  the  dose  is  properly 
graded  at  first. 

We  have  had  a rather  alarming  collapse  fol- 
lowing a drop  in  temperature  to  96  degrees 
Fahrenheit,  but  the  patient  soon  recovered  from 
it  and  convalesced  rapidly. 

Typhoid  fever  is  apt  to  be  viewed  as  a disease 
which  takes  one  or  two  weeks  to  diagnose  defi- 
nitely, leaves  the  patient  a weak,  living  skeleton, 
and  for  which  little  can  be  done  to  shorten  the 
course.  All  of  these  superstitions  we  have  repu- 
diated. We  can  diagnose  typhoid  early,  our  pa- 
tients are  more  comfortable,  and  the  fever  is 
shortened  in  many.  • Further,  they  get  out  of 
their  beds  having  lost  little  or  no  weight,  and  in 
three  weeks  to  a month  they  are  back  at  their 
former  work.  Flave  we  or  have  we  not  ad- 
vanced in  the  management  of  typhoid  fever? 
Our  answer  is,  most  emphatically,  we  have. — 
Editorial  in  Wisconsin  Medical  Journal. 


Pneumonia  is  a communicable  disease. 
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SYPHILIS. 

The  deeper  we  go  into  the  study  of  syphilis, 
the  more  mysterious  and  the  more  confusing 
are  our  findings ; and  yet  medicine  has  ad- 
vanced more  along  this  line,  within  recent 
years,  than  in  any  other.  How  long  has  it 
been  since  it  was  believed  (at  least,  by  some) 
that  .it  was  “ a damned  poor  doctor  who  could 
not  cure  the  clap  ? ” And  syphilis  was  re- 
garded as  the  easier  of  the  two  to  cure.  Now 
we  are  taught  that  they  both  are  incurable, 
and  that  stopping  a symptom  does  not  mean 
the  stopping  of  the  disease  that  produces  the 
symptom.  It  would  be  Interesting  to  know 
what  the  complacency  of  the  past  has  cost  us 
in  human  lives  ; for,  as  we  are  beginning  to 
know  syphilis  now,  its  ravages  surpass  even 
the  most  pessimistic  pictures  described  a 
decade  ago.  We  have  laid  aside  as  medical 
garbage  parasyphilitic  diseases  ; for  far  beyond 
the  bourne  of  time  and  place  syphilis  lives,  and 
there  is  nothing  beyond  it.  Diseases  so  called 
are  active,  living  manifestations  of  the  spiro- 
chaete,  that,  having  once  gained  access  to  the 
body,  probably  never  depart.  This  does  not 
mean  that  all  who  contract  syphilis  will  die 
from  the  direct,  or  indirect,  effect  of  the  dis- 
ease ; but  it  does  mean  that  we  should  cast 
aside  the  feeling  of  false  security  that  has  been 
injected  into  the  patient  along  with  his  dose 
of  606,  and  explain  to  him  that  he  has  made 
Danger  his  companion  for  the  rest  of  his  life, 
from  which  union  there  is  no  divorce. 

In  all  the  confusion  of  recent  lore  there  is 
one  fact  that  stands  out  harmoniously  and  un- 
disputed, and  that  is,  the  earlier  the  treatment 
of  syphilis  is  begun,  the  surer  will  be  the  clin- 
ical cure ; and  this  includes  an  absence  of 
so-called  parasyphilitic  manifestations.  Early 


treatment  is  dependent  upon  edrly  diagnosis ; 
so  microscopic  examinations  of  all  suspicious 
sores  should  be  made.  No  man  on  earth,  I 
care  not  who  he  is,  can  make  a diagnosis  cor- 
rectly in  all  cases  with  his  eye  and  sense  of 
touch.  Soft  sores  may  harbor  the  spirochetes 
and  never  develop  characteristically.  Waiting 
for  the  secondaries  is  a shameful  loss  of  time; 
besides,  they  ma)'-  never  appear.  The  Wasser- 
man  is  of  great  value,  but  may  not  appear  for 
weeks  after  infection.  To  infer  that  general 
infection  has  not  taken  place  because  the 
Wasserman  was  negative  would  be  a serious 
mistake,  far-reaching  in  its  effects.  The  most 
reliable  way  to  make  a diagnosis  early  is  with, 
the  microscope ; and  if  proper  care  is  taken  in 
getting  the  serum,  mistakes  will  be  few.  In 
some  cases  an  early  diagnosis  is  impossible. 
Then  Ave  can  only  wait  for  the  Wasserman  or 
secondaries,  or  both. 

In  the  treatment  of  syphilis,  Ave  should  not 
lose  light  of  the  object  in  vieAA' — that  is,  to  kill 
the  largest  number  of  spirochetes  in  the  short- 
est possible  time.  This  means  that  the  treat- 
ment must  be  individual,  but  the  most  impor- 
tant factor  is  to  begin  early.  klany  physi- 
cians have  an  idea  that  one  dose  of  sah^arsan 
is  all  that  is  necessary,  but  that  is  a fallacy. 
IMany  doses  are  generally  necessary,  and  they 
should  be  associated  Avith  the  administration 
of  mercury  in  some  form.  Under  this  early 
intensiA'e  treatment  the  Wasserman  may  re- 
main negatiA'e  from  the  beginning,  greatly  to 
the  patient’s  advantage.  In  this  Avay  alone  can 
Ave  assure  him  that  his  evening  of  life  AA'ill  be 
free  from  the  dreaded  late  lesions  of  the  ner- 
vous system,  heart,  and  blood  vessels.  Al- 
though from  a pathological  standpoint  a pa- 
tient may  neA^er  be  cured,  a clinical  cure  can 
be  promised  if  his  W'asserman  is  negative  after 
one  year  of  treatment  and  remains  negative 
after  a proA'ocative  dose  of  saK’arsan  has  been 
given. 

Our  knoAvledge  of  syphilis  is  rapidly  increas- 
ing-, and  its  relation  to  internal  medicine  is  be- 
coming  more  manifest  as  Ave  become  more  en- 
lightened. It  behooves  us  all  to  get  more  thor- 
oughly acquainted  Avith  this  subject,  as  it  has 
a closer  relation  to  the  health,  Avealth,  and 
happiness  of  the  nation  than  AA'as  ever  dreamed 
of  in  years  gone  by.  E.  R.  Z. 
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A QUESTION  OF  PROGNOSIS. 

Among  the  sins  for  which  the  medical  profes- 
sion will  some  day  be  called  upon  to  answer  is 
I the  unwarranted  and  useless  procedures  that 
[have  been  resorted  to  for  the  relief  of  certain 
forms  of  chronic  deafness.  It  is  not  always  easy 
[to  draw  a line  between  what  is  called  “chronic 
I catarrhal  deafness,”  supposed  to  be  due  to  in- 
iflammatory  processes  in  the  mucosa  and  sub- 
mucous tissues  of  the  middle  ear,  and  otosclero- 
j sis,  due  to  a lesion  in  the  bone  surrounding  the 
ilabyrinth.  The  type  to  which  we  refer  is  marked 
i|by  advancing  deafness,  with  little  or  no  changes 
in  the  drum  and  with  no  obstruction  in  the  Eu- 
[stachian  tube.  Some  of  these  patients  have  septal 
deflections,  spurs,  etc.,  and  some  still  retain  their 
[tonsils.  If  the  ear  troubles  are  due  to  nasal  con- 
ditions, the  matter  would  soon  be  settled  if  a se- 
[ries  of  cases  were  brought  forward  showing  the 
[benefit  of  nasal  and  throat  treatment.  P.  Mc- 
Bride has  recently  called  attention  to  this  matter 
[(The  Journal  of  Laryngology,  Rhinology,  and 
Otology,  August,  1916),  and,  after  referring  to 
!;he  various  plans  of  treatment  suggested,  says 
|:hat  “ those  who  know  anything  of  aural  surgery 
mow  perfectly  well  that  such  methods  never  do 
md  never  did  remedy  the  deafness.”  Yet  many 
men  of  intelligence  and  honesty  are  correcting 
jieviated  septa,  removing  tonsils,  etc.,  in  the  hope 
of  relieving  chronic  deafness,  to  say  nothing  of 
jhose  who  inflate  and  otherwise  treat  the  ears. 

1 Two  facts  are  pertinent — first,  the  worst  suf- 
ferers with  deflected  septa,  polyps,  and  other 
I'orms  of  nasal  obstructions,  will  rarely  be  found 
f 0 be  the  victims  of  chronic  deafness ; and,  sec- 
)nd,  until  they  can  present  some  results,  the  ac- 
t ivities  of  those  who  practice  these  methods 
tllihould  be  frowned  on  by  the  profession.  When 
: Ime  single  case  of  this  character  can  be  shown 
■ p have  been  helped  by  any  plan  of  treatment, 
hen  a more  hopeful  view  than  the  writer  enter- 
;aips  will  be  justifiable.  Of  those  benighted 
•urists  who  think  that  nerve  deafness  can  be 
lelped  by  local  treatment  we  have  no  time  to 
peak.  E.  C.  E. 


: The  United  States  Public  Health  Service  is- 
ues  free  bulletins  on  tuberculosis. 


The  continuous  liberal  use  of  alcoholic  bever- 
ges  lowers  efficiency  and  menaces  longevity. 


PELLAGRA. 

After  all  the  evidence  thus  far  adduced  con- 
cerning the  etiology  of  pellagra  is  weighed, 
we  must  confess  that  the  X in  the  equation 
is  still  as  elusive  as  it  was  nearly  two  hundred 
years  ago,  with  the  chances  apparently  even 
that  the  disease  will  soon  cease  to  be  a prob- 
lem in  the  United  States. 

We  are  all  familiar  with  the  work  of  Dr. 
Goldberger  and  his  coworkers,  which  almost 
proves  the  dietetic  origin  of  the  disease  on  the 
one  hand,  and  that  of  the  Thompson-McFad- 
den  Commission,  equally  as  convincing  in  proof 
of  soil  contamination  as  its  cause,  on  the  other. 
For  the  present  discussion  we  may  ignore  the 
claims  of  other  investigators.  Thus  far  all 
those  who  have  isolated  organisms  from  the 
stool  have  failed  to  establish  their  claims. 

It  is  significant  that  institutional  workers 
form  a group  which  is  committed  to  the  infec- 
tious theory.  Thus,  those  who  investigated 
the  “'outbreak  ” at  the  Baptist  Orphanage,  in 
Nashville,  in  1910,  checked  up  the  food  and 
food  values  at  this  and  other  public  institu- 
tions, and  ascertained,  at  least  to  their  satis- 
faction, that  the  kind  and  source  of  foods  was 
the  same  as  those  in  which  pellagra  did  not 
occur.  They  further  claimed  that  prompt  iso- 
lation of  the  “ infected  ” inmates  put  a definite 
end  to  the  incidence  of  the  disease.  Similar 
histories  have  been  written  of  developments 
in  other  institutions,  especially  insane  asylums, 
more  particularly  that  at  Peoria,  111.  Against 
this  must  be  placed  the  observation  that  the 
insane  are  peculiarly  susceptible  to  pellagra, 
just  as  pellagrins  are  apt  to  become  insane. 
Also,  scurvy  and  beriberi  were  formerly  rec- 
ognized as  institutional  diseases,  the  latter 
particularly  being  ascribed  to  undue  crowding 
and  poor  hygiene. 

The  work  of  Jobling  and  Peterson  is  still 
under  way,  and  no  conclusions  can  as  yet  be 
drawn.  The  recording  of  a high  percentage  of 
cases  in  districts  of  Nashville  where  surface 
privies  are  used,  as  compared  with  the  findings 
in  the  sewered  sections  of  the  city,  is  in  accord 
with  the  views  of  the  Thompson-McFadden 
Commission,  and  consequently  does  not  form 
a third  angle  of  the  discussion. 

Goldberger’s  claims  can  be  summarized  as 
follows : Six  out  of  eleven  convicts  in  Missis- 
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sippi  developed  pellagra  after  being  fed  on 
“ vicious  diet,”  all  controls  being  negative. 
Patients  not  too,  far  reduced  or  advanced  re- 
cover promptly  when  placed  upon  “ balanced  ” 
diet,  even  in  the  absence  of  all  other  treat- 
ment. Feeding'  pellagrous  material  to  thirty- 
one  volunteers  at  different  places  for  a period 
of  eleven  months  failed  to  produce  even  tran- 
sient systems  of  pellagra.  , 

The  Thompson  - McFadden  Commission 
claims  to  have  converted  the  pellagra  plague 
spot  of  the  United  States  into  a health  resort, 
and  new  cases  are  no  longer  reported.  Mem- 
bers of  the  Commission  tabulated  the  diet  of 
pellagrins  in  Spartanburg,  and  decided  that 
it  was  sufficiently  balanced  to  meet  anti-pella- 
gra requirements.  They  report  that  most  of 
them  had  milk  and  eggs,  some  of  them  “daily.” 
It  was  not  until  the  work  of  checking  soil 
contamination  had  progressed  sufficiently  that 
the  new  cases  of  pellagra  begin  to  diminish. 

Here  we  are  confronted  with  two  series  of 
well-conducted  experiments  by  able  investi- 
gators yielding  diametrically  opposite  results. 
The  results  of  the  latter,  moreover,  tally  with 
those  of  the  Illinois  Commission.  There  is  a 
considerable  shrinkage  in  value  of  these  re- 
sults, however,  when  we  place  against  this  ac- 
count the  fact  that  pellagra  has  diminished  in 
other  localities  where  such  intensive  privy  re- 
form has  not  been  carried  out.  Further 
shrinkage  in  value  results  from  contemplation 
of  the  fact  that  cessation  of  soil  pollution 
would  raise  the  resistance  to  diseases  of  all 
kinds.  The  Hazen  theorem,  based  upon  the 
Mills-Reinke  phenomenon,  gives  numerical  ex- 
pression to  the  influence  of  water  purification 
upon  diseases  not  classed  as  water  borne. 
Furthermore,  the  only  evidence  adduced  of 
proper  diet  was  a house-to-house  canvass. 

On  the  other  hand,  Goldberger  and  his  asso- 
ciates, in  the  writer’s  opinion,  have  not  elim- 
inated the  possible  influence  of  locality.  In  his 
discussions  Goldberger  says  the  dietary  habits 
of  the  North  are  essentially  different  from  that 
of  the  South,  especially  that  of  the  foreign 
element  in  New  York  City.  (No  one  has  ever 
controverted  the  assertion  that  no  Italian  has 
ever  developed  pellagra  in  the  United  States.) 
He  says,  also,  that  the  dietary  habits  of  coun- 
try people  differ  from  that  of  cities.  This,  he 


thinks,  should  explain  locality  discrepancies. 
It  would  be  highly  desirable  to  attempt  to 
duplicate  the  feeding  experiments  simulta- 
neously at  widely  different  points — say,  in 
Louisiana,  Colorado,  the  Catskills,  and  in  Mon- 
tana. On  account  of  the  marked  seasonal  ex- 
acerbations of  pellagra  as  we  see  it  in  the 
South,  it  does  not  seem  rational  to  exclude 
climate  without  taking  the  trouble  to  adduce 
experimental  propf.  The  statement  that  the  ; 
disease  is  not  as  prevalent  in  Southern  cities  I 
as  it  is  in  the  corresponding  rural  districts  is 
an  admission  of  its  presence,  and  not  proof  to 
the  contrary. 

Last  year  Goldberger  ascribed  the  dietetic 
“ fault  ” to  excess  of  cereal  and  deficiency  of 
animal  and  leguminous  protein;  but  now  he  I 
believes  the  dietetic  error  to  be  due  to  absence  | 
of  vitamins,  which  could,  of  course,  be  present  ' 
as  well  in  cereal  foods.  Bearing  upon  this  point  | 
the  present  writer  in  his  public  lecture  upon| 
pellagra  as  a member  of  a special  commission! 
of  the  State  Board  of  Health  (1911)  sounded  a; 
preliminary  warning  against  overheated  break-, 
fast  foods.  At  that  time  the  maize  theory 
was  much  more  in  evidence,  and  in  checking 
up  this  point  it  was  found  that  most  farmers 
bought  market  meal  and  comparatively  feM 
consumed  home-ground  meal  as  comparer 
with  the  recent  past,  when  pellagra  was  ai 
least  so  scarce  that  physicians  had  failed  tc 
recognize  its  existence.  Inquiry  by  the  writer 
at  the  largest  local  grist  mill  elicited  the  clain 
that  their  meal  could  not  “ spoil  ” because  i 
was  kiln-dried  at  300 -degrees  Fahrenheit  be 
fore  being  sacked  for  shipment.  It  is  a well 
known  fact  that  such  meal  does  not  cool  ( 
“ tender,”  like  home-ground  meal. 

There  seems  to  be  danger  of  overworking  : 
the  term  “vitamin.”  Infantile  scurvy  is  knowi  ; 
to  be  due  to  absence  of  substances  removei  i 
or  inactivated  by  cooking,  drying,  malting,  etc 
This  has  to  do  with  relatively  low  tempera  i 
tures.  The  test  for  cooked  meal  is  determina 
tion  of  the  absence  of  enzymes,  known  as  th 
“ life  ” of  the  milk.  “ Dead  ” milk  is  said  t i 
cause  scurvy.  The  scurvy  of  adults  is  due  t-  > 
absence  of  “ life  ” in  animal  or  vegetabl 
foods.  Fruit  acids,  probably  because,  circu*  i 
lating  as  carbonates,  they  diminish  acidosi.‘ 
are  recommended  for  the  treatment  of  scurv}*^  1 
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There  is  no  proof  that  rice  can  be  overcooked 
so  as  to  produce  beriberi  so  long  as  the  aleu- 
rone  layer  of  the  grain  is  preserved.  All  of 
which  goes  to  • show  that  there  is  room  for 
further  research  upon  vitalizing  food  elements, 
and  in  the  meantime  we  had  better  not  get  too 
far  from  nature  in  our  dietary. 

It  would  be  well  to  accept  the  result  of  the 
experimental  work  here  alluded  to  at  its  face 
value,, without  committing  ourselves  as  to  the 
etiological  relationship  of  these  experiments. 
On  this  basis  we  should  lend  our  aid  to  move- 
ments for  intensive  rural  hygiene  and  better 
dietetics.  W.  K. 


A CORRECTION. 

In  an  editorial,  “ Department  of  Public 
Health  in  University  Medical  School,”  in  last 
month’s  Journal,  an  error  crept  in  which  we 
desire  to  correct.  It  was  stated  in  the  editorial 
referred  to  that  the  new  department  of  the 
University  School  of  Medicine  would  be  under 
the  direction  of  Dr.  Maltaner.  The  fact  is 
that  Dr.  William  Krauss  is  the  head  of  the 
new  department  and  that  Dr.  Maltaner  is  his 
associate  in  this  most  important  work. 


DR.  J.  S.  CAIN. 

As  the  Journal  goes  to  press,  word  has  been 
received  that  Dr.  J.  S.  Cain,  one  of  the  oldest 
and  most  distinguished  physicians  of  Tennessee, 
died  at  Sewanee  on  Sunday,  December  3,  1916. 
Dr.  Cain  had  reached  his  eighty-eighth  year,  and 
his  whole  life,  until  within  the  last  year  or  two, 
was  a busy  one.  As  a practicing  physician,  a 
teacher,  and  a citizen,  he  was  a power.  His  pu- 
pils and  friends  are  scattered  all  over  this  and 
other  lands.  Dr.  Cain  was  always  a staunch  sup- 
porter of  medical  organizations,  and  retained  his 
active  membership  in  his  county  and  state  socie- 
ties almost  to  the  end  of  his  life. 


“HOME-COMING”  AT  VANDERBILT. 

The  Medical  and  Dental  Departments  of  Van- 
derbilt University  were  “ at  home  ” to  the  “ old 
boys  ” during  Thanksgiving  week.  A large 
number  of  those  who  went  out  from  these  two 
departments  during  the  forty  years  of  their  teach- 
ing existence  came  back  last  week  and  had  a good 
itime  renewing  old  acquaintance,  making  new  ac- 


quaintance, looking  over  the  new  plants,  attend- 
ing clinics,  listening  to  lectures,  going  to  dinners 
and  the  football  game,  and  otherwise  enjoying 
themselves.  The  faculties  were  delighted  with 
the  outcome  of  this  first  “ home-coming,”  which 
will  be  followed  by  a similar  affair  each  year  in 
the  future. 


AMERICAN  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY. 

The  American  Academy  of  Ophthalmology 
and  Otolaryngology  will  meet  in  Memphis  on 
December  12-14.  All  meetings  will  be  held  at 
the  Hotel  Chisca.  Memphis  is  highly  honored  in 
having  this  distinguished  scientific  body  as  her 
guest,  and  the  whole  profession  of  the  state  is 
proud  that  Memphis  should  have  been  so  fa- 
vored. ♦ 


THE  NATIONAL  BOARD  OF  MEDICAL 
EXAMINERS. 

Thirty-two  applicants  from  seventeen  states, 
representing  twenty-four  medical  schools,  ap- 
peared before  the  National  Board  of  Medical 
Examiners  when  its  first  examination  was 
held  in  Washington,  October  16  to  21.  Sixteen 
of  the  thirty-two  were  accepted  by  the  Board 
as  having  the  necessary  preliminary  and  med- 
ical qualifications  ; and  of  these,  ten  took  the 
examination.  Of  the  ten  who  tried,  only  five 
passed. 

It  looks  like  the  National  Board  of  Medical 
Examiners  means  to  see  to  it  that  the  men 
who  receive  recognition  by  them  are  men  who 
are  worthy  and  fitted  for  the  practice  of  medi- 
cine. More  power  to  their  hands  ! 

The  next  examination  by  the  National  Board 
will  be  in  June,  1917.  Dr.  J.  S.  Rodman,  2106 
Walnut  Street,  Philadelphia,  is  the  Secretary, 
and  will  gladly  furnish  information  concern- 
ing the  work  and  purpose  of  the  organization. 


THE  SOUTHERN  MEDICAL  ASSOCIA- 
TION. 

The  Southern  Medical  Association  met  in 
Atlanta  last  month.  The  membership  of  this 
society  is  drawn  from  sixteen  Southern  States, 
and  numbers  about  six  thousand.  Physicians 
were  present  at  the  Atlanta  meeting  in  num- 
bers equal  to  about  one-fourth  of  the  mem- 
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bership.  The  section  on  medicine  was  better 
attended  than  any  like  section  of  any  medical 
organization  in  this  country  is  attended.  The 
Public  Health  Section  was  the  livest  body  of 
the  sort  we  have  ever  seen.  The  enthusiasm 
and  spirit  which  was  manifest  everywhere 
were  of  a kind  rarely  seen  at  medical  meet- 
ings. The  Southern  has  come  to  stay  and  to 
grow,  if  the  signs  at  Atlanta  are  worth  any- 
thing at  all. 


A coterie  of  men  and  a combination  of  states 
which  have  long  directed  the  maneuvers  and 
activities,  the  plans  and  operations  of  an  old 
and  oft-successful  political  party  discovered  on 
a certain  day  in  November  last  that  the  letters 
in  New  York,  Pennsylvania,  New  Jersey, 
Massachusetts  will  not  spell  everything.  Even 
when  Illinois  is  put  in,  the  possible  combina- 
tions are  insufficient.  They  also  found  out— 
for  the  very  first  time — that  the  Southern  and 
Western  states  come  pretty  close  to  using  up 
the  alphabet.  The  South  and  the  West  are 
moving  forward  and  up.  The  men  of  medicine 
in  them  are  moving  with  them,  as  all  who  run 
should  read. 


FOR  HELPING  THE  BLIND. 

The  following  letter  from  Mrs.  John  P. 
Frank,  Chairman  of  the  State  Commission  for 
the  Blind,  is  published  here  with  great  pleas- 
ure and  with  our  earnest  appeal  to  the  read- 
ers of  the  Journal  for  their  helpful  cooperation 
with  the  commission : 

Editor  Journal  Tennessee  State  Medical  Associa- 
tion : 

You  will  probably  be  interested  to  learn  that, 
through  the  efforts  of  the  Committee  on  Blindness 
of  the  Council  of  Jewish  Women,  we  were,  during 
the  last  session  of  the  State  Legislature,  successful 
in  having  a bill  passed  for  the  prevention  of  blind- 
ness. The  state,  countj^,  and  city  Boards  of  Health 
are  lending  their  cooperation  to  enforce  this  law. 
A State  Commission  has  been  appointed  by  the  Gov- 
ernor to  perfect  this  work — not  only  along  prevent- 
ive lines,  but  along  constructive  ones  as  well. 

At  present  our  efforts  are  being  concentrated  on 
such  persons  as  have  already  lost  their  sight — 
principally  on  the  child  below  school  age,  and  on 
the  adult.  The  blind  child  requires  careful  training 
from  infancy.  Without  this  supervision,  the  mind 
remains  inactive,  and  such  children  are  often  classed 
as  defective,  when  in  reality  they  are  merely  un- 
trained. 


The  adult  who  has  not  already  received  some 
training  in  youth  should  be  taught  some  congenial  i 
and  suitable  work,  depending  entirely  upon  the  in-  I 
telligence  and  temperament  of  the  person.  With 
proper  training  and  direction,  persons  formerly  i 
state  dependents  become  self-supporting  and  self- 
respecting.  The  field  for  blind  workers  is  broad,  , 
including  typewriting,  massaging,  piano  playing,  i 
piano  tuning,  reading,  aesthetic  dancing,  gymnasium  ; 
work,  rug  weaving,  chair  caning,  broom  making, 
telephone  operating,  sewing,  knitting,  crocheting,  i 
etc.  It  might  be  of  interest  to  you  to  know  of  the 
unique  work  done  in  New  York  by  blind  personsl 
reading  from  the  Braille  type  to  convalescent  see- 
ing patients  in  the  hospitals  of  the  city. 

The  work  of  our  State  Commission  is  primarily! 
to  arouse  public  sentiment  to  the  realization  that 
this  work  'cannot  continue  without  financial  sup-1  f 
port.  We  are  anxious  to  procure  an  appropriation' 
from  the  Legislature  which  convenes  in  January,! 
1917.  To  do  this  work  efficiently,  an  expert  execu- 
tive secretary  and  a trained  field  worker  are  nee-' 
essary. 

We  hope  that  you  will  be  interested  enough  to 
want  more  definite  data  regarding  our  work,  and 
we  shall  be  happy  to  have  3^ou  communicate  withi 
us.  Your  indorsement  likewise  will  be  of  intrinsic 
value  to  our  movement.  : 

(Mrs.  John  P.)  Jessie  H.  Frank, 
Chairman  of  State  Commission  for  the  Blind) 

Montrose  Avenue,  Nashville. 


A NEW  SUPERINTENDENT  AT  CENTRAL  . 

Dr.  A.  E.  Douglas,  after  fifteen  years’  service  * 
at  the  Central  Hospital  for  the  Insane,  has  re- 
signed the  superintendenc}",  and  has  been  sue-  ^ 
ceeded  by  Dr.  W.  Scott  Farmer,  of  Cookeville  ■ 
Dr.  Douglas  has  served  as  superintendent  afi 
Central  since  the  death  of  Dr.  J.  L.  Beau  • 
champ,  having  been  promoted  from  his  formei  ' 
position  as  assistant  superintendent  when  Dr 
Beauchamp  died.  Under  his  administratioi 
progress  was  made,  and  his  many  friends  re 
gret  his  removal  from  a field  of  service  ii  ■ 
which  he  has  worked  so  long. 

Dr.  Farmer  is  known  to  the  medical  profes 
sion  of  the  state  as  one  of  its  most  capabl  i 
and  progressive  men.  He  has  been  an  activ' 
member  of  the  Tennessee  State  IMedical  So, 
ciety  for  a long  time,  and  has  also  been  on 
of  the  working  members  of  all  the  other  med 
ical  organizations  in  which  he  has  been  eligi 
ble.  As  superintendent  of  the  Central  Hospita 
he  will  receive  the  enthusiastic  support  aiR 
cooperation  of  the  profession  of  IMiddle  Ten 
nessee. 
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Hamilton  County  sent  in  one  new  name  in 
November. 


Dr.  W.  H.  Baldwin,  Memphis,  is  in  a new 
affice  at  712-713  Exchange  Building. 


! Did  you  read  “ Knowledge  Comes,  But  Wis- 
dom Lingers,”  in  last  month’s  Journal? 


What  has  become  of  the  man  who  used  to 
say  that  chloroform  is  as  safe  as  ether? 


I Dr.  J.  W.  Handly,  of  Nashville,  has  recently 
[had  the  degree  of  F.A.C.S.  conferred  on  him. 


“To  him  who  hath,”  etc.,  is  often  quoted  by 
[“Associates,”  “Assistants,”  “ Instructors,”  and 
ithe  like. 


We  believe  the  millennium  will  be  right  here 
ijjwhenever  a surgeon  lets  one  of  his  slaves  oper- 
1 ate  on  a charity  patient  for  him. 

I One  or  two  friends  have  complained  that 
the  November  Journal  had  too  little  “ pepper  ” 
in  it.  Some  folks  don’t  like  anything  less 
lively  than  dynamite. 

if  That  doctor  who  has  been  showing  you  his 
'passes  and  talking  about  his  private  car  is 
iabout  to  be  in  the  same  fix  as  the  rest  of  us — 
pay  your  fare  and  ride  in  just  a common  old 
liPullman. 


1 Everything  costs  more,  except  soap,  water, 
land  sunshine.  A liberal  application  of  each  of 
jthese  cheap  commodifies  will  help  the  looks 
‘of  things  in  lotfe  of  doctors’  offices — and  make 
fjthem  safer,  too. 

ti  The  fee  splitters  organized  in  St.  Louis  not 
jlong  since.  It  has  been  suggested  that  they 
|i. should  confer  the  degree  of  “ E.S.”  on  them- 
I selves.  “A.C.”  is  all  there  is  between  '“  E.S.” 
‘ and  “ F.A.C.S.”— “A  Crook,”  that’s  all. 
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Mr.  Louis  R.  Curtis,  for  eighteen  years  Su- 
perintendent of  St.  Luke’s  Hospital,  Chicago, 
has  been  made  President  of  Frank  S.  Betz 
Company.  Mr.  Betz  will  continue  with  the 
organization  as  Chairman  of  the  Board  of  Di- 
rectors. Under  such  splendid  direction  this 
great  concern  should — and  will — win  yet 
greater  success. 


American  health  resorts  are  having  a greatly 
increased  patronage  as  a result  of  the  Euro- 
pean war.  Not  only  are  “ home  folks  ” going 
to  American  resorts,  but  also  those  of  other 
countries,  who  ordinarily  would  go  to  Euro- 
pean spas.  The  Battle  Creek  Sanitarium,  for 
instance,  reports  visitors  from  several  Euro- 
pean countries  and  from  most  of  those  in 
South  America. 


SOCIETY  PROCEEDINGS 


TRI-STATE  MEDICAL  ASSOCIATION. 

The  Tri-State  Medical  Association  met  in 
regular  annual  session  at  Memphis  in  Novem- 
ber. Dr.  J.  L.  Andrews  was,  of  course,  re- 
elected Secretary.  The  next,  meeting,  after 
the  first  day,  will  be  merged  with  the  South- 
ern, which  also  goes  to  Memphis  in  1917. 


THE  SOUTHERN  MEDICAL  ASSOCIA- 
TION. 

The  next  annual  meeting  of  the  Southern 
Medical  Association  will  be  held  in  Memphis, 
under  the  presidency  of  Dr.  Duncan  Eve,  Sr., 
of  Nashville,  who  was  chosen  at  Atlanta  for 
the  chief  officer  of  this  great  Southern  society, 
much  to  the  delight  of  his  many  friends. 


MIDDLE  TENNESSEE  MEDICAL 
SOCIETY. 

The  two-days’  meeting  of  the  Middle  Ten- 
nessee Medical  Society,  at  Franklin,  Novem- 
ber 16,  17,  was  a most  delightful  occasion  to 
those  who  attended.  The  programme  was  not 
too  long;  most  of  the  essayists  were  on  hand 
when  called ; the  papers  were  practical ; the  dis- 
cussion was  prompt  and  liberal;  the  work  of 
the  presiding  officer.  Dr.  W-.  S.  Farmer,  was 
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fine ; everybody  was  in  a good  humor ; the 
Franklin  doctors  did  the  handsome  thing;  and 
altogether  the  meeting  was  a success.  The 
forty-sixth  semi-annual  meeting  will  be  held 
at  Fayetteville  in  May,  1917.  Officers  elected 
at  Franklin  were:  President,  Dr.  Olin  West; 
Vice  President,  Dr.  B.  T.  Nolen;  Secretary, 
Dr.  Jack  Witherspoon. 


BOOK  REVIEWS 


MURPHY’S  CLINICS.  Vol.  V.,  No.  5,  October,  1916. 

W.  B.  Saunders  Company,  Philadelphia. 

This  number  of  Murphy’s  Clinics  shows  just  what 
a wonderful!}'  varied  work  was  done  by  the  great 
surgeon,  who  has  lately  died,  and  how  able  he  was  to 
deal  with  whatever  surgical  condition  was  presented 
to  him  for  treatment.  Some  of  the  subjects  treated 
in  this  number  are  somewhat  out  of  the  ordinary. 
We  take  it  that  this  publication  will  shortly  come 
to  the  end.  The  last  numbers  should  be  secured  and 
treasured  by  all  surgeons. 


PRACTICAL  MEDICINE  SERIES.  Vol.  VL,  1916. 

General  Medicine.  Edited  by  Frank  Billings,  M.D. 

The  Yearbook  Publishers,  Chicago.  Cloth,  $1.50. 

This  volume  of  this  widely  used  “ Series  ” is  of 
unusual  value,  because  it  is  a review  of  the  litera- 
ture of  a year  during  which  a great  deal  of  knowl- 
edge has  been  gained  through  the  study  of  disease 
in  the  army  hospitals  in  the  various  European  coun- 
tries. Typhoid  fever,  dysentery,  cholera,  and  typhus 
fever  are  given  particular  attention  by  the  editor, 
and  the  work  is  up  to  former  standards. 


DIAGNOSIS  AND  TREATMENT  OF  SURGICAL 
DISEASES  OF  THE  SPINAL  CORD  AND  ITS 
MEMBRANES.  By  Charles  A.  Elsberg,  M.D., 
F.A.C.S.  W.  B.  Saunders  Company,  Philadelphia. 
Cloth,  $5.00. 

The  surgeon  going  in  for  surgery  on  the  spinal 
cord  should  do  what  Dr.  Elsberg  has  apparently 
done — i.  e.,  learn  perfectly  the  anatomy  and  physi- 
ology of  the  nervous  system,  not  the  cord  and  its 
membranes  only.  After  he  has  mastered  these  and 
then  learns  the  diseases  and  their  attendant  symp- 
toms of  the  nervous  system,  he  is  qualified  to  do 
surgery  of  the  spinal  cord,  provided  he  is  a sur- 
geon. To  such  a one  Dr.  Elsberg’s  monograph  will 
be  invaluable  as  a quick  reference  before  an  opera- 
tion is  undertaken.  Reviewed  from  this  standpoint, 
the  book,  in  the  main,  is  excellent.  Viewed  in  a 
broader  light,  however,  one  gets  the  impression  that 
it  has  been  written  for  a more  popular  appeal. 


For  example,  fourteen  pages  and  nine  illustration 
are  devoted  to  the  simple  procedures  of  spinal  an 
sacral  punctures  ; thirty-five  pages  to  laminectomp 
with  thirty-two  illustrations,  two  of  which  are  i 
color.  There  are  no  less  than  nine  pages  of  halli 
tones  of  instruments,  seven  of  which  are  of  ron 
geurs.  Then  there  is  the  cut  of  the  skin  incisio: 
and  the  cut  of  the  skin  closure,  as  if  they  differei 
from  the  same  procedures  elsewhere.  It  woull 
seem  that  the  author  and  publisher  are  trying  ti 
play  both  systems — to  give  the  book  both  a generjj 
and  special  appeal.  It  appears  to  the  reviewer  tha 
they  have  done  neither  satisfactorily.  For  the  ma 
who  knows  little  of  nervous  diseases  the  matter  i _ 
insufficient,  and  for  the  man  who  does  know  thesi 
dwellings  on  the  trite  are  galling. 

As  evidence  of  Dr.  Elsberg’s  sound  advice,  thi 
following  from  the  chapter  on  “The  Indications  fc: 
Laminectomy”  should  be  weighed  well  by  all  at 
tempting  this  operation:  “In  recent  fractures  c, 
the  vertebrae,  with  injury  to  the  cord,  laminectom| 
should  be  performed  only  when  the  patient’s  gerj 
eral  condition  is  sufficiently  good  and  when  th 
symptoms  make  it  clear  that  the  spinal  cord  ha 
not  been  entirely  crushed  at  the  level  of  the  injur; 

To  operate  on  a patient  with  a spinal  fracture  wh 
has  the  symptoms  of  a complete  crushing  of  th'  .| 
cord  (except  in  the  region  of  the  cauda  equina)  ^ 
not  only  useless,  but  is  sure  to  throw  discredit  upo, 
a surgical  procedure  which  is  most  valuable  in  th 
proper  cases.” 

In  the  second  edition,  which  we  truly  hope  th  ill 
book  will  reach,  it  should  make  a more  direct  appep 
to  the  specialist,  eliminating  the  trite,  the  commor 
place,  the  unnecessary.  There  is  a place  for  such  ^ 
monograph.  G. 


A soldier  may  have  good  feet,  good  eyesigh. 
and  good  brains;  but  if  he  has  bad  teeth,  f 
can’t  eat.  If  he  can’t  eat,  he  can’t  march  ncc  i 
enough  to  the  enemy  to  see  him  and  use  h 
brains  to  fight  him.  j 

How  does  a soldier  get  good  teeth?  By  hat 
ing  good  teeth  in  childhood.  ■ 

How  do  children  keep  good  teeth?  Throug  i 
being  taught  by  their  mother  how  to  keep  the:  | 
teeth  clean  and  having  their  teeth  looked  aftc  ij 
while  they  are  growing.  This  makes  good  teet  I 
for  future  soldiers.  ij 

It  would  seem,  then,  as  though  the  first  patr  j 
otic  duty  of  a mother  was  to  keep  her  children  i 
teeth  in  good  condition.  It  is.  ' 


A book  on  “ Exercise  and  Health  ” may  b ^ 
had  free  for  the  asking  from  the  United  Statc^  -1 
Public  Health  Service.  I 
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SUBCONJUNCTIVAL  INJECTIONS  OF 
MERCURY  CYANIDE  IN  OCU- 
LAR THERAPY.* 


By  E.  L.  Jones,  M.D., 
Cumberland,  Md. 


Before  proceeding  with  the  paper,  it  is  my 
ilesire  to  thank  the  chairman  for  the  courtesy  of 
lis  invitation  that  I read  a paper  before  this 
ronorable  body  on  the  subject  he  has  assigned 

0 me. 

About  nineteen  years  ago,  in  the  near-by  city 
tl  )f  Atlanta,  a paper  was  read  before  the  Ophthal- 
nic  Section  of  the  American  Medical  Associa- 
ion  by  Dr.  E.  J.  Bernstein,  now  of  Kalamazoo, 
Vlich.,  on  the  subject  of  subconjunctival  injec- 
ions,  which  went  thoroughly  into  the  literature 
ip  to  that  time  and  quoted  a large  array  of  au- 
iii||horities.  Likewise,  scattered  through  current 
iterature  for  many  years  past,  have  been  refer- 
i'|races  to  using  various  drugs  by  injection  under 
he  mucous  covering  of  the  eyeball ; but  the  prac- 
ice,  as  a whole,  did  not  become  very  general  un- 
il  the  adoption  of  the  use  of  the  normal  saline. 
The  question  has  several  times  been  asked  the 
ssayist  as  to  how  he  happened  to  take  up  the  in- 
ti ections  of  mercury  cyanide  in  such  quantities  as 
ai  io  produce  the  terrible  appearing  reaction  which, 
-een  for  the  first  time,  usually  causes  the  author 
nd  creator  of  such  a condition  to  say,  if  he  es- 
apes  calamity  this  time,  it  will  be  with  him : 
j Never — no,  never — again.” 

1 To  rob  this  communication  of  all  formality,  a 
jttle  personal  history  will  be  injected.  In  1903, 
'eeling  that  there  was  a field  of  effort  in  which  I 

ij(  ad  not  entered,  and  having  nothing  systematic 



j *Read  before  the  Section  on  Eye.  Ear,  Nose,  and  Throat  at 
|ie  annual  meeting-  of  the  Tennessee  State  Medical  Associa- 
; ion,  April,  1916. 


at  my  command  on  the  subject  of  injections,  to 
which  so  many  references  were  beginning  to  be 
made  in  current  literature,  I purchased  a copy  of 
Darier’s  “ Ocular  Therapeutics,”  hoping  therein 
to  find  the  enlightenment  desired.  A few  chap- 
ters were  read ; and  while  much  of  it  was  entirely 
new,  it  struck  me  as  being  so  bizarre  in  claims 
that  serious  doubts  as  to  dependability  of  tbe 
same  were  entertained  by  me,  and  the  book  was 
put  aside  as  one  more  addition  to  the  literary' 
“ curiosity  shop.” 

Some  months  later,  after  reading  several  arti- 
cles in  current  literature  on  dionin,  which  was  to 
me  an  unknown  agent,  some  dionin  was  obtained  ; 
and  its  strikingly  individualistic  action,  as  char- 
acteristically specific  as  that  of  cocaine  or  adre- 
nalin when  they  were  first  introduced,  impressed 
me  greatly  and  caused  me  to  refer  to  Darier  to 
see  if  he  described  these  things.  Not  only  did 
he  describe  them  exactly,  but  it  also  appeared 
that  he  was  largely  instrumental  in  introducing 
the  drug  into  ocular  therapy.  This  caused  a re- 
vival of  interest  in  his  other  teachings ; and,  as 
it  so  happened,  several  bad  cases  of  diseased  or 
injured  eyes  presented  themselves  not  long  after. 
His  injection  practices  were  applied  with  much 
expectation,  which  the  results  obtained  fully 
justified.  His  steps  were  followed  until  they 
faded  out,  and  then  a few  steps  were  taken 
where  there  was  no  path,  and  it  is  my  sincere 
hope  that  any  one  else  following  these  tracks 
will  not  be  led  into  error  or  trouble. 

Previous  users  of  the  hollow  needle  seemed  to 
desire  to  place  a drug  in  a situation  where  it 
could  not  run  out,  using  mostly  weak  bichloride 
from  one  to  five  drops,  expecting  therefrom  the 
specific  effect  of  such  drug.  Later,  salt  solution 
was  adopted,  as  being  free  from  the  pain  and  re- 
action of  the  bichloride.  Instead  of  seeking  to 
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avoid  the  reaction,  it  should  be  encouraged  by  a 
large  and  irritant  injection,  as  it  is  the  increased 
lymph  flushing,  in  my  belief,  that  opens  up  the 
greatest  possibilities  as  yet  attained  in  the  battle 
we  are  fighting  against  disease  or  sepsis.  This 
idea,  in  a broad  way,  seems  to  have  been  given  a 
great  impetus  by  the  teachings  of  Sir  Almroth 
Wright  and  others  in  connection  with  the  Brit- 
ish Army  service  in  the  present  European  war, 
wherein  extensive  wounds  and  lacerations  have 
healed  faster  under  abundant  saline  dressings, 
the  Dakin  or  hypochlorite  lavage,  or  the  packs 
with  salt  in  gauze  to  make  solutions  as  the  lymph 
is  created  by  the  salt  irritant.  This  lymph 
washes  outwardly  and  sterilizes  wounds  which 
by  no  possibility  could  be  sterilized  by  antiseptics 
externally.  The  lymphatic  system,  when  work- 
ing up  to  full  capacity,  is  nature’s  greatest  healer. 
It  is  due  to  this,  and  not  to  mercury  or  cyanogen 
as  such,  that  the  cyanide  injections  produce  their 
good  effect.  No  doubt  there  are  many  other 
means  of  producing  this  reaction  equally  as  ef- 
ficient, but  my  opportunities  are  too  limited  to 
undertake  experiments  along  other  lines.  To 
bichloride,  which  has  been  so  much  referred  to  in 
our  literature,  the  objections  are,  when  compared 
to  cyanide:  It  is  much  more  painful,  more  toxic, 
and  incomparable  with  all  the  alkaloids,  as  a rule, 
which  may  need  to  be  used  with  it. 

It  has  not  been  my  practice  to  use  injections 
in  cases  which  I believed  could  be  cured  equally 
well  without  this  procedure,  although  it  might 
take  much  longer  to  do  so  by  the  usual  means. 
For  instance,  a corneal  ulcer  which  is  peripheral, 
unless  a virulent  type  of  infection,  might  be 
treated  for  several  weeks,  when,  by  an  injection, 
its  cure  might  be  counted  on  in  a few  days,  in- 
asmuch as  a peripheral  scar  does  no  harm  to 
vision.  But  if  the  ulcer  threatens  to  perforate, 
or  is  central,  where  the  least  scarring  is  so  detri- 
mental to  vision,  its  use  is  recommended  as  a 
first  measure  in  any  destruction  of  substance  in- 
volving the  true  cornea — not  in  epithelial  exfo- 
liation. Likewise,  in  low-grade  choroiditis,  or 
violent  choroiditis,  if  it  can  be  proved  that  the 
affected  spot  is  far  removed  from  the  macula 
area,  the  case  may  be  allowed  to  run  its  course 
under  the  usual  treatment  by  mercury  or  iodides. 
In  my  belief,  this  does  nothing  toward  saving 
the  spots  already  inflamed,  but  increases  the  re- 
sistance of  the  uninvolved  area  against  further 
spread.  But,  given  a case  of  mascular  choroiditis 


before  destruction  has  taken  place,  it  is  my  be- 
lief the  only  thing  that  can  be  depended  on  to 
save  the  reading  vision  is  a massive  cyanide  in- 
jection, which  will  restore  central  vision  that  has 
been  obscured  as  much  as  three  to  four  weeks — 
not  much  after  that  time.  Also  in  choroiditis 
where  the  fundus  cannot  be  seen  to  exclude  the 
macula  from  involvement,  the  injection  should 
be  made  on  the  assumption  it  is  involved.  The 
same  should  be  done  in  that  form  of  hemorrhage 
at  the  macula  only  when  not  due  to  Bright’s  dis- 
ease. In  penetrating  wounds  of  the  anterior 
chamber,  where  infection  is  likely  to  occur,  and 
in  all  cases  where  the  ciliary  body  or  vitreous  are 
known  to  have  or  even  remotely  suspected  to 
have  been  entered,  the  injection  should  be  im-  i 
mediately  made,  as  infection  of  the  vitreous  is 
a matter  of  only  a few  hours  and  its  mischief 
cannot  be  undone.  Several  very  remarkable  ob- 
servations, however,  have  been  made  of  the  pow- 
er of  the  treatment  to  check  vitreous  suppura- 
tion in  panophthalmitis,  causing  the  pus  to  be 
limited  to  an  area  which,  after  discharging  itself 
through  an  original  wound  or  scleral  perforation, 
permitted  the  volume  of  the  eyeball  to  be  pre- 
served almost  full  size,  the  pain  and  symptoms 
of  sepsis  subsiding  in  any  event  in  an  astonish- 
ingly short  period.  The  swelling  of  the  panoph- 
thalmitis, added  to  the  swelling  of  an  injection, 
however,  would  give  almost  a fatal  shock  to  one 
who  had  not  gotten  pretty  familiar  with  swellings 
previously. 

Several  previous  papers  have  gone  into  the  de- 
tails of  the  composition  of  the  injection,  and 
many  have  asked  the  formula  of  the  same ; but 
my  usual  answer  is  that  any  one  may  use  almost 
any  formula,  so  long  as  he  produces  a suffi- 
ciently intense  reaction.  The  basis  is  cyanide  of 
mercury  ranging  from  1-5000  to  1-1000,  of  which 
two  cubic  centimeters,  or  half  a dram,  should  be 
used,  my  standard  of  1-1500  being  purely  arbi- 
trary, but  always  adhered  to.  To  this  is  always 
added  some  acoin  to  lessen  the  pain.  As  acoin 
is  precipitated  by  the  slightest  trace  of  alkalinity,, 
a little  boric  acid  is  put  in,  and  also  a little  salt, 
these  three  being  ready  mixed.  To  relieve  the 
pain,  not  of,  but  following,  the  injection,  from 
to  34  grain  of  morphine  is  added,  according 
to  whether  the  eye  is  not  or  is  already  tender  oi 
painful.  Generally  about  34  grain  of  dionin  is 
also  added,  by  which  time  the  solution  is  about 
as  concentrated  as  the  water  will  stand.  In  tu- 
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berculous  cases  the  water  used  is  saturated  with 
guiacol,  of  which  it  will  dissolve  about  2 per  cent. 
One  prerequisite  is  long-continued  and  free  use 
of  cocaine,  some  of  which  is  also  always  put  in 
the  unoperated  eye.  The  duration  of  the  pain 
following  the  injection  does  not  average  over 
twenty  minutes  in  eyes  not  previously  painful, 
but  ranges  from  the  extremes  of  a child  per- 
^ mitting  injections  in  both  eyes  in  a bad  case  of 
double  interstitial  keratitis,  without  moving  a 
muscle  of  the  body  or  face  or  making  the  slight- 
j est  moan,  up  to  an  adult  howling  from  its  use 
in  one  eye.  It  was  formerly  thought  children  re- 
quired a general  anaesthetic ; but  where  a rea- 
sonable  amount  of  self-control  is  present,  this 
may  be  dispensed  with.  In  an  eye  with  increased 
tension,  local  anaesthesia  is  very  poor  and  the 
ensuing  pain  correspondingly  ^ great.  Where 
glaucoma  is  a complicating  condition  or  a pri- 
mary affection,  a few  drops  of  adrenalin  are 
used  instead  of  the  dionin,  and  the  basic  solution 
may  be  5 per  cent  sodium  iodate,  which  Darier 
asserts  to  reduce  tension.  While  I have  used  it 
a number  of  times,  it  is  done  because  of  his  au- 
thority and  no  knowledge  on  my  part  of  how  it 
I acts  or  whether  it  acts  better  than  when  omitted, 
j The  conditions  for  which  injections  have 
.proven  more  efficient  than  other  established 
Jmeans  of  treatment  are:  Traumatisms  by  con- 
i' tusion,  producing  vitreous  hemorrhages  of  se- 
:jvere  degree;  dislocation  of  lens  into  vitreous; 
deeply  penetrating  wounds  by  shot,  gravel,  coal, 
nails,  and  operative  instruments,  etc. ; ruptured 
.cornea;  various  forms  of  protracted  phlyctenu- 
^lar  ulceration ; severe  corneal  ulcers,  including 
^traumatic  hypopyon  keratitis,  protracted  non- 
' . ulcerative  interstitial  and  deep  keratitis,  dissem- 
; inated  keratitis,  iridocyclitis  in  early  stages, 

• choroiditis,  syphilitic  optic  neuritis,  after  many 
' operative  procedures,  as  capsular  discission,  mag- 
net operations,  etc.,  galvano-puncture  in  retinal 
, detachment,  and  in  conjunction  with  established 
treatments  not  in  themselves  sufficiently  sure, 
as  curettement  and  cautery  of  rodent  ulcer  of 
cornea  and  any  postoperative  infection,  like  cat- 
aract. 

j My  experience  in  lid  trouble  has  been  too  re- 
jstricted  to  make  assertion  of,  altiiough  I have 
long  believed  it  would  be  good  in  certain  intracta- 
ble chronic  inflammations.  It  has  been  used  a 
few  times  in  trachoma  connected  with  corneal 
: ulceration,  apparently  with  good  result,  leaving 


the  tarsal  conjunctiva  finely  pitted,  as  the  surface 
of  orange  peel  looks.  For  some  reason,  trachoma 
is  nonexistent  in  the  section  from  which  my 
work  is  drawn,  except  cases  imported  by  for- 
eigners, which  seem  to  soon  die  out.  Where  the 
cornea  is  badly  involved,  the  injection  is  made 
under  the  bulbar  conjunctiva;  but  if  not,  the  lid 
is  everted  and  injection  made  just  beyond  the 
limit  of  tarsus  under  the  conjunctiva  of  the  lid. 
Dr.  Coulter,  of  the  United  States  Public  Health 
Service  Trachoma  Hospital  at  Welch,  W.  Va., 
has  manifested  an  interest  in  this  treatment  and 
is  now  submitting  it  to  trial.  The  practice  of 
Colonel  Smith,  in  India,  of  using  cyanide  injec- 
tions for  trachoma,  is  known  to  the  world  gener- 
ally. 

This  treatment  was  applied  in  one  very  in- 
tractable case  of  vernal  catarrh,  in  the  person  of 
a young  boy,  three  summers  ago.  So  great  was 
his  relief  from  the  injection  of  the  first  eye  that 
he  willingly  submitted  to  the  same  in  the  other 
eye  a short  time  after;  and  the  manifestations 
of  itching  and  redness,  as  well  as  the  typical  ap- 
pearances, have  been  very  much  lessened  ever 
since. 

With  so  few  exceptions  as  to  make  them  neg- 
ligible, my  cases  have  all  been  office  patients,  in 
most  instances  returning  to  their  homes,  some- 
times considerably  distant,  or  going  to  friends  or 
relatives  nearer,  within  an  hour  or  less  from  the 
time  of  treatment,  having  a cotton  and  gauze 
covering  over  the  eye  to  hide  it  from  the  sight 
of  others  and  take  up  the  overflow  of  tears.  A 
certain  percentage  of  people  have  a morphine 
sickness,  with  vomiting,  which  detains  them  long- 
er, maybe  half  a day,  and  then  some  after  they 
get  back  home  or  into  bed ; but  they  would  be 
sick  just  the  same  from  morphine  administered, 
for  any  other  reason.  No  speculum  or  forceps  is 
needed,  the  needle  simply  pushing  up  a little  fold 
of  conjunctiva  as  far  from  the  cornea  as  possi- 
ble in  any  space  midway  between  the  ocular  mus- 
cles, after  which  a slight  jab  sends  it  under. 
Inject  a few  drops;  and  as  the  membrane  bulges, 
push  the  needle  deeper  as  the  injection  proceeds. 
After  some  practice,  aside  from  proper  placing 
of  the  needle,  the  thing  could  be  done  by  feeling 
without  the  aid  of  sight. 

You  will  not  be  burdened  with  a long  array 
of  cases ; but  as  some  have  questioned  the  per- 
manency of  good  results  obtained  and  argued 
that  a remote  interference  with  the  well-being  of 
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the  eye  may  take  place  later,  leading  to  degener- 
ation, a case  treated  nearly  twelve  years  ago,  and 
lately  seen,  will  be  described.  In  October,  1904, 
a man  of  about  forty-five  years  of  age  presented 
himself  with  the  entire  cornea  ulcerating,  with 
necrotic  areas  in  it  as  dense  as  butter  and  ap- 
parently involving  the  entire  thickness  of  the  cor- 
nea. He  was  thin,  anxious,  and  pallid-looking, 
and  said  he  had  eaten  and  slept  but  very  little 
for  several  weeks  and  had  slept  but  one  night 
of  the  past  seven.  It  had  originated  in  a slight 
abrasion  of  the  cornea  in  his  work  as  a carpenter 
six  or  eight  weeks  before,  which  did  not  lay  him 
off  from  work  for  two  or  three  days.  The  se- 
verity of  the  infection  may  be  inferred  from  the 
fact  that  the  conditions  found  when  he  reported 
had  developed  in  spite  of  efficient  treatment  by 
an  expert  oculist  according  to  accepted  methods. 
It  was  explained  to  the  patient  that  he  had  ar- 
rived at  a stage  when  the  only  thing  to  do  would 
be  to  take  tbe  eye  out  and  end  his  suffering,  as 
he  would  have  a dense  leucoma  if  the  eye  was 
eventually  healed,  and  it  would  be  of  no  service. 
It  was  also  explained  to  him  that  a new  treat- 
ment, which  had  not  as  yet  gained  any  general 
recognition,  might  induce  healing,  with  a chance 
of  a not  too  unsightly  eye ; but  the  likelihood  of 
useful  vision  was  negligible.  He  was  given  sev- 
eral injections  at  intervals  during  about  four  to 
six  weeks,  as  memory  runs,  in  conjunction  with 
actual  cautery  at  times,  and  the  usual  atropine 
antiseptics,  hot  bathing,  etc.,  finally  healing  en- 
tirely. When  the  patient  dropped  into  the  office 
several  months  afterwards,  having  regained  his 
former  color  and  weight  and  shaved  the  whis- 
kers w:hich  are  allowed  to  grow  during  sickness 
or  suffering,  he  was  not  recognizable  as  the  same 
man,  except  by  his  voice.  Instead  of  the  dense 
leucoma  anticipated,  his  cornea  was  fairly  clear ; 
and  he  has  ever  since  had  sufficient  sight  to  read 
print  somewhat  finer  than  ordinary  newspaper 
and  sufficient  far-sight  to  recognize  people  across 
an  average  street.  It  is  one  of  the  merits  of  this 
treatment  that  regenerated  corneal  substance  is 
clearer  than  under  other  methods. 

It  is  my  hope  to  be  able  to  present  to  you  a case 
illustrative  of  the  use  of  this  treatment  in  ap- 
parently destructive  traumatism  of  the  globe,  ac- 
cording to  my  recollection  of  the  circumstances 
and  conditions,  supi^lemented  by  that  of  the  pa- 
tient. 

In  March,  1909,  Mr.  McC.,  about  nineteen,  of 
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Bristol,  Tenn.,  was  struck  in  the  eye,  with  his- 
tory as  detailed  in  his  letter; 


“Abingdon,  Va.,  March  29,  1916. 
Dr.  E.  L.  Jones,  Cumberland,  Md. 

“Dear  Dr.  Jones:  Sorry  to  be  so  neglectful  in  not] 
giving  you  the  information  asked  for  in  your  first  letter.J 

“The  facts,  as  far  as  I can  remember  them,  are  as| 
follows : 

“My  eye  was  injured  by  a door  at  Holston  Extract! 
Company’s  plant,  in  Bristol,  February  1,  1909,  swinging! 
shut  as  I was  entering  and  the  latch  on  the  door  strik-; 
ing  me  in  my  right  eye.  I at  once  noticed  the  sight] 
of  the  eye  was  impaired,  but  did  not  consult  a doctor! 
until  the  next  A.M.,  when  I noticed  I had  very  littl^ 
vision  from  the  ej'e.  Dr.  C.  told  me,  after  the  firstf 
glance  into  my  eye,  that  the  retina  was  detached  and! 
that  there  was  no  cure  for  such ; also  Dr.  S.  pronounced] 
my  case  detached  retina.  In  about  six  weeks  you] 
treated  my  eye,  and  at  the  time,  you  remember,  I could] 
hardly  distinguish  an  electric  light  held  in  front  of] 
me ; and  inside  of  thirty  days  I could  notice  a gradual] 
return  of  sight,  which  gradually  grew  stronger,  until 
now  I can  read  the  finest  of  prints  with  the  injured] 
eye — in  fact,  can  read  any  print  with  it  that  I can  read] 
with  the  other,  which  has  always  been  good. 

“ The  smallest  print  I am  inclosing  can  be  read  witl] 
perfect  ease  at  arm’s  length,  and  the  larger  twenty  feet] 

“I  hope  to  get  things  arranged  to  be  with  you  ii] 
Knoxville,  Monday  A.M. 

“ Will  see  you  en  route  Sunday. 

“ Hoping  this  information  will  be  of  some  value  t(| 
you  and  that  I can  be  with  you  Monday  A.M.,  I am, 

“ Most  respectfully, 

• “[Signed]  C.  P.  McCormick. 

“ P.S. — My  age  at  time  of  treatment  was  nineteen.” 


A former  resident  of  this  community,  who  wa 
living  in  Bristol  and  was  greatly  interested  in  th 
young  man’s  welfare,  wrote  a description  of  con 
ditions  as  best  he  could  and  asked  if  it  was  likel;; 
that  any  good  might  be  effected  by  still  furthe 
efforts.  As  it  seemed  probable  that  this  neyj 
treatment  might  be  helpful,  his  coming  for  tria 
was  sanctioned.  On  reporting  for  examinatior|| 
his  vitreous  was  so  opaque  from  the  old  hemor 
rhage  that  the  examiner  could  not  see  into  it  no 
the  patient  out  of  it.  One  injection  was  madt 
and  the  patient  remained  three  or  four  days,  dm 
ing  which  time  no  change  was  evident.  He  wa 
put  on  the  mercury  with  chalk  mixture,  else' 
where  alluded  to,  and  permitted  to  return  honi< 
to  continue  the  powders  a month  or  two.  Till 
sample  of  print  inclosed  as  near  test  is  fine  prii 
cut  from  a magazine,  and  the  far  test  Snelli'j 
No.  20 — apparently  perfect  vision  far  and  nea  1 
To  those  of  you  who  have  a troublesome  cas 
of  chronic  episcleritis  the  following  narratio 
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may  offer  useful  suggestion : In  September, 
1914,  a frail  woman,  fifty-six  years  of  age,  re- 
ported with  eyes  that  had  been  weak  and  painful 
j for  several  months,  due  to  a chronic  episcleritis 
: encircling  one  cornea,  a zone  of  about  1-6  of  an 
j inch  being  bluish,  elevated,  and  tender.  The 
chronic  nature  of  the  trouble  and  its  intractabil- 
ity to  medical  treatment  was  explained ; but  as 
there  was  no  urgency,  she  was  given  a mixture 
of  potas.  iodide  and  sod.  salicylate,  and  advised 
j to  return  in  a month  for  injection  if  not  better. 

I Owing  to  circumstances,  etc.,  she  did  not  come 
I back  for  seven  months,  and  conditions  were  in 
j no  wise  better.  After  thoroughly  cocainizing  the 
i eye,  a series  of  spots  was  burned  by  actual  cau- 
! tery  around  the  infiltrated  circle,  like  spokes  in 
a hub,  and  an  injection  given.  The  pain  was  no 
I more  than  usual ; but,  due  to  an  idiosyncracy 
against  morphine,  she  developed  the  worst  case 
I of  vomiting  I have  ever  seen.  She  covdd  not 
leave  the  couch  at  the  office  to  go  to  a hotel 
across  the  street  until  late  in  the  day,  the  treat- 
ment  having  been  given  about  10  A.M. ; and,  in 
spite  of  free  drinking  of  hot  water  to  wash  out 
j the  stomach,  after  she  went  to  bed  with  a mus- 
tard plaster  above  the  stomach  and  carbolated 
' bismuth  and  cerium  oxalate  in  it,  vomiting  did 
; not  cease  until  midnight.  The  improvement  that 
; followed  was  so  marked  and  rapid,  however, 
that  at  the  end  of  a month  or  so,  when  she  came 
! back,  the  condition  was  quite  entirely  relieved. 

K 

f As  she  was  preparing  to  remove  to  a distant  part 
’ of  another  state  and  feared  a relapse,  another 

! punctate  circle  of  cauterization  was  made  as  a 
precautionary  measure  against  relapse, 
i In  illustration  of  penetrating  foreign  bodies 
with  resultant  inflammation,  the  following  cases 
' are  cited : 

I Mr.  C.,  a large  man  of  forty-nine  years  . of 
age,  had  a mine  blast  go  off  in  his  face,  slightly 
[ scratching  the  right  cornea  and  having  a piece  of 
' coal  the  size  of  a large  pinhead  penetrate  the 
I cornea  of  the  left  eye  at  the  root  of  the  iris. 
When  he  came  about  two  weeks  afterwards,  the 
eye  had  iritis,  and  was  so  tender  to  touch  and 
spontaneously  painful  that  iridocyclitis  was 
feared.  He  had  slept  very  little  for  several 
nights.  The  lens  was  cataractous,  the  iris  bound 
down  to  the  same  in  its  entire  circumference,  in 
the  center  of  which,  imbedded  in  the  lens,  was 
i the  particle  of  coal.  In  its  passage  in  the  same 
j plane  with  the  iris  it  had  removed  a narrow  seg- 


ment of  the  same  from  periphery  to  center, 
through  which  the  cataractous  lens  showed  as 
plain  as  any  pupil.  He  was  told  that  iridocyclitis 
would  probably  develop  and  destroy  the  eye,  and 
that,  if  it  did  not,  extraction  of  the  cataract 
would  possibly  end  in  failure,  or,  at  best,  be  a 
considerable  risk  to  run  and  cause  much  loss  of 
time,  and  advised  to  have  an  injection.  This 
was  given,  with  only  slight  and  short  pain ; and, 
after  having  the  eye  tied  up,  he  left  the  office, 
returning  the  next  morning,  feeling  perfectly 
free  of  pain  and  reporting  the  first  good  sleep 
for  several  nights  previous.  He  returned  on  Oc- 
tober 2,  everything  quiescent.  He  returned  again 
on  December  16,  with  the  cataract  completely 
absorbed,  the  fundus  being  clearly  visible  through 
the  traumatic  pupil  and  the  coal  vanished  from 
sight  somewhere.  He  could  count  fingers  at  4 
feet;  with  11.°  D+S  vision=:20-50 — S+16.°  D. 
Jaeger  No.  2.  His  other  eye  had  only  20-30 
vision.  The  complete  absorption  of  the  lens  at 
this  late  age  is  most  unusual. 

W.  C.,  aged  eighteen,  came  at  5 P.M.,  March 
15,  1916,  having  had  his  face  penetrated  by  par- 
ticles from  an  explosion  in  a shack  near  a coal 
mine  about  12  M.,  due  to  nine  dynamite  caps 
getting  accidentally  fired.  The  upper  lid  of  the 
right  eye  had  a cut  through  the  skin,  showing 
muscle  tissue  protruding,  and  the  eye  a linear  cut 
1-10  inch  long  in  sclera  near  the  outer  corneal 
margin.  Vision  was  reduced  to  partial  count- 
ing of  fingers  at  half  a foot ; tension  reduced, 
and  depth  of  eye  could  not  be  seen  into  until 
after  the  pupil  was  dilated,  when  the  upper  por- 
tion of  the  vitreous  was  observed  to  be  filled 
by  dense  hemorrhage,  with  sharply  defined,  as 
against  diffused,  border.  As  the  vitreous  had  in 
it  almost  beyond  doubt  a nonmagnetic  foreign 
body,  which  could  not  by  any  possibility  be  re- 
moved and  which  would  soon  likely  cause  de- 
structive inflammation,  the  usual  injection  of 
cyanide,  dionin,  and  morphine  was  given,  causing 
severe  suffering,  which  subsided  in  twenty  min- 
utes, but  was  followed  by  morphine  sickness  and 
vomiting  when  he  started  to  leave  shortly  after 
six.  This  abated  soon,  and  he  went  to  his  home 
in  a near-by  town,  returning  on  the  18th.  There 
had  been  no  pain ; the  eye  was  not  tender ; and  a 
glimpse  of  the  pupil  through  swollen  lids  showed 
clear,  with  ability  to  count  fingers  about  two  feet. 
He  came  again  on  the  20th,  able  to  open  the  lids 
a little;  no  pain  or  tenderness;  counts  fingers 
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five  feet.  Ophthalmoscope  shows  haze  through- 
out the  vitreous  from  diffused  blood.  To  aid  in 
absorbing  this,  1 gave  a prescription  used  for 
many  things,  containing  one  grain  each  of  mer- 
cury, with  chalk,  Dover’s  powder,  carbonate  of 
iron,  and  aromatic  powder  compound,  three 
times  a day.  March  23:  Has  had  no  pain  or 
tenderness ; anterior  segment  eye  perfectly  clear, 
still  too  much  diffused  with  blood  and  floating 
particles  to  see  fundus.  Next  visit,  March  25  ; 
No  pain,  tenderness,  or  inflammatory  redness. 
Counts  fingers  at  ten  feet.  Vitreous  still  too 
hazy  from  blood  remnants  do  permit  view  of 
fundus.  Patient  last  seen  on  March  31.  V= 
20-100.  With  dilated  pupil,  the  vitreous  showed 
black  from  blood  pigment ; and  only  when  look- 
ing up  could  a red  reflex  be  gotten  at  the  bot- 
tom of  the  eye.  The  retina  must  be  perfect  to 
see  so  well  through  such  dense  opacity,  which 
will  absorb  in  time. 

That  penetrating,  nonrecoverable  foreign  bod- 
ies still  present  the  almost  hopeless  outlook  ac- 
corded them  in  the  past  is  testified  to  by  the  dis- 
cussion on  injuries  to  the  eye  in  warfare  before 
the  Ophthalmological  Society  of  the  United  King- 
dom for  1915 : and,  furthermore,  the  ultimate 
loss  of  many  of  those  from  which  a magnetic 
body  is  removed  by  subsequent  detachment  of 
the  retina,  although  they  are  at  first  apparent 
successes,  is  brought  out  in  the  discussion  on 
detachment  of  the  retina  by  Mr.  Gustavus  Har- 
tridge.  Hence,  if  trial  on  an  extended  scale 
should  prove  that  an  injection  at  the  time  of  in- 
jury or  operation  so  tones  up  the  eye  as  to  en- 
able it  to  resist  these  degenerative  changes,  a 
great  step  forward  will  have  been  taken. 

The  following  case,  the  like  of  which  I have 
never  seen  before,  is  believed  to  be  a tubercu- 
loma of  the  retina : D.  ]\I.,  aged  eleven,  was 
brought  on  November  16,  1915,  for  symptoms 
of  asthenopia,  interfering  with  comfortable  at- 
tendance upon  school,  etc.,  which  was  due  to  re- 
fractive error  in  seeing  of  left  eye.  The  right 
eye  was  discovered  to  have  only  perception  of 
light,  with  ability  to  partially  count  fingers  at 
half  a foot.  A soft,  globular,  perfectly  white 
tumor,  a])parently  between  the  macula  and  op- 
tic nerve,  neither  of  which  was  recognizable,  oc- 
cupied a large  portion  of  the  fundus,  ft  did  not 
seem  to  have  any  limiting  membrane,  but  looked 
like  steam  condensed  on  a cold  day  into  pure 
white  vapor.  His  father  was  advised  to  ])ermit 


a trial  of  injection  to  see  if  it  would  diminish  the 
tumor,  or  at  least  restrain  its  growth  and  permit 
safe  retention  of  globe,  with  possibly  some  res- 
toration of  peripheral,  but  not  central,  vision; 
and  he  consented  to  the  same.  The  boy  bore  the 
pain  bravely,  but  suffered  much  from  nausea  and 
vomiting  from  the  morphine,  returning  home  a 
good  many  miles  in  a huckster’s  wagon  on  the 
afternoon  of  the  same  day.  He  returned  on  De-  1 
cember  23,  vision  equaling  fingers  at  three  feet  jj 
on  temporal  side.  He  mustered  up  courage  to 
submit  to  a second  injection,  which  pained  se- 
verely for  nearly  half  an  hour,  followed,  as  be- 
fore, by  nausea  and  vomiting  from  the  morphine, 
which  lasted  several  hours.  He  returned  on 
March  9,  with  vision  equal  to  fingers  at  six  feet. 
Tumor  possibly  absorbing.  He  made  no  pro- 
test against  a repetition  of  the  injection,  which 
this  time  had  also  the  guiacol  water,  until  he 
climbed  on  the  table,  when  his  courage  failed 
him,  at  which  no  one  can  wonder.  Had  there 
been  facilities  and  helpers  at  hand,  a general 
anaesthetic  would  have  been  given  ; but  as  they 
were  not,  the  injection  was  made  in  spite  of  con- 
siderable struggling,  which  is  only  mentioned  to 
emphasize  how  easy  it  is  when  a patient  is  quiet. 
The  patient  is  now  taking  the  mixture  of  mer- 
cury with  chalk,  etc.,  as  elsewhere  described.  It 
will  be  several  months  before  the  final  outcome 
will  be  known  ; but  the  progress  to  date  is  equally 
satisfactory  with  that  of  a large  conglobate  tu- 
berculoma of  the  choroid  treated  some  years  ago 
in  a woman  forty  years  of  age  and  reported  in  a 
former  paper,  in  which  the  tumor  ultimately  ab- 
sorbed, leaving  a large  cicatrix  at  its  site  and 
quite  a useful  amount  of  vision. 

A state  of  affairs  frequently  encountered  in 
varying  degrees  of  severity  is  illustrated  in  the 
following  case : iM.  J.,  aged  seventy-six,  came 
on  Novemher  18,  1915,  with  all  of  the  cornea  of 
the  right  eye,  except  the  upper  circle  heyond  the 
pupil,  destroyed  by  a necrotic  ulcer,  due  to  in- 
fection of  a slight  scratch  of  the  cornea  made  by 
fuzz  off  weeds  in  a field  with  the  discharge  from 
a chronic  suppurating  tear  sac.  The  other  eye 
was  hlind,  except  for  a spot  around  the  fixation 
point  so  small  that  he  could  not  go  on  the  street 
without  an  attendant  to  guide  him.  As  his  hope 
of  sight  hung  on  the  ability  to  preserve  the  lit-  || 
tie  rim  of  the  cornea  for  a future  iridectomy,  a 
method  often  resorted  to,  of  combining  several 
procedures  to  get  the  surest  possible  results,  was 
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: adopted.  After  cocainizing  the  eye,  the  lachry- 
f mal  canaliculi  were  split  into  the  sac.  Swabs 
dampened  in  adrenalin  and  covered  with  pulver- 
■ ized  cocaine  were  then  held  in  the  sac  for  several 
minutes,  after  which  the  sac  was  completely  de- 
! stroyed  by  a round  electro-cautery  point,  rotated 
in  the  body  of  the  sac,  and  also  its  portion  above 
the  commissure  of  lids  designated  as  the  “ cu- 
pola ” of  the  sac,  which  is  also  my  method  of  ob- 
literating suppurating  tear  sacs  under  ordinary 
> circumstances.  The  ulcer  was  then  freely  burned 
up  to  sound  tissue  with  the  same  cautery,  and 
the  routine  subconjunctival  injection  made.  Not- 
! withstanding  this  sounds  rough,  he  suffered  little 
I pain  by  the  operation,  and  none  after ; whereas 
he  had  suffered  greatly  for  a good  many  days 
and  nights  previously.  Argyrol  in  25-per-cent 
solution  was  given  for  home  use,  and  the  pouch 
where  the  sac  had  been  was  swabbed  out  with 
the  same  at  each  visit  until  the  cavity  filled  up. 

! Healing  proceeded  as  fast  as  possible ; and  as 
certain  parties  were  anxious  for  him  to  go  home, 
he  left  on  December  7 with  the  cornea  nearly 
; cicatrized.  As  the  eye  had  a tendency  to  hard- 
ness, he  was  given  an  eserin  solution  to  use  at 
home.  The  hope  of  saving  the  peripheral  cornea 
was  attained ; whether  the  subsequent  efforts  to 
restore  vision  by  an  optical  iridectomy  when  he 
returns  in  the  spring  will  be  a success,  remains 
yet  to  be  seen. 

A case  of  double  syphilitic  optic  neuritis  is 
the  following:  Woman,  aged  about  thirty-five, 

1 came  on  December  27,  1915,  with  sight  rapidly 
; failing  in  both  eyes,  due  to  optic  neuritis,  with 
I some  vitreous  haze  in  both  eyes.  She  had  leutic 
j sore  throat  and  mouth.  For  certain  nonmedical 
reasons  treatment  was  not  started  until  the  next 
visit,  on  December  30,  during  which  short  inter- 
I val  vision  had  declined  in  the  right  eye  from 
1 20-75  to  6-150  No.  Jaeger,  and  the  left  eye  from 
I 20-50  to  12-150  Jaeger  No.  16.  Injection  was 

I given  in  the  right  eye,  followed  by  the  usual  pain 
ji  and  an  unusual  morphine  nausea.  January  4: 
: R.  V.  = 20-100  J.  14,  L.  V.  20-40  J.  12— an  in- 

i stance  frequently  observed  of  beneficial  effect 
ij  on  the  other  eye  in  bilateral  affections.  January 
jj  11:  L.  E.  V.  = 20-40  J.  8.  Same  injection 
!j  given  left  eye.  January  19:  R.  V.  20-75  J.  6, 

ii  L.  V.  20-50  J.  1.  January  27 : Each  20-40. 

I I General  treatment  by  her  physician  had  not  been 
J promptly  instituted  for  nonmedical  reasons,  but 

i 
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was  now  under  way.  February  28  : R.  V.  20-75 
+ J.  2 — L.  V.  20-40  — J.  1.  March  14 : R.  V. 
20-40  S.  + 40  J.  1 — O.  D.  hazy  ; fine  haze  around 
cornea.  Fearing  iritis,  the  pupil  was  kept  dilated 
by  atropine;  L.  V.  20-40  S.  + 40  J.  1.  Fundus 
clear;  mouth  healing.  March  21  : R.  V.  20-50  + 
S.  -h  40  J.  1 — L.  V.  20-30  — J-  1.  Feels  good. 
The  apparent  inconsistency  between  far  and  near 
vision  at  varying  times  seems  to  go  with  some  of 
these  retinal  or  nerve  diseases.  This  patient  be- 
ing nearly  a total  illiterate,  also  does  not  give  the 
fullest  measure  of  vision  on  letter  tests. 

A similar  case,  limited  to  the  right  eye  in  a 
man,  aged  twenty-two,  following  close  after  an 
iritis  from  which  a perfect  recovery  was  made, 
was  given  the  injection  on  March  15,  1916, 
vision  being  20-100  -f  J.  14  S.  + 4.0  J.  6.  He  did 
not  suffer  any  pain  or  morphine  nausea,  and 
stated  that  his  eye  merely  felt  queer  from  the 
swelling.  It  is  c^uite  often  the  patients  say  the 
pain  is  not  worth  mentioning,  as  in  a recent  case 
of  punctate  keratitis  in  a man  who  had  been 
using  local  and  constitutional  treatment  for  about 
two  months  with  no  apparent  benefit.  It  re- 
quires from  three  days  to  a week  for  all  swelling 
to  leave  and  about  a month  for  all  bruised  ap- 
pearances at  the  site  of  injection  to  leave.  Ac- 
cordingly, such  cases  as  require  more  than  one 
injection  are  seldom  given  them  at  closer  inter- 
vals than  one  month.  In  the  above  case  on 
March  20  far  vision  was  almost  the  same,  near 
vision  decidedly  reduced,  and  vitreous  haze  in- 
creased ; but  on  iMarch  25  far  vision  was  slightly 
raised  and  near  vision  with  S.  + 4.0  Jaeger  No. 
1,  and  vitreous  almost  entirely  clear.  Atropia 
and  dionin  are  used  in  the  eye  at  each  visit,  and 
the  patient  is  taking  specific  treatment  from  his 
physician.  Last  seen  on  March  31  : Vitreous 
quite  clear  and  vision  20-75  very  clear;  Jaeger 
No.  1,  with  S.  + 4.0. 

In  conclusion,  my  wish  to  not  be  overenthu- 
siastic  in  the  use  of  the  treatment  advocated  in 
this  paper  has  caused  me  to  abstain  from  it  in 
several  instances  where  it  was  believed  the  exi- 
gencies of  the  situation  did  not  demand  it,  and 
too  late  it  was  revealed  that  it  should  have  been 
done  by  the  loss  of  sight  from  infection  follow- 
ing accidental  or  intentional  penetration  of  the 
eyeball;  whereas  in  no  case  of  using  it  has  any 
resultant  harm  therefrom  been  proven. 
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DISCUSSION  ON  THE  PAPER  OF 
DR.  JONES. 

Dr.  George  H.  Price,  Nashville : Mr.  Chairman  and 
Gentlemen  : If  I had  not  learned  anything  in  the  use 
of  agents  from  my  friend,  Dr.  Jones,  except  the  use  of 
subconjunctival  injections,  I would  feel  as  though  I 
had  derived  more  from  my  association  and  contact 
with  him  than  from  any  source  I know  of  at  present, 
especially  when  it  comes  to  conditions  of  the  kind  that 
can  be  reached  by  the  simple  procedure  which  he  has 
given  us. 

Dr.  Jones  called  my  attention  to  the  book  to  which  he 
referred — namely,  to  the  work  of  Darier  on  this  sub- 
ject— some  years  ago.  I proceeded  to  get  the  book  at 
once  and  study  this  procedure.  I was  timid,  to  begin 
with,  and  was  doubtful  as  to  what  the  results  were 
going  to  be,  as  it  seemed  to  me  a procedure  which  was 
somewhat  risky.  I had  seen  subconjunctival  injectka'iS 
used.  I had  heard  of  their  use,  and  I had  one  expe- 
rience in  consultation  with  a friend  of  mine  who  used 
subconjunctival  injections  of  bichloride  of  mercny, 
and  that  patient  suffered  so  greatly  after  the  use  of  the 
remedy  that  I concluded  I would  not  undertake  tliar 
line  of  treatment.  However,  my  friend.  Dr.  Savage, 
began  to  use  this  method  before  I did ; and  I though.t 
if  he  did  not  get  into  trouble  with  it,  perhaps  with  him 
to  back  me  up  and  what  I had  learned  in  regard  to  it 
from  Darier  and  my  friend.  Dr.  Jones,  I would  try  it. 

The  first  case  I had  in  which  I concluded  to  try  tins 
agent  was  a man  who  was  suffering  from  a hyalitis  so 
dense  that  it  was  with  difficulty  that  he  could  see  even 
the  motion  of  the  hand,  a foot  or  two  from  his  face, 
in  the  lower  field.  I gave  him  subconjunctival  injec- 
tions both  of  the  cyanide  of  mercury  and  at  intervals 
injections  of  the  citrate  of  sodium.  I had  him  under 
observation  six  months — from  June  until  December. 
The  latter  part  of  December  I discharged  him  with 
vision  20-20  in  the  eye  in  which  he  was  ahnosc  totally 
blind  before  the  agent  was  used. 

The  next  patient  I had  was  one  about  eighteen  years 
of  age,  who  had  just  entered  the  university  and  found 
great  difficulty  in  carrying  on  his  work.  I saw  him, 
and  could  make  out  no  assignable  cause  for  hi.s  trouble 
for  a few  days ; but  after  opening  up  the  pupils  and 
examining  the  eyes  thoroughly,  I concluded  he  had  an 
irritation  in  the  central  portion  of  the  choroid  in  each 
eye.  I took  him  to  my  friend,  Dr.  Savage,  who  con- 
firmed my  diagnosis.  I gave  him  a double  injection. 
His  vision  had  already  gone  down  until  it  was  then 
20-40  or  less.  He  recovered  his  vision,  and  has  good 
vision  now,  although  he  had  a bad  defect  in  vision. 
His  vision  now  with  proper  lenses  is  practically  nor- 
mal. 

The  next  case  was  a lady  who  was  one  of  the  mem- 
bers of  the  corps  of  the  Carnegie  Library.  She  was 
myopic.  Her  vision  began  to  get  less  and  less  until  it 
became  distressing;  and  she  was  greatly  concerned,  and 
so  was  I.  We  determined  finally  she  had  central  cho- 
roiditis developing.  I gave  a subconjunctival  injection 
of  cyanide  of  mercury,  and  her  vision  when  last  seen 
was  20-20  plus. 


Speaking  of  cases  of  optic  neuritis,  I have  had  two 
cases  that  are  remarkable — not  that  both  of  them  re- 
covered their  vision,  because  they  had  passed  the  point 
when  such  a thing  as  that  was  possible.  They  were 
both  in  the  atrophic  stage.  The  first,  a man,  was  led 
into  the  clinic,  as  he  could  not  see  to  get  about.  I in- 
jected only  one  eye,  because  the  other  eye  was  gone, 
and  with  the  eye  in  which  I gave  the  injection  he  was 
only  able  to  perceive  light  and  motion  of  objects  in 
front  of  the  eye.  After  one  single  injection,  one  week 
later,  this  man  could  count  fingers  at  ten  or  twelve  feet 
and  see  to  get  about.  The  second  was  a negro  girl, 
brought  to  the  clinic  by  an  attendant,  whose  vision  was 
reduced  to  fingers  at  two  or  three  feet.  She  was  given 
one  single  injection,  and  at  the  expiration  of  one  week 
she  was  examined  before  the  class  and  could  count  fin- 
gers entirely  across  the  operating  room,  nearly  twenty 
feet. 

The  results  which  are  obtained  by  this  method  of 
treatment  are  simply  wonderful. 

I have  had  during  the  past  several  years  a dozen  or 
a dozen  and  a half — maybe  more  than  that — cases  of 
inflammations  in  the  choroid,  the  optic  nerve,  and  in 
the  ciliary  body  with  hyalitis,  in  which  I have  resorted 
to  the  use  of  subconjunctival  injections;  and  but  three 
of  these  cases  have  not  responded  to  the  treatment. 
One  of  them  was  a woman,  near  sixty  years  of  age,  ^ 
who  had  lost  an  eye  from  choroiditis  some  time  in 
early  life.  It  was  discovered  thirty  years  ago  she  was  fl 
blind  in  one  eye.  Two  years  ago  she  came  to  me,  and 
I discovered  choroidal  trouble.  It  was  then  far  ad- 
vanced peripherically,  more  disseminated  than  central, 
and  rapidly  encroaching  upon  the  center,  so  that  vision 
was  much  reduced.  This  condition  was  arrested.  The 
patient  has  vision  enough  to  do  some  writing,  some 
reading,  and  some  sewing;  but  we  did  not  relieve  her 
completely. 

To  another  patient,  an  old  man,  I gave  several  in- 
jections. He  had  a detached  retina.  He  passed  from  , 
under  my  observation,  but  the  last  time  I saw  him  his 
vision  had  not  improved. 

I recall  one  other  case  in  which  vision  returned  and 
was  most  remarkable  in  its  results.  This  patient  was  a 
woman,  about  forty-eight  or-fifty  years  of  age,  who  had 
lost  an  eye  from  central  choroiditis  twenty  years  pre- 
viously, who  developed  an  attack  of  central  choroidal 
inflammation.  I gave  her  one  single  injection,  which 
stopped  the  inflammatory  process.  I saw  her  a few  days 
ago,  and  her  vision  then  was  practically  normal. 

I have  tried  these  injections  not  only  in  cases  of  this 
kind,  but  in  other  cases.  I have  tried  it  in  cases  that 
were  suffering  from  beginning  panophthalmitis,  and  did 
not  succeed.  It  was  my  fault,  perhaps,  because  I have 
the  greatest  faith  in  the  reports  Dr.  Jones  has  made  in 
regard  to  the  cases  of  this  kind. 

Another  case  came  under  my  observation  only  a few 
weeks  ago — I think  it  was  in  February.  Dr.  Savage  is 
familiar  with  that  case,  having  seen  the  boy  three  or 
four  years  ago  when  he  was  suffering  from  a bad  in-J^ 
jury  of  his  left  eye.  Enucleation  of  the  eye  was  ad- 
vised. It  was  refused  upon  the  ground  that  treatment 
might  save  the  ej’e,  if  not  sight.  We  saved  the  eye,  but 
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the  eye  became  totally  blind;  and  about  the  first  of  Jan- 
uary, 1916,  or  the  latter  part  of  December,  1915 — I for- 
get exactly  which — he  developed  a sympathetic  irrita- 
tion in  the  other  eye.  That  brought  him  to  Nashville 
in  February  or  the  first  of  March.  I enucleated  the  old 
offending  eye,  and  gave  him  a subconjunctival  injec- 
tion of  cyanide  of  mercury.  I saw  him  about  one  week 
ago,  and  his  vision  then  was  20-20  minus  where  it  was 
only  20-200  one  month  before. 

I have  only  words  of  commendation  for  this  method 
of  treatment.  I have  not  used  it  as  extensively  as  Dr. 
Jones;  but  I have  found  that  in  certain  cases,  especially 
those  of  the  character  to  which  the  essayist  has  re- 
ferred and  those  to  which  I have  referred,  that  it 
seems  to  be  the  sine  qua  non. 

Dr.  O.  Dulaney,  Dyersburg:  We  are  certainly  in- 
debted to  Dr.  Jones  for  coming  here  and  presenting 
this  excellent  paper. 

What  I want  to  say  in  regard  to  subconjunctival  in- 
jections is  that  the  main  thing  in  getting  rid  of  infec- 
tion in  any  location  is  to  break  up  the  infiltration. 
We  may  not  be  able  by  medicinal  treatment  to 
reach  the  vital  part  or  reach  the  tissue  by  the 
ordinary  routine  of  giving  medicines  that  we  or- 
dinarily prescribe;  but  if  we  remember  some  time 
ago  seeing  an  article  by  Dr.  Bass  in  the  American 
Medical  Association  Journal  in  regard  to  giving  quinine 
for  malaria,  it  will  explain  to  a certain  extent  the  con- 
dition that  exists  in  these  eye  infections.  The  main 
point  is,  we  want  to  reach  the  infiltration  itself.  It 
does  not  make  any  difference  where  we  inject  the  med- 
icine, we  get  the  same  results ; and,  therefore,  I am  op- 
posed personally  to  the  use  of  subconjunctival  injec- 
tions when  we  can  get  the  same  results  by  subcutaneous 
injections  of  cyanide  of  mercury  or  whatever  form  of 
mercury  we  want  to  use.  It  is  less  dangerous  by  far. 
I have  tried  both  forms  of  injections,  and  I have  not 
failed  to  get  the  same  results  by  injecting  the  medicine 
subcutaneously  or  into  the  gluteal  muscles.  I have  ob- 
tained good  results  by  this  method  when  I could  not  get 
them  by  subconjunctival  injections.  This  method  serves 
the  same  purpose,  the  same  object  is  arrived  at,  and  you 
can  achieve  results  in  the  same  way  by  storming  the 
infiltration  itself  and  breaking  it  up. 

Dr.  Bass  stated  in  the  article  I have  referred  to  that 
in  the  pernicious  forms  of  malaria  many  of  the  pa- 
tients died  because  they  never  got  the  effects  of  the 
quinine,  but  by  injecting  the  quinine  intravenously  in 
the  meningeal  forms  of  malaria  it  broke  up  the  infiltra- 
tion. We  get  a more  rapid  absorption  of  the  medicine, 
and  that  is  the  object  desired.  I believe  we  can  get  as 
good  results  by  using  this  remedy  subcutaneously  or 
Intravenously  as  by  subconjunctival  injections.  That 
has  been  my  observation  ; and  I think  if  you  will  try  it 
■out,  you  will  be  just  as  successful  in  that  method  as 
you  will  by  resorting  to  subconjunctival  injections. 

My  first  experience  in  using  subconjunctival  injec- 
tions was  in  a case  that  Dr.  Ellett  saw  with  me,  and  the 
injection  was  made  by  him.  The  only  serious  results 
I have  ever  seen  were  from  shrinkage  of  the  eyeball 
itself.  Others  may  not  have  noticed  that,  but  I have. 

Dr.  Claudius  M.  Capps,  Knoxville : I did  not  fol- 


low out  Dr.  Jones’  suggestion  in  giving  cyanide  of  mer- 
cury injections  all  the  way  through.  I understood  him 
to  say  that  he  used  morphine  in  conjunction  with  the 
treatment.  I do  not  understand  why  it  is  necessary  to 
use  it  in  connection  with  the  cyanide  of  mercury.  We 
have  used  cyanide  of  mercury  for  a number  of  years 
with  good  results,  and  why  we  should  combine  mor- 
phine I do  not  understand.  There  is  no  more  reaction 
from  the  inflammatory  condition,  but  there  may  be 
more  absorption  in  giving  subconjunctival  injections  as 
a direct  remedy  where  the  tissues  are  involved.  We 
know  that  mercury  given  hypodermically  or  by  the 
stomach  certainly  does  not  have  such  an  immediate  ef- 
fect as  it  can  have  locally  in  the  eye  where  the  tissue 
is  involved.  There  is  a more  ready  effect,  it  is  more 
lasting,  and  it  would  take  less  of  the  remedy  to  reach 
the  pathological  condition. 

I would  like  to  hear  Dr.  Jones  explain  why  he  uses 
morphine. 

Dr.  Charles  Huff  Davis,  Knoxville:  A question  of 
physiology  arises  in  my  mind  in  connection  with  the 
discussion  by  Dr.  Capps.  I was  wondering  if  he  thinks 
that  injecting  morphine  under  the  skin  where  the  pain 
is,  is  the  way  he  gets  the  effect  of  the  morphine,  or 
whether  it  is  a digestive  process  that  goes  to  the  stomach 
and  goes  back  again  to  where  he  wants  the  effect  of 
allaying  the  pain.  I think  his  physiology  is  a little  off, 
although  I am  subject  to  correction. 

Dr.  George  H.  Price,  Nashville:  In  discussing  this 
question  there  is  one  thing  I wish  to  call  attention  to, 
and  that  is  this : that  in  the  eye  we  have  got  the  most 
peculiar  structure  in  the  entire  human  organism.  We 
have  a globe  here,  where  outside  of  the  globe  and  in  its 
tunics  the  circulation  is  chiefly  blood,  while  inside  the 
globe  the  circulation  is  chiefly  lymphatic.  The  whole 
posterior  part  of  the  eye  is  filled  up,  as  a great  lym- 
phatic space,  with  the  vitreous.  Every  bit  of  material 
secreted  into  the  eye  is  through  the  lymphatic  system. 
When  you  have  a disturbance  inside  the  eye,  you  can- 
not reach  it  nearly  so  well  except  by  flushing  these  great 
lymphatic  structures.  If  this  should  be  the  eye  [indi- 
cating] in  a horizontal  direction,  if  you  inject  between 
the  superior  and  external  rectus  far  back  upon  the 
globe  of  the  eye  5,  10,  20,  or  30  minims  of  cyanide  of 
mercurv,  you  balloon  the  conjunctiva  so  that  it  becomes 
a mass  as  big  as  your  thumb.  Almost  within  a few 
minutes  this  circumscribes  the  eye,  so  that  we  have  the 
big  balloon  thinning  down  and  spreading  out  into  the 
surrounding  tissues.  It  infiltrates  into  all  tissues  sur- 
rounding the  eye,  so  that  these  patients  are  infiltrated 
lymphatically,  in  some  instances,  from  the  very  roots  of 
the  hair  to  the  collar  bone.  When  you  inject  cyanide  of 
mercury  into  the  lymphatic  space,  you  get  the  immediate 
results  of  stimulation  of  the  lymphatic  system  by  an 
agent  which  causes  a marked  outflow  of  lymph.  You 
get  this  lymph  from  these  agents— namely,  cyanide  of 
mercury  and  dionin.  Dionin  is  the  greatest  of  all 
lymphatic  flushers.  Therefore  you  have  the  eye  practi- 
cally surrounded  and  bathed  in  a continuous  bath  of 
lymph,  which  is  constantly  undergoing  changes  and  re- 
action, which  does  not  last  for  only  a day  or  two  days, 
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but  in  some  of  these  cases  it  may  fluctuate  up  and 
down,  for  days.  The  longer  it  continues,  the  more  ef- 
fective it  seems  to  be.  Of  course  if  we  could  get  it  in 
closer  than  in  the  subconjunctival  space,  it  might  be  bet- 
ter; but  it  will  not  do  to  inject  it  inside  the  eye  itself. 
After  injection,  your  patient  then  has  an  eye  which 
rests  practically  for  days  in  a lymphatic  bath  surcharged 
with  products  which  are  changing.  When  you  stir  up 
the  cornea  by  injecting  something  that  excites  the 
lymphatic  supply,  you  convert  it  into  a flushing  tank, 
sending  in  new  products  of  lymph. 

The  reason  it  does  good  in  the  sheath  of  the  optic 
nerve  is  because  the  lymphatic  space  extends  all  around 
the  optic  nerve ; and  when  there  is  optic  neuritis,  that 
is  the  way  it  reaches  it. 

Dr.  G.  C.  Savage,  Nashville:  I heartily  indorse, 
from  an  experimental  point  of  view,  every  word  ut- 
tered by  Dr.  Jones  and  by  Dr.  Price  in  this  discussion; 
and,  with  these  few  words,  I will  call  upon  Dr.  Jones 
to  close  the  discussion. 

Dr.  Emmett  L.  Jones,  Cumberland,  Md.  (closing)  ; 
In  answer  to  Dr.  Capps  why  I use  morphine,  I will  say 
that  in  using  injections  in  this  quantity  the  acoin  which 
is  put  in  the  injection  diminishes  considerably  the  pain. 
The  cocaine  does  not  diminish  pain,  but  diminishes  the 
discomfort  perhaps  of  manipulation  of  the  eye  and  the 
puncture ; but  the  probabilities  are  the  cocaine  is  not 
effective.  With  the  sudden  distention  of  the  tissues,  the 
patient  experiences  the  most  intense  pain,  which  may 
last  for  a long  time.  In  a discussion  of  a paper  which 
I read  on  this  subject  before  the  American  Medical  As- 
sociation some  years  ago.  Dr.  Savage  and  others  who 
took  part  dwelt  on  the  severity  of  the  pain  that  these 
patients  have;  and  Dr.  Fox  spoke  of  when  he  saw 
Darier  use  it  in  Paris,  and  said  we  could  not  use  that 
in  America  and  live — that  our  patients  would  not  stand 
for  it  by  reason  of  its  severity. 

I began  to  use  morphine  in  the  arm  or  leg  after- 
wards, making  a separate  procedure  of  it,  and  I said: 
What  is  the  use  of  doing  that?  Why  not  put  it  in  the 
eye?  The  more  we  put  in  the  injection,  the  more  we 
set  up  the  reaction  we  wanted.  The  acoin  is  not  an 
anaesthetic,  but  an  analgesic;  and  Colonel  Smith,  in  In- 
dia, formerly  gave  his  patients  a large  opium  pill ; but 
now  he  does  not  do  that.  I had  the  good  fortune  to 
receive  a very  gratifying  letter  from  Colonel  Smith, 
and  find  he  now  uses  half  a grain  of  morphine  half 
an  hour  before  giving  the  injection,  so  that  the  patient 
can  tolerate  more  comfortably  what  is  to  be  done.  Dr. 
Steel,  of  Chattanooga,  does  the  same  thing.  He  gives 
morphine  in  advance.  These  procedures  can  be  car- 
ried out  even  in  the  cases  of  children.  Dr.  Black,  of 
Denver,  tells  me  that  he  uses  a little  novocain  in  his  in- 
jections. We  can  render  the  operations  painless  by  in- 
jecting cocaine,  novocain,  or  alypin,  and  in  five  or  ten 
minutes  afterwards  use  an  injection  of  cyanide  of  mer- 
cury without  the  injection  of  the  morphine,  the  objec- 
tion to  which  is,  it  requires  using  the  needle  twice.  I 
have  had  three  or  four  cases  that  were  particularly  sus- 
ceptilfle  to  the.  effects  of  morphine. 

Dr.  Dulaney  stated  that  we  could  get  the  effect  de- 


sired by  injecting  the  medicine  somewhere  else.  I must 
disagree  with  him.  You  cannot  get  these  effects  by 
loading  the  system  to  the  point  of  toleration  with  cyan- 
ide of  mercury  or  anything  else.  That  has  been  tried 
time  and  again. 


THE  OCCURRENCE  OF  MALIGNANCY 
IN  THE  GASTROINTESTINAL 
TRACT.* 

By  Herbert  T.  Brooks,  M.D., 
^Memphis. 


The  importance  of  malignant  disease  of  the 
gastrointestinal  tract  (exclusive  of  oesophagus) 
may  be  readily  realized  when  we  review  the  mor- 
tality from  cancer  of  various  organs  and  parts 
of  the  body  as  compiled  by  Hoffman  from  de- 
pendable statistics  of  the  registration  area  of  the 
United  States.  Dating  from  the  year  1901  to 
1910,  according  to  Hoffman,  62.1  per  cent  of  all 
deaths  from  cancer  in  the  male  resulted  from 
cancer  of  the  gastrointestinal  tract.  In  case  of 
the  female  43.5  per  cent  of  all  cancer  deaths  re- 
sulted from  cancer  of  the  gastrointestinal  tract. 
The  per  cent  is  lower  in  the  female  than  the  male, 
owing  to  the  frequency  of  malignancy  in  the  fe- 
male generative  organs  and  in  the  breast,  as 
23.1  per  cent  of  all  cancer  deaths  in  the  female 
resulted  from  cancer  of  the  generative  organs 
and  14.4  per  cent  resulted  from  cancer  of  the 
breast. 

The  malignant  tumors  of  the  gastrointestinal 
tract,  as  elsewhere,  are  the  carcinoma  and  the 
sarcoma.  The  great  majority  are  carcinomas. 
Histologically,  four  types  of  carcinomas  occur  in 
this  region — namely,  adenocarcinoma,  medullary 
carcinoma,  scirrhus  carcinoma,  and  gelatinous 
carcinoma. 

Adeiiocarciiioiiia. — This  type  originates  from 
the  cells  of  tubular  glands  of  the  mucosa,  and 
these  cells  in  their  proliferation  tend  to  maintain 
the  structure  of  the  parent  cell — that  is.  to  form 
glands.  So  in  their  proliferation  and  invasion  of 
adjacent  tissues  the  glandular  arrangement  is 
more  or  less  maintained.  The  typical  gland  is  of 
a certain  form  and  lined  by  a single  layer  of 
columnar  or  cuboidal  cells,  with  an  oval  or  round 
nucleus  at  the  base.  These  cells  in  adenocarci- 
noma become  more  or  less  polymorphous,  and 
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there  are  present  several  layers.  The  histolog- 
ical criteria  for  cancer,  however,  are  the  pres- 
ence of  infiltrating  glands  in  the  submucosa, 
where  they  do  not  belong,  and  lining  cells  of  the 
glands  breaking  through  the  basement  membrane 
and  invading  the  surrounding  stroma. 

Medullary  Carcinoma. — This  is  a most  rapidly 
growing  type,  and  forms  masses  which  project 
into  the  cavity  of  the  stomach  or  intestines.  On 
account  of  the  poor  blood  supply,  necrosis  early 
takes  place  in  the  center,  followed  by  ulceration. 
Histologically,  the  cellular  elements  far  outnum- 
ber the  stroma  elements.  These  cells,  in  their 
rapid  growth,  invade  the  submucosa  in  masses. 

Scirrhiis  Carcinoma. — In  this  type  the  infiltra- 
tion may  occur  as  glands  or  as  narrow  cords  of 
epithelial  cells.  In  either  event  much  fibrous  con- 
nective tissue  is  formed,  which  contracts  and  nar- 
rows the  lumen  of  the  affected  organ.  This  type 
occurs  perhaps  more  fref|uently  than  any  of  the 
other  types.  This  shows  very  little  disposition  to 
ulceration. 

Gelatinous  Carcinoma. — In  this  type  much 
mucoid  or  jellylike  material  is  produced.  This 
is  explained  by  the  fact  that  the  cancer  originates 
from  certain  of  the  columnar  cells  which  have 
inherent  within  themselves  the  function  of  pro- 
ducing mucus.  In  this  respect  they  retain  the 
function  of  the  parent  cell,  which  is  true  of  all 
epithelial  tumors. 

One  often  finds  a combination  such  as  a scir- 
rhus  and  a gelatinous  carcinoma. 

As  to  the  relative  frequency  of  cancers  of  the 
stomach  and  of  the  remainder  portion  of  the 
gastrointestinal  tract — the  small  and  large  intes- 
tines— statistics  do  not  exactly  agree.  Accord- 
ing to  the  report  of  Hoffman,  50  per  cent  of  all 
cancer  deaths  in  the  male  result  from  gastric 
cancer,  while  12.1  per  cent  result  from  cancer  of 
the  intestines.  In  case  of  the  female  32.6  per 
cent  of  cancer  deaths  result  from  cancer  of  the 
stomach,  while  10.9  per  cent  result  from  cancer 
of  the  intestines.  According  to  the  report  of 
Hertzler,  20  per  cent  of  all  cancers  of  the  body 
are  gastric  cancers,  while  8 per  cent  of  all  can- 
cers of  the  body  are  cancers  of  the  intestines. 

Cancer  of  the  Stomach. — Either  one  of  the 
four  histological  types  may  occur  in  the  stomach, 
the  least  frequent  being  the  gelatinous  carcinoma, 
forming  about  2 per  cent.  The  scirrhus  carci- 
noma may  occur  at  the  pylorus  or  it  may  infiltrate 
the  entire  stomach  wall  from  pylorus  to  cardia. 


so  that  it  is  impossible  to  locate  the  beginning  or 
the  limits  to  the  tumor  mass.  It  brings  about  a 
thickening  of  the  wall  from  the  effect  of  infiltra- 
tion and  a contraction  from  the  connecting  tis- 
sue elements,  which  greatly  narrows  the  lumen. 
In  the  event  the  pylorus  is  involved,  there  results 
a partial  or  almost  complete  stricture,  with  reten- 
tion of  food  within  the  stomach  and  secondary 
dilation.  The  adenocarcinoma  and  medullary 
carcinoma,  especially  the  latter,  are  rapid  in  their 
growth,  both  into  the  lumen  of  the  stomach  and 
into  the  tissues  at  the  base.  They  early  necrose 
and  ulcerate,  and  soon  metastasize. 

The  most  frequent  location  of  gastric  carci- 
nomas is  the  pylorus ; and  these,  according  to 
findings  on  laparotomies,  begin  in  the  lesser  cur- 
vature and  from  there  infiltrate  the  entire  pylo- 
rus. This  percentage  is  given  as  80  to  85  per 
cent.  Ten  per  cent  of  gastric  carcinomas  occur 
in  the  cardiac  end,  4 per  cent  in  the  greater  cur- 
vature, 3 to  5 per  cent  are  the  infiltrative  type,  in 
which  it  is  impossible  to  locate  the  beginning  or 
determine  the  limits,  practically  the  whole  stom- 
ach wall  being  involved.  I have  notes  on  four- 
teen consecutive  gastric  carcinoma  autopsies, 
which  show  the  following:  Nine  involved  the 
pylorus — 64  per  cent ; three  involved  the  cardiac 
end — about  20  per  cent ; one  on  the  greater  cur- 
vature ; and  one  was  of  the  infiltrated  type. 

The  only  etiological  factor  for  gastric  cancer 
of  recognized  importance  is  a preexistent  gastric 
ulcer,  but  in  this  respect  opinions  of  investiga- 
tors very  greatly  differ.  Graham  and  Wilson 
place  the  figures  as  high  as  70  per  cent ; Wilson 
and  IMcCarty,  71  per  cent.  Sippy  states  50  per 
cent ; German  pathologists,  very  much  less.  Che- 
ney, of  San  Francisco,  states  that,  in  his  opinion, 
while  every  gastric  ulcer  does  not  develop  into  a 
carcinoma,  every  one  is  potentially  a gastric  can- 
cer. 

The  variation  in  the  percentage  as  to  the  part 
played  by  a preexistent  gastric  ulcer  is  due  to  the 
fact  that  some,  notably  McCarty,  base  their  re- 
ports on  the  findings  after  laparotomies,  and  oth- 
ers, notably  the  German  pathologists,  on  post- 
mortem findings,  as  in  the  latter  all  signs  of  the 
gastric  ulcer  would  be  moved.  In  addition,  cer- 
tain German  pathologists,  notably  Aschoff,  state 
that  many  of  the  so-called  “ gastric  ulcers  ” be- 
lieved to  have  undergone  a carcinomatous  change 
are  carcinomas  which  have  undergone  ulceration. 
In  my  opinion,  the  occurrence  of  gastric  cancers 
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in  the  cardiac  and  greater  curvature,  where  ul- 
cers rarely  occur,  is  a point  against  a gastric  ulcer 
as  a cause.  In  addition,  the  rather  frectuent  oc- 
currence of  duodenal  ulcers,  with  practically 
never  a duodenal  carcinoma,  is  also  a point 
against  ulcer  as  an  etiological  factor. 

Carcinoma  of  the  Intestines. — As  has  been  pre- 
viously mentioned,  according  to  Hofifman,  12.1 
per  cent  of  all  cancer  deaths  in  the  male  result 
from  cancer  of  the  intestines.  In  case  of  females 
it  is  10.9  per  cent.  According  to  Hertzler,  8 per 
cent  of  all  body  cancers  are  cancers  of  the  intes- 
tines. Cancers  of  the  intestines  are  almost  alto- 
gether, if  not  altogether,  confined  to  the  large 
intestines.  In  1,200  to  1,500  autopsies  that  I have 
observed  I have  never  once  seen  a carcinoma  of 


Floor  of  gastric  ulcer.  Shows  atypical  glands  in  submu- 
cosa. Ulcer  has  undergone  malignant  change. 

Diagnosis:  Adenocarcinoma  on  base  of  ulcer. 


the  small  intestines.  Primary  cancers  of  com- 
mon bile  duct  may  extend  to  the  duodenum,  and 
appear  here  as  if  primary.  The  following  are  the 
locations  of  intestinal  carcinomas : Csecum,  sig- 
moid flexure,  rectum,  hepatic  flexure,  splenic 
flexure,  appendix.  Of  the  8 per  cent  of  the  car- 
cinomas of  the  intestines,  according  to  Hertzler, 
4 per  cent  occur  in  the  sigmoid  flexure  or  upper 
rectum.  The  location  next  in  frequency  is  the 
csecum,  and  rarely  the  hepatic  and  splenic  flex- 
ures. Mayo,  in  1909,  reported  61  cases  of  carci- 
noma of  the  large  intestines.  Of  this  number,  .30 
occurred  in  sigmoid  flexure,  24  occurred  in 
cxecum,  and  7 occurred  in  the  hepatic  and  splenic 
flexures.  1 have  seen  in  autopsy  five  cancers  of 
the  large  intestine.s — two  in  the  sigmoid,  one  in 
the  caecum,  one  in  the  rectum,  and  one  in  the  he- 
])atic  flexure. 


Either  of  the  four  histological  types  of  carci- 
noma may  occur.  The  two  most  frequent  are  the 
adenocarcinoma  and  scirrhus  carcinoma,  or  a 
combination  of  these  two.  The  gelatinous  carci- 


Masses  of  epithelial  cells  present  in  submucosa  of  stomach- 
Hyperplasia  of  connective  tissue.  - 

Diagnosis:  Scirrhus  carcinoma  of  stomach. 


noma  rarely  occurs.  If  the  cancer  is  of  the  scir- 
rhus type,  it  tends  to  infiltrate  the  intestines  in  a 
circular  manner ; and,  as  a result  of  the  contrac- 
tion of  the  connective  tissue,  a constriction  of  the 
lumen  takes  place,  which  may  go  to  almost  a 
complete  obstruction.  If  the  carcinoma  is  of  the 
actively  growing  type,  they  grow  out  into  the 
lumen  of  the  intestines  as  fungoid  masses.  Soon- 


Shows  under  high  magnification  a nest  of  epithelial  cells 
in  submucosa  of  stomach.  These  cells  appear  in  the  form  of 
glands. 

Diagnosis:  Adenocarcinoma  of  stomach. 

er  or  later,  necrosis,  with  ulceration,  will  take 
place.  .Vs  a result  of  the  partial  closure  of  the 
lumen  either  from  constriction  by  contraction  of 
the  connective  tissue  or  by  the  masses  growing 
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out  into  the  lumen,  there  will  result  hypertrophy 
of  the  musculature,  with  dilation,  the  hypertro- 
phy sometimes  being  of  high  degree.  Therefore 
symptoms  of  chronic  obstruction  and  melrena  are 


Shows  glands  of  mucosa  of  colon  infiltrating  submucosa 
and  muscularis. 

Diagnosis:  Adenocarcinoma  of  colon. 


the  two  principal  points  in  the  diagnosis  of  in- 
testinal carcinoma.  The  latter  always  speaks  for 
ulceration. 

Carcinoma  of  the  Appendix. — Modern  writers 
have  reported  a few  cases  of  undoubted  cancer 
of  the  appendix.  They  are  usually  small,  and  are 
discovered  accidentally  in  the  routine  of  patho- 


Shows  stomach  wall  everywhere  infiltrated  with  lymphoid 
cells.  The  collection  of  compact  cells  in  a small  area  of  this 
specimen  is  a normal  lymph  nodule;  the  remaining  cells  are 
lymphosarcoma  cells. 

Diagnosis:  Lymphosarcoma  of  stomach. 

logical  examination  of  appendices.  Their  growth 
is  slow,  and  never  get  very  large,  not  often  larger 
than  a pecan  nut.  In  the  ]\Iayo  clinic,  from  1906 
to  1909,  1-5  of  1 per  cent  of  all  his  cases  diag- 


nosed as  appendicitis  proved  on  pathological  ex- 
amination to  be  appendix  carcinoma. 

Sarcoma  of  the  Gastrointestinal  Tract. — This 
tumor  occurs  with  much  less  frequency  than  the 
carcinoma.  The  type  is  most  usually  the  lympho- 
sarcoma, which  has  its  origin  from  the  lymphoid 
cells  of  the  lymphatic  nodules  in  the  stroma  of 
the  stomach  and  intestines.  The  tumor  cells  in- 
filtrate in  every  direction,  with  a thickening,  and 
oftentimes  a substitution,  for  a part  of  one  of  the 
coats.  In  contrast  to  a carcinoma,  a sarcoma 
does  not,  as  a rule,  tend  to  diminish  the  lumen  of 
the  affected  portion  of  the  intestines ; but,  on  the 
other  hand,  there  often  occurs  a dilatation.  Very 
early  the  regional  lymph  nodes  become  involved 
by  metastasis  and  enlarge,  and,  by  pressure  on 


Specimen  shows  submucosa  and  muscularis  of  colon  infil- 
trated with  lymphoid  cells. 

Diagnosis:  Lymphosarcoma  of  colon. 


the  intestines,  result  in  narrowing  of  the  lumen, 
with  symptoms  of  partial  obstruction. 

Lympho-sarcomas  occur  in  the  stomach,  in 
the  small  intestines,  and  in  the  large  intestines, 
perhaps  with  more  frequency  in  the  small  intes- 
tines. I have  had  four  autopsies  on  cases  show- 
ing lympho-sarcoma  of  the  gastrointestinal  tract. 
Two  were  located  in  the  small  intestines,  one  in 
the  large  intestines,  and  one  in  the  stomach. 

Lympho-sarcoma  in  the  stomach  seems  to  oc- 
cur with  greatest  frequency  near  the  pylorus. 
Sometimes  the  entire  wall  may  be  infiltrated. 

In  case  of  sarcoma  of  the  small  intestines, 
early  metastasis  in  the  mesenteric  lymph  nodes 
occur. 

The  primary  tumor  mass,  together  with  the 
secondary  lymphatic  involvement,  often  results 
in  relatively  large  intra-abdominal  tumor  growths. 
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If  this  is  present  and  there  are  no  associated 
signs  of  intestinal  stenosis,  one  should  think  of 
lympho-sarcoma,  as  in  carcinoma  there  is  most 
usually  associated  with  it  signs  of  partial  ob- 
struction. 

Sarcoma  of  the  rectum  occurs  infrequently. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  BROOKS. 

Dr.  J.  F.  G.\llagher,  Nashville:  Notwithstanding  the 
advances  that  have  been  made  in  medicine,  there  are 
two  things  which  stand  out  quite  prominentlj' — first,  the 
lack  of  progress  we  have  made  in  our  attack  on  the 
degenerative  diseases,  and,  second,  our  inability  to  cope 
with  the  cancer  problem. 

Cancer  should  receive  a great  amount  of  attention 
from  every  scientific  man,  because  it  is  decidedh^  on  the 
increase.  Whatever  may  be  the  cause  of  cancer,  we 
cannot  get  away  from  the  causal  relation  between 
trauma  and  the  occurrence  of  cancer — and  I say  “ can- 
cer ” in  the  older  and  more  popular  sense,  including 
both  types  of  malignant  growth,  sarcoma  and  carcinoma. 
Following  that  line  of  causal  relationship  between 
trauma  and  cancer  in  the  alimentary  canal.  Dr.  Brooks 
has  shown  us  some  interesting  things  in  his  percentage 
table.  I see  in  this  causal  relationship  the  role  of 
trauma  in  the  occurrence  of  cancer.  \Ve  find  by  his 
percentage  table  the  occurrence  of  the  disease  in  the 
intestinal  tract,  where  there  is  a great  amount  of  trauma. 

We  not  uncommonly  see  cancer  in  abundance  in  the 
pelvic  organs;  and  of  these,  the  most  frequent  site  is 
the  cervix  uteri,  which  is  severely  traumatized  incident 
to  the  process  of  parturition.  Cancer  of  the  cervix 
uteri  is  common;  cancer  of  the  fundus  of  the  uterus  is 
not  common.  It  is  also  true  of  the  urinary  bladder,  the 
gall  bladder,  and  stomach,  that  cancer  is  relatively  rare 
at  the  fundus.  And,  coming  down  the  alimentary  canal, 
we  see  its  occurrence  at  the  gastric  pylorus,  the  caecum, 
the  hepatic  flexure  of  the  colon  (the  order  of  incidence 
being  the  hepatic  flexure,  caecum,  and  sigmoid  in  the 
large  gut).  The  occurrence  of  cancer  at  these  sites 
must  be  regarded  more  than  coincidental  .As  Dr. 
Brooks  has  pointed  out,  we  do  not  find  a malignant 
growth  in  the  small  intestines. 

What  concerns  us  practically  is ; What  chance  have 
we  of  curing  this  disease  when  it  occurs  in  these  loca- 
tions? \\"e  know  that  a fairly  large  per  cent — say, 
about  20  per  cent — of  cancer  does  not  metastasize — 
that  is  to  say,  patients  having  had  cancer  that  has  ter- 
minated fatally,  at  autopsy  we  do  not  find  that  metas- 
tasis has  occurred ; so  the  conclusion  to  be  drawn  is  that 
in  a considerable  percentage  of  cases  the  radical  re- 
moval of  the  disease  will  effect  a cure.  So  if  the  sur- 
geon is  the  first  and  last  to  see  the  case,  he  can  rightly 
say  he  has  a cure  for  cancer.  If  we  keep  in  mind  that 
a certain  percentage  do  not  metastasize,  and  knowing 
that  in  certain  regions  the  disease  metastasizes  more 
rapidly  than  in  other  regions,  we  can  say  what  are  the 
relative  proportions  of  cures  or  the  prospect  of  cures. 


It  is  well  known  that  cancer  of  the  sigmoid  offers  a 
favorable  prognosis  because  of  the  late  metastasis,  pro- 
vided the  patient  is  a good  surgical  risk.  Unfortunately, 
cases  of  cancer  of  the  sigmoid  come  to  us  very  late. 
They  are  usually  in  old  people,  and  they  are  by  reason 
of  the  age  of  the  patient  not  easy  cases  to  handle ; and, 
added  to  the  age,  we  often  see  them  first  with  ob- 
structive symptoms.  The  question,  then,  resolves  itself 
into  early  recognition  and  radical  removal.  I think  we 
should  bear  in  mind  more  the  occurrence  of  malignant 
disease  in  the  alimentary  tract.  Of  course  we  are  al- 
ways on  the  alert  for  the  occurrence  of  malignant  dis- 
ease in  the  stomach,  but  I do  not  think  we  pay  suffi- 
cient attention  to  its  occurrence  in  other  regions  of  the 
digestive  canal.  .And  the  fact  stands  out  here,  as  in 
other  regions  of  the  body,  of  the  value  of  early  recog- 
nition and  radical  removal  of  the  disease. 


GONORRHE.A  IN  WOM.AN. 


By  John  E.  Hall,  I\I.D., 
Nashville. 


All  authorities  are  agreed  that  gonorrhea  in 
woman  is  a more  formidable  condition  than  it 
is  in  man,  f-or  various  reasons.  In  the  first  place, 
she  is,  as  a rule,  ignorant  of  the  disease  and 
pays  slight  attention  to  the  symptoms,  which  are 
usually  mild  at  the  beginning;  and  as  all  women 
at  times  have  leucorrhea  to  a greater  or  less  ex- 
tent, she  regards  the  increase  in  the  amount  of 
the  discharge,  shoidd  there  be  such  an  increase, 
as  a trivial  matter.  Consequently  she  does  not 
seek  medical  attention  until  the  inflammatory 
process  has  spread  upward  and  the  pelvic  organs 
have  become  hopelessly  involved.  Should  she, 
on  the  other  hand,  realize  that  all  is  not  as  it 
should  be  with  her,  and  seek  medical  aid,  she  is 
usually  told  that  she  has  leucorrhea,  and  that  it 
is  of  minor  importance.  cursoiy  examination 
of  the  external  genitals,  followed  by  the  intro- 
duction of  a speculum  into  the  vagina,  and  a 
glance  at  the  cervix,  is  about  the  extent  of  the 
usual  examination  accorded  her.  Perhaps  a few 
questions  are  asked  as  to  her  menses — duration, 
quantity  of,  pain  associated  with,  etc. — the  diag- 
nosis of  her  trouble  being  made  without  the  aid 
of  the  microscope,  regardless  of  the  fact  that  no 
one  is  able  to  make  a diagnosis  of  gonococcal  in- 
volvement in  woman  unless  the  secretions  are 
thoroughly  and  carefully  e.xamined  under  the 
microscope.  It  is  so  much  easier  to  tell  her  that 
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she  has  “ leucorrhea,”  which  term  is  used,  like 
“ eczema,”  to  cover  a multitude  of  sins,  or,  in 
i other  words,  to  hide  our  ignorance  as  to  the  real 
cause  of  her  trouble.  We  do  not  see  fit  to  ex- 
plain to  her  that  leucorrhea  is  a symptom  and 
not  a disease.  No  physician  is  justified  in  telling 
a woman  that  she  has  leucorrhea  unless  he  knows 
the  cause  of  the  so-called  “ leucorrhea.”  We 
are  too  often  satisfied  to  guess  as  to  the  origin  of 
her  trouble,  rather  than  to  make  a careful  ex- 
amination and  ascertain  the  true  condition.  If 
she  persists  in  wanting  to  know  what  causes  the 
I,  leucorrhea,  we,  perhaps,  tell  her  that  it  is  due  to 
I an  uterine  displacement,  or  that  she  has  a ca- 
tarrhal discharge  from  the  womb.  Pain  in  the 
urethra  or  frequency  of  urination  is  lightly  ex- 
plained as  being  due  to- cystitis,  highly  acid  urine, 
or  an  anteflexion  or  version  of  the  uterus,  caus- 
1,  ing  undue  pressure  upon  the  bladder,  or  some 
other  equally  vague  and  indefinite  cause.  We 
then  go  ahead  and  prescribe  some  kind  of  a 
! douche,  and  assure  her  that  she  will  soon  be  all 
right,  when,  as  a matter  of  fact,  by  our  negli- 
gence, should  it  be  gonorrhea,  we  are  subjecting 
her  to  a condition  of  semi-invalidism  for  life  in 
a large  percentage  of  cases.  The  indifference  of 
the  profession  toward  gonorrhea  in  woman  can 
only  be  explained  by  the  lack  of  appreciation  as 
to  its  significance  as  a cause  of  pelvic  inflamma- 
tion. 

A woman  having  gonorrhea  is  placed  at  an- 
other disadvantage  than  is  man,  in  that  menstru- 
ation prevents  treatment  during  her  menstrual 
period,  and  that  it  also  aggravates  the  disease. 
The  complications  arising  from  gonorrheal  in- 
volvement in  woman  are  much  more  difficult  to 
cure  than  are  the  complications  arising  in  man. 
Therefore  in  no  condition  is  an  early  diagnosis 
more  desirable  than  in  gonorrhea  in  woman. 

I The  gonococcus  is  the  greatest  cause  of  chronic 
invalidism  and  also  of  sterility  in  woman ; yet 
we  do  not  take  the  time  or  trouble  to  give  her  a 
real  thorough  examination  when  she  does  come 
to  us  complaining  of  her  leucorrhea.  Our  lax- 
ity in  examining  woman  is  due  to  the  fact  that 
j the  symptoms  in  her  gonorrhea  are  never  as  se- 
vere as  they  are  in  man ; and,  therefore,  we  fre- 
quently overlook  the  possibility  of  her  trouble 
' being  due  to  this  condition.  The  excruciating 
pain  on  urination,  usually  present  in  an  acute 
gonorrhea  in  man,  is,  as  a rule,  lacking  in  woman, 

I although  she  may  have  a sensation  of  burning  on 


urination  and  painful  swelling  of  the  labia,  pro- 
ducing more  or  less  discomfort. 

There  is  another  reason  why  the  diagnosis  of 
gonorrhea  is  not  made  as  frequently  as  it  should 
be  in  woman,  and  that  is,  that  ixnless  she  is  a 
prostitute  or  a woman  of  known  lax  morals,  we 
are  inclined  to  regard  her,  like  Caesar’s  wife, 
“ as  above  suspicion.”  It  is  in  these  cases  among 
married  women  that  we  are  especially  prone  to 
make  our  diagnosis  of  “ leucorrhea,”  overlook- 
ing the  fact  that  the  vast  majority  of  husbands 
have  had  gonorrhea  and  that  it  is  a well-estab- 
lished fact  that  most  of  them  are  still  infectious. 

As  to  the  prevalence  of  gonorrhea  in  woman, 
Noeggerath,  in  1872,  stated  that  80  per  cent  of 
all  men  had  gonorrhea,  that  gonorrhea  was  an 
incurable  condition,  and  concluded  that  all  men 
who  had  had  gonorrhea  gave  it  to  their  wives. 
Neisser  examined  527  women  who  showed  no 
visible  evidence  of  the  disease,  and  found  gon- 
ococci present  in  126.  There  is  no  accurate 
method  of  compiling  statistics,  for  obvious  rea- 
sons ; but  suffice  it  to  say  that  the  percentage  of 
affected  women  is  enormous,  is  steadily  increas- 
ing, and  will  continue  to  do  so  until  the  profes- 
sion wakes  up  to  the  gravity  of  the  situation  and 
realizes  that  gonorrhea  is  not  of  minor  impor- 
tance, but  that  it  is  really  a grave  condition,  de- 
manding a correct  early  diagnosis,  followed  by 
intelligent  treatment.  Until  this,  happens,  gon- 
orrhea will  continue  being  the  grave  menace  to 
society  that  it  is  to-day. 

According  to  Finger,  the  parts  primarily  in- 
volved, in  order  of  their  frequency,  are  the  ure- 
thra, cervix  uteri,  and  Bartholin’s  glands.  Wat- 
son, of  Glasgow,  claims  that  the  cervix  is  the 
original  site  of  the  disease,  and  he  gives,  in  order 
of  frequency,  the  cervix,  urethra,  and  Bartho- 
lin’s glands.  He  says  that  the  cervix  is  inocu- 
lated in  nearly  all  infections  of  adults,  and  that 
in  the  few  cases  in  which  the  urethra  is  the  pri- 
mar}^  seat  of  infection  the  cervix  is  soon  impli- 
cated and  becomes  the  main  source  of  danger. 
From  the  cervix  uteri  the  gonorrheal  infection 
may  extend  to  the  uterus.  Fallopian  tubes,  ova- 
ries, and  peritoneum.  According  to  Baermann, 
the  cervical  canal  is  the  only  part  infected  in  46 
per  cent  of  female  gonorrhea.  A recently  in- 
fected cervix,  on  examination,  presents  a picture 
of  an  acute  catarrhal  inflammation,  the  mucous 
membrane  being  swollen  and  dull  red,  and  pus  is 
seen  exuding  from  the  external  os.  The  cervix 
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bleeds  easily,  and  the  manipulation  necessary  for 
examination  causes  pain. 

The  gonococci  rapidly  spread  to  the  subepi- 
thelial  tissues,  from  which  it  is  practically  im- 
possible to  dislodge  them.  The  gonococci  de- 
velop in  the  cervical  canal  and  invade  the  uterus 
secondarily.  The  gonorrheal  process  may  be 
limited  to  an  endocervicitis,  or  it  may  extend  to 
the  cavity  of  the  uterus,  giving  rise  to  an  acute 
endometritis,  or  to  an  acute  metritis,  in  which  the 
muscular  tissue  of  the  uterus  is  invaded  by  way 
of  lymphatics.  According  to  Menge,  the  cervical 
mucus  acts  as  a barrier  to  all  microbes,  with  the 
exception  of  gonococci  alone.  The  acute  cervi- 
citis subsides  into  chronic  inflammation,  and  this 
is  the  most  common  seat  of  chronic  gonorrhea  in 
woman.  This  is  the  explanation  of  the  frequent 
cases  in  which  men  contract  gonorrhea  from  a 
woman  who  has  no  signs  of  gonorrheal  involve- 
ment of  the  external  genitals.  This  infection 
usually  takes  place  following  coitus,  immediately 
after  menstruation,  as  the  secretions  are  more 
infectious  at  this  time  than  at  any  other  time.  In 
chronic  cervicitis  the  cervix  is  deeply  eroded,  due 
to  the  continuous  purulent  discharge.  The  dis- 
charge varies ; it  may  be  thin  and  watery  or 
thick  and  purulent,  yellowish,  gray,  or  green  in 
color.  The  uterus  may  or  may  not  be  enlarged. 

Vaginitis. — The  adult  vagina  is  peculiarly  re- 
sistive to  the  gonococcus,  due  to  its  being  covered 
by  pavement  epithelium  and  to  its  absence  of 
glands.  It  secretes  a serous  fluid  containing  some 
leucocytes  and  epithelial  debris.  This  secretion 
is  acid  in  reaction,  due  to  the  lactic  acid  proper- 
ties of  the  bacillus  of  Doederlein,  which  normally 
inhabit  the  adult  vagina.  Zweifel  says  that,  in 
addition  to  the  free  lactic  acid  in  the  vagina, 
there  is  a proportion  in  combination,  probably, 
with  sodium  as  a base.  Antiseptics  decrease  the 
acidity  by  destroying  or  inhibiting  the  vaginal 
bacilli.  Doederlein  and  Zweifel  also  point  out 
that,  in  douching  with  tap  water,  the  lactic  acid 
becomes  fixed  by  combining  with  the  bases  in 
the  water,  while,  following  the  use  of  distilled 
water  as  a douche,  the  acidity  is  increased. 
Watson  says  that  during  the  menstruation  and 
during  the  puerperium  this  acidity  is  lessened, 
if  not  abolished,  and  that  infection  of  the  uterine 
cavity  is  more  prone  to  occur  at  these  periods. 
Any  condition  of  health  which  markedly  in- 
creases the  uterine  and  vaginal  secretions,  and 
thus  produces  dilution  of  the  acid  content  of  the 


vagina,  is  also  a factor  favorable  to  the  spread  of 
the  infective  process.  A slow  stream  is  condu- 
cive to  the  acid  formation,  and  vice  versa.  IMc- 
Donagh,  of  London,  says  that  the  epithelial  cells 
of  the  vagina  have  destructive  properties  toward 
the  gonococcus,  giving  as  his  reason  that  the 
vaginal  mucous  membrane  of  adults  is  rarely  af- 
fected, while  that  of  young  girls  is  especially 
prone  to  be  affected  by  the  gonococcus ; also,  be- 
cause nasal  and  buccal  mucous  membranes  are 
very  seldom,  if  ever,  involved,  showing  that  the 
epithelial  cells  in  different  localities  evidently 
have  different  antigonococcal  properties.  The 
reason  why  vaginitis  is  common  in  young  girls  is 
because  the  epithelial  surfaces  are  tender  and 
nonresistive.  The  adult  vagina  contains  organ- 
isms that  are  not  met  with  in  young  maidens. 
The  bacillus  of  Doederlein  does  not  make  its  ap- 
pearance in  the  vagina  until  the  approach  of  pu- 
berty. Finally,  the  mucous  membrane  of  the  adult 
vagina  secretes  a mucinous  substance  in  which 
the  gonococcus  cannot  flourish,  while  the  vaginal 
mucous  membrane  of  young  girls  has  no  secre- 
tion. Women  who  have  had  their  uteri  and  ova- 
ries removed  are  exceptions  to  the  rule  as  to 
vaginitis  in  adults.  The  removal  causes  a shrink- 
age of  the  vaginal  mucous  membrane  and  reduces 
the  number  of  layers  of  epithelial  cells.  This  les- 
sens the  secretion,  and  in  this  way  allows  the 
gonococci  to  penetrate  into  the  connective  tissue 
beneath. 

A gonorrheal  cystitis  is  an  exceedingly  rare 
condition,  and,  unless  the  resistive  power  of  the 
bladder  epithelium  is  reduced  by  injury  or  dis- 
ease, it  is  able  to  overcome  the  gonococcal  in- 
vasion. 

Bartholinitis  is  a very  common  complica- 
tion. The  inflammation  may  be  limited  to  the 
duct,  or  it  may  affect  the  gland  itself  and  also 
the  periglandular  tissue.  The  affection  may  be 
either  unilateral  or  bilateral.  Acute  Bartholinitis 
is  manifested  by  acute  swelling  of  the  lower  part 
of  the  labium  majus.  Pus  can  be  expressed 
from  the  duct  of  the  gland,  on  the  inner  surface 
of  the  labium.  Fistulous  openings  may  be 
formed,  unless  the  pus  is  evacuated  early.  When 
the  duct  becomes  occluded  and  an  abscess  forms, 
the  lining  membrane  of  the  gland  is  destroyed; 
therefore  when  it  is  opened  and  the  pus  evacu- 
ated, after  healing,  a recurrence  is  very  unlikely 
to  take  place.  The  acute  inflammation,  without 
pus  formation,  subsides  into  a chronic  inflamma- 
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-1  tory  condition ; and  once  chronically  inflamed, 
frequently  recurring  retention  cysts  are  likely  to 
arise,  or  suppuration  due  to  secondary  infections 
may  arise.  Chronic  Bartholinitis  is  one  of  the 
I common  forms  of  latent  gonorrhea  by  which 
women  who  are  apparently  healthy  cause  gonor- 
rheal infection  in  man.  A chronic  Bartholinitis 
presents  no  symptoms,  except  when  retention 
cysts  form,  and  a woman  may  be  wholly  igno- 
rant of  her  infectious  condition. 

I Urethritis. — Gonorrheal  urethritis  in  woman 
may  be  acute  or  chronic,  but  it  seldom  gives  rise 
to  such  acute  symptoms  as  in  man.  It  is  usually 
j associated  with  a vulvitis.  In  the  acute  condi- 
tion the  meatus  is  red  and  swollen,  and  a puru- 
lent discharge  containing  gonococci  can  be  ex- 
pressed from  the  urethra.  In  chronic  urethritis 
the  discharge  is  mucopurulent  and  the  urine  con- 
tains filaments.  A paraurethritis  may  be  present. 
ilThe  openings  of  the  paraurethral  canals  are  just 
I external  to  the  urethral  orifice.  These  canals  are 
: congenital,  and  are  probably  the  remains  of 
Skene’s  tubules.  They  are  easily  destroyed  by 
,j  electrolysis. 

I Endometritis. — Bumm  was  responsible  for 

; the  teaching  that  gonorrheal  involvement  was 
usually  limited  to  the  cervix,  and  that  the  inside 
of  the  uterine  body  was  rarely  involved.  He 
ij  claimed  that  the  internal  os  formed  a barrier  be- 
I yond  which  the  inflammation  rarely  extended, 
l and  that  when  upward  extension  did  occur,  it 
was  the  tubes  that  were  affected  rather  than  the 
uterine  mucosa.  He  claimed  that  the  uterine 
ir  mucosa  was  not  a favorable  ground  for  the  prop- 
llagation  of  gonococci,  but  that  it  was  capable  of 
'passing  the  infection  on  to  the  Fallopian  tubes, 
developing  a typical  salpingitis,  followed  in  some 
[ cases  by  peritonitis.  Bumm  says  that  when  the 
I'l  corporal  mucosa  is  involved,  the  gonococci  pene- 
jtrate  much  deeper  than  they  do  in  the  cervical 
i mucosa,  and  that  this  is  a rare  condition;  but 
[iwhen  it  does  occur,  it  is  always  accompanied  by 
fever.  Wertheim  claims  that  Bumm  had  no  rea- 
ison,  from  a histological  point  of  view,  to  support 
I his  teachings,  claiming  that  the  endometrium  is 
■a  most  favorable  field  for  gonococcal  propaga- 
jtion,  and  also  that  there  is  no  closed  sphincter  to 
j separate  the  cervix  from  the  cavity  of  the  uterus, 
j Wertheim  says  that  he  has  demonstrated  gono- 
jCocci  in  curetted  portions  of  the  endometrium  in 
I both  acute  and  chronic  cases.  He  has  also  per- 

t formed  hysterectomy  in  eight  cases  in  which  the 
I 

,1  , 


gonococci  have  been  found  in  the  uterine  dis- 
charge, and  that,  in  all  these,  uteri,  the  gonococcus 
was  demonstrated  between  the  superficial  epi- 
thelia  and  in  the  subepithelial  tissue  of  the  uter- 
ine mucosa.  No  gonococci  were  found  in  the 
deep  layers  of  the  reticular  connective  tissue. 
The  interglandular  spaces  were  filled  with  pus 
and  round  cells.  Wertheim  also  claims  that  there 
are  no  symptoms  by  which  one  can  distinguish 
between  endocervicitis  and  endometritis,  and  fur- 
ther says  that  in  the  vast  majority  of  cases  of 
endocervicitis  it  is  accompanied  by  an  endome- 
tritis. The  factors  favoring  the  spread  of  the 
infection  to  the  endometrium  are  menstruation, 
coitus,  the  puerperium,  and  the  instrumental  in- 
terference. In  acute  endometritis,  pressure  over 
the  uterus  causes  severe  pain.  This  also  pre- 
vents sexual  connection.  The  acute  stage  lasts 
only  a few  days,  subsiding  into  the  chronic.  The 
chief  symptoms  complained  of  in  the  chronic 
stage  are  dysmenorrhea,  metrorrhagia,  and  men- 
orrhagia. These  symptoms  are  liable  to  exist 
after  the  gonococci  are  no  longer  demonstrable, 
due  ordinarily  to  a secondary  infection,  which 
keeps  up  the  chronic  inflammatory  condition. 
Gonorrheal  endometritis  is  a common  cause  of 
sterility,  but  pregnancy  may  occur  in  spite  of  it. 
It  is  also  a cause  of  abortion.  The  occurrence  of 
pregnancy  causes  an  exacerbation  of  latent  gon- 
orrhea, causing  fresh  activity  and  more  exten- 
sive involvement.  The  uterus  remains  enlarged, 
with  a dilated  cervix,  and  is  liable  to  prolonged 
metrorrhagia.  The  lochial  discharge  contains 
gonococci,  and  there  is  frequently  fever.  Puer- 
peral gonorrheal  endometritis  explains  the  cases 
of  “ one-child  sterility,”  this  condition  resulting 
from  cicatricial  stenosis  of  the  internal  os,  due 
to  chronic  endometritis,  by  occlusion  of  the  Fal- 
lopian tubes  from  pelvic  inflammation  or  by  the 
extension  of  the  inflammation  to  both  ovaries. 

Salpingitis. — Salpingitis  is  due  to  direct  ex- 
tension of  the  inflammation  from  the  endome- 
trium. It  may  be  either  unilateral  or  bilateral ; 
but,  as  a rule,  both  tubes  are  involved.  Guiteras 
claims  that  we  may  have  a pyosalpinx  on  one 
side  and  a catarrhal  salpingitis  on  the  opposite 
side.  In  acute  purulent  salpingitis  the  pus  es- 
capes from  both  ends  of  the  tube.  Where  the 
pus  escapes  into  the  pelvis,  there  is  a plastic  peri- 
tonitis produced,  with  rapid  formation  of  adhe- 
sions, closing  the  internal  os  and  preventing  fur- 
ther leakage  from  that  end.  The  uterine  end  of 
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the  tube  also  becomes  occluded,  according  to 
Watson,  and  the  tube  is  converted  into  a pus  sac. 
The  symptoms  gradually  subside  after  this  hap- 
pens : and  after  two  or  three  months  the  con- 
tents of  the  tube  become  sterile,  and  gradual 
absorption  takes  place,  with  continual  improve- 
ment in  the  patient’s  health.  This  being  the  rule 
in  gonococcal  salpingitis,  palliative  treatment  in 
contradistinction  to  operative  treatment  is  ob- 
viously indicated.  Gonococcal  involvement  of 
the  tubes,  ovaries,  and  peritoneal  cavity  almost 
invariably  results  in  chronic  invalidism.  There 
are  no  regular  symptoms.  The  patient  com- 
plains of  vague  pains,  always  feels  ill,  is  anaemic, 
and  is  usually  constipated.  It  is  usually  at  this 
time  that  she  first  consults  a physician ; and 
while  the  physician  may  know  that  the  whole 
trouble  is  a result  of  gonorrheal  infection,  it  is 
rather  hard  to  convince  her  that  this  is  so,  as  the 
probabilities  are  that  the  infection  is  of  long 
standing  and  she  may  have  never  known  that  she 
had  gonorrhea. 

The  ovary  becomes  involved  by  continuity  of 
tissue,  and  is  usually  bound  to  the  tube  and  sur- 
rounding tissue.  The  massive  exudate  surround- 
ing the  organ  is  derived  from  the  outflow  of  pus 
from  the  distal  end  of  the  tube.  A corpus  luteum 
abscess,  due  to  gonococcal  involvement,  is  not 
frequently  encountered. 

Treatment. — I would  like  to  call  attention  to 
a few  points  in  the  treatment  of  cervicitis  and 
endometritis,  as  advocated  by  some  of  the  latest 
authorities.  iNIcDonagh  says  that  cauterization 
of  the  cervix  by  strong  solutions  of  iodine  or 
nitrate  of  silver  does  no  good.  He  says  also  that 
under  no  condition  should  the  cervix  ever  be  di- 
lated in  a case  of  cervicitis  or  endometritis  for 
the  purpose  of  painting  the  inner  surface  of  the 
cervical  canal  or  the  interior  of  the  uterus  with 
strong  antiseptics,  for  it  does  no  good,  as  it  only 
kills  the  gonococci  it  comes  in  direct  contact  with 
and  does  not  penetrate  deeply  enough  into  the 
connective  and  muscular  tissue  to  affect  the  or- 
ganisms ; that  dilation  causes  small  superficial 
injuries,  and,  if  the  gonococci  have  not  already 
entered  the  subepithelial  tissues,  they  are  certain 
to  do  so  now ; that  instrumentation  of  the  cer- 
vix or  uterus  aggravates  every  case  of  gonorrhea 
of  these  organs,  whether  acute  or  chronic.  He 
says  he  has  never  seen  a case  of  endometritis 
benefited  by  curetting.  He  says  also  that  they 
can  only  be  reached  by  the  blood  stream,  and 


that,  as  we  have  no  drug  in  gonorrhea  analogous  i 
to  salvarsan  in  syphilis,  we  are  forced  to  admit  j 
that  chronic  gonorrhea  in  woman  is  beyond  our  I 
assistance  at  present. 

IMcDonagh  advocates  the  use  of  vaccines,  as  , 
he  says  they  increase  the  patient’s  natural  pro-  j 
tective  powers ; that  they,  no  doubt,  check  the  j 
spread  of  the  disease ; and  that  in  pelvic  gonor- 
rhea vaccines  may  be  the  only  treatment  that  ex- 
erts any  influence  on  the  disease ; but  he  qualifies 
his  statements  by  saying  that  the  brilliant  results 
sometimes  obtained  by  some  observers  are  far 
from  being  universal.  IMarshall,  of  London,  also 
says  that  the  results  obtained  with  vaccines  have  { 
been  far  from  favorable,  and  that,  while  this  i 
form  of  treatment  is  rational,  the  results  in  gon-  | 
orrhea  are  uncertain,  and  that  this  form  of  treat-  \ 
ment  cannot  yet  be  said  to  be  established  on  a sci-  ? 
entific  basis.  \\Atson  says  that  in  chronic  en-  * 
dometritis  it  is  impossible  to  destroy  or  remove  } 
the  endometrium  and  its  infected  glands  by  cu-  n 
rettement,  and  that,  if  it  could  be  done,  it  would  d 
result  in  the  obliteration  of  the  uterine  canal,  i 
He  says  that  it  is  only  subjecting  the  patient  to  i 
unnecessary  pain  and  risk,  and  that  it  seldom,  if  i 
ever,  does  any  good,  and  may  do  harm  by  set-  ^ 
ting  up  an  acute  salpingitis ; that  in  endometritis  j 
the  gonococci  quickly  penetrate  the  glands  and  i 
tissues  to  a depth  beyond  reach  of  the  curette^  j 
and  antiseptics,  and  that  the  indiscriminate  use  i 
of  strong  caustic  solutions  and  the  curettage  op-  ; 
erations  which  are  undertaken  is  one  of  the  mis-  { 
takes  of  gynaecological  practice  of  to-day.  As  j 
to  the  vaccine  treatment,  he  says  that  his  expe-  j 
rience  has  been  considerable,  and  that  it  has  j 
taught  him  that  vaccine  therapy,  as  practiced  at  j 
present,  is  as  likely  to  do  harm  as  good.  , 1 

In  concluding,  I want  to  repeat  that  there  is  nc 
disease  in  which  the  early  diagnosis  is  so  desir- 
able as  in  gonorrhea  in  woman ; for  all  authori-  ' 
ties  concede  that  after  involvement  of  the  pelvic  i 
organs  it  is  practically  a hopeless  condition  a;  ; 
far  as  effecting  a cure  is  concerned.  Therefore  ! 
it  behooves  us,  as  physicians,  to  make  a thor  i 
ough  microscopical  examination  of  the  secretion;  i 
in  every  case  where  a woman  comes  to  us  com  i 
plaining  of  leucorrhea ; for  by  overlooking  bet  ; 
condition,  should  it  be  due  to  gonorrheal  aft’ec  i 
tion,  we  may  be  causing  her  to  undergo  lifelonj  i 
suffering. 


The  breast-fed  baby  has  the  best  chance. 
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HYSTERIA  OF  ALLEGED  TRAU^IATIC 
TYPE.* 

By  S.  R.  Miller,  M.D.,  F.A.C.S., 
Knoxville. 


Hysteria  has  such  a variety  of  symptoms  and 
so  little  pathologic  changes  that  it  is  difficult  to 
give  a definition  that  is  accurate  and  compre- 
hensive. The  morbid  state  of  the  nervous  sys- 
tem may  manifest  itself  in  almost  every  variety 
of  symptoms  possible  from  functional  disturb- 
ance of  the  cerebral  and  spinal  centers. 

Delicate  females — usually  young  or  under  mid- 
dle age — constitute  the  majority  of  those  af- 
fected ; but  no  age,  sex,  or  civilized  race  is  ex- 
empt. Robust  men  with  history  of  previous 
good  health  are  not  infrequently  victims  of  the 
disease.  They  may  have  the  typical  form  of  hys- 
teria, but  more  frequently  have  an  atypical  type. 

Dieulafoy  divides  all  cases  into  two  principal 
forms — convulsive  and  nonconvulsive.  The 
older  writers  probably  recognized  only  the  for- 
mer types,  and,  because  girls  and  young  women 
in  active  sexual  life  were  the  usual  victims,  it 
' was  believed  a disease  of  the  female  sexual  or- 
gans. In  this  enlightened  age  the  layman,  and 
perchance  the  more  ignorant  medical  man  also, 
ascribes  it  to  that  cause.  Such  individuals  usu- 
ally have  the  convulsive  type,  and  in  every  coun- 
try constitute  a large  per  cent  of  all  cases.  On 
account  of  these  facts  the  nonconvulsive  form  of 
the  disease  is  often  not  recognized  as  such,  but 
it  is  attributed  to  some  unknown  disease  or  to 
some  trivial  and  possibly  remotely  connected 
trauma. 

Babinski  says ; “ Hysteria  is  a psychical  condi- 
tion rendering  the  patient  capable  of  autosug- 
gestion. It  manifests  itself  principally  by  pri- 
mary troubles  and  to  a minor  degree  by  second- 
I ary  symptoms.  The  characteristic  feature  of 
these  primary  troubles  is  the  possibility  of  repro- 
ducing them  by  suggestion  in  certain  subjects 
and  of  causing  their  disappearance  by  the  sole 
influence  of  persuasion.  The  secondary  troubles 
are  characterized  by  the  fact  that  they  are  strict- 
ly subordinate  to  the  primary  troubles.” 

Many  modern  and  eminent  authorities  agree 
that  hysterical  symptoms  are  the  result  of  sug- 
■ gestion  or  autosuggestion,  and,  therefore,  pro- 

*Read at  the  annual  meeting  of  the  Tennessee  State  Med- 
i ical  Association,  Knoxville,  April,  1916. 


duced  by  the  will.  It  is  with  such  facts  in  mind 
that  I wish  to  direct  your  attention  to  a large 
class  of  cases  of  this  disease  which  are  ascribed 
to  trauma.  The  mother  of  a newborn  babe  bear- 
ing a birthmark  can  usually  connect  such  with 
some  thought,  fright,  sight,  or  influence  during 
her  period  of  gestation.  Such  connection  often 
requires  a vivid  and  biased  imagination.  Like- 
wise almost  every  hysterical  individual  with  a 
paralysis  or  other  nonconvulsive  hysterical  symp- 
tom can  recall  some  accident  or  injury  of  recent 
or  remote  occurrence  to  which  the  symptoms 
may  be  accredited. 

Athletics,  though  engaged  in  by  those  of  espe- 
cially susceptible  age  and  often  attended  with  se- 
vere and  repeated  traumatism,  is  rarely  produc- 
tive of  hysteria.  Those  in  some  of  the  especially 
hazardous  occupations  are  seldom  victims.  Like- 
wise individuals  injured  at  their  own  work  and 
with  only  their  own  financial  responsibility  are 
seldom  hysterical.  The  absence  of  a responsible 
person  against  whom  indignation  may  be  felt  or 
financial  responsibility  may  be  charged  is  a po- 
tent preventive  factor.  It  seems  agreed  that  sud- 
den fright,  extreme  fear,  continued  worry,  and 
great  anxiety  are  causative  factors  of  hysteria  of 
all  types.  Autosuggestion  of  conscious  or  un- 
conscious nature  is  usually  an  important  added 
factor.  Even  with  a combination  of  these  there 
must  be  a receptive  condition  of  the  nervous  sys- 
tem of  hereditary  or  acquired  type. 

Modern  life  has  gradually  become  more  and 
more  strenuous.  The  American  professional  and 
business  men  often  work  too  hard  and  live  too 
fast.  There  is  great  haste  to  acquire  wealth,  po- 
sition, and  preferment.  The  salesman,  the  me- 
chanic, or  the  laborer  and  his  family  live  to  the 
very  limit  of  his  income.  Sickness  or  other  un- 
usual expense  renders  him  unable  to  meet  his 
financial  obligations.  He  or  his  family  are  un- 
willing, or  perchance  unable,  to  reduce  normal 
expenses.  He  must,  therefore,  remain  with  a 
deficit  or  in  some  unknown  manner  increase  his 
income.  The  housewife,  with  her  never-ending 
cares,  works  and  worries  to  care  for  her  house- 
hold and  pay  her  monthly  bills  with  limited  in- 
come. Possibly  her  family  is  increasing  in  num- 
bers and  size  and  her  horizon  broadens  and  sur- 
roundings improve,  and  thereby  add  new  ex- 
penses to  be  paid  from  the  same  wages.  The 
society  woman  strives  to  excel  her  neighbor,  and 
worries  because  she  cannot  surpass  those  who 
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have  more  money  and  superior  ability  as  social 
leaders  or  because  she  cannot  dominate  her  cir- 
cle or  some  pet  club  or  church  or  social  organi- 
zation. 

Such  necessities,  surroundings,  and  influences 
prepare  a fertile  soil  for  autosuggestion ; and 
“ when  the  mine  is  loaded  and  the  match  is  ready, 
nothing  is  easier.”  The  necessity  is  keenly  felt 
from  week  to  week  or  year  to  year,  and  a strong 
desire  for  a remedy  is  deeply  planted  in  the  mind. 
The  golden  opportunity  arrives  suddenly  and 
often  unexpectedly.  There  is  no  conscious  con- 
nivance ; but  a suggestion  from  a relative  or 
friend,  or  perchance  an  autosuggestion  planted 
in  the  well-prepared  conscious  or  subconscious 
mind,  takes  root  immediately.  The  housewife  or 
working  woman  ceases  to  worry,  and  receives 
much  consideration  from  her  family  and  friends ; 
the  day  laborer,  the  mechanic,  or  the  salesman 
rests  from  his  labors,  and  sees  visions  of  great 
financial  aid,  wages,  and  insurance  running  con- 
currently or  advance  in  position  and  salary ; the 
professional  or  business  man  sees  a splendid  op- 
portunity to  get  rich  immediately,  or  perchance 
to  gain  notoriety  or  position  that  will  aid  him  in 
whatever  he  most  desires. 

Sudden  convulsive  seizure  of  an  emotional  in- 
dividual, following  immediately  or  in  a short 
time  after  the  alleged  traumatism,  may  occur 
and  is  easily  recognized,  but  is  not  a freciuent 
form  in  those  of  previous  good  health,  except 
they  have  had  previous  attacks.  The  healthy, 
robust  individual  usually  has  the  nonconvulsive 
type  that  may  follow  immediately,  but  usually  has 
its  onset  after  a few  hours  or  days. 

Instead  of  the  typical  convulsive  seizure, 
there  may  be  paraplegia,  ansesthesia,  paresthesia, 
hypereesthesia,  tremor,  ataxia,  deafness,  blind- 
ness, mutism,  visceral  symptoms,  and  almost  any 
symptom  that  can  be  produced  by  the  cerel)ral  or 
spinal  centers. 

If  a corporation  or  wealthy  firm  or  individual 
is  involved,  the  autosuggestion  seems  more  po- 
tent. The  symptoms  often  simulate  injury  to  the 
nerve  centers.  If  they  do  not,  the  examination 
of  the  attending  physician  often  leads  them  in 
that  direction.  The  suggestions  of  the  relatives 
and  friends  sympathetically  add  anything  omitted 
by  the  physician.  If  the  physician  recognizes  the 
true  condition  of  the  patient  and  uses  his  best  ef- 
forts to  direct  his  patient  to  health  and  normal 
life,  he  has  no  cooperation  from  the  patient  or 


anxious  friends,  and  at  once  becomes  very  un- 
popular ; and,  soon  or  late,  another  physician  or 
physicians  are  called  to  make  a diagnosis  to  con- 
form to  the  patient’s  mental  state.  To  the  patient 
and  anxious  friends  the  diagnosis  seems  more 
important  than  the  treatment. 

Likewise  the  lawyer  often  takes  a prominent 
part  in  the  case,  and  sometimes  seems  more  im- 
portant and  influential  than  the  doctor.  He  does  ; 
not  see  and  recognize  the  great  injury  done  such  j 
patients  by  allowing  hysterical  stigmata  to  gain 
permanent  hold  on  the  patient.  The  more  se-  i 
vere  the  symptoms  and  the  longer  they  dominate  ■ 
the  patient’s  nervous  symptoms,  the  more  diffi- 
cult of  eradication.  This  class  of  cases  may  be  as- 
sociated with  neurasthenia  and  other  psychoses, 
and,  if  not  associated,  may  be  difficult  to  differ- 
entiate. By  the  lawyers  and  unbiased  fidends  ! 
they  are  often  believed  to  be  malingerers.  Such  : 
patients  usually  have  no  conscious  connivance  ; 
and  should  not  be  charged  with  willful  wrong-  j 
doing.  It  is  clear,  however,  that  the  physician  j 
and  well-wishing  friends  should  use  every  effort  i 
to  check  the  unconscious  tendency  of  the  patient  i 
and  restore  him  to  normal.  It  is  difficult  to 
know  just  how  far  the  hysterical  mantle  should  j 
spread  in  the  individual  case.  The  courts  have  \ 
intended  to  aid  these  unfortunate  individuals:  -j 
but  the  influence  of  impending  litigation  certainly  j 
retards  recovery,  and,  if  greatly  delayed,  may  j 
prevent  ultimate  and  complete  recovery.  If 
prompt  determination  of  liability  or  nonliability  i 
could  be  determined,  and  if  liability  exists,  v 
prompt  settlement  made,  it  would  materially  has-  i 
ten  recovery  and  render  it  more  probably  com-  r 
plete  and  permanent. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  DULLER. 

Dr.  S.  S.  Crockett,  Nashville : Dr.  Miller  has  pro-  | 
sented  a very  interesting  problem  that  has  confronted  i 
every  gentleman  1 see  before  me  to-day.  The  subject 
is  hysteria  from  alleged  traumatism.  If  a man  is  rid- 
ing  on  a railroad  or  a street  car  and  an  accident  hap-  , I 
pens  and  he  breaks  his  leg  or  fractures  his  spine  or  i 
crushes  his  skull,  we  see  tangible  evidence  of  his  in-J|  ^ 
jury;  but  if  he  is  taken  out  with  not  a scratch  on  him,  4 
not  a bone  broken,  not  a mark  on  him,  from  that  time  'J 
on  until  jie  gets  a good  verdict  the  chances  are  he  is  an  jit 
invalid.  But  he  may  he  just  as  much  injured  as  thc|l  ! 
man  who  broke  his  leg,  and  the  question  arises ; Is  he 
not  just  as  much  hurt  as  the  man  who  has  broken  his  i 
leg?  As  the  doctor  has  stated,  psychological  processes  < 
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control  a great  many  of  these  people.  It  is  unfortunate 
to  apply  the  term  “ hysteria.”  Perhaps  it  is  better  to 
; call  it  a “ functional  nervous  disturbance,”  because  it  is 
■ not  always  hysterical.  Often  it  is  a complex  picture. 

But  the  point  I want  to  make  is  that  these  people  are 
i injured;  they  are  just  as  much  injured  as  if  their  legs 
I’  were  broken  or  their  skulls  crushed.  Corporations  rec- 
ognize that  fact,  and  these  patients  will  never  get  well 
until  they  get  a verdict,  which  is  the  best  therapeutic 
measure  ever  applied  to  them.  It  is  not  pretense. 
They  are  ill,  and  their  illness  is  from  the  shock  of  the 
accident,  and  not  from  the  breaking  of  a bone. 

I saw  a young  man  from  Kentucky  who  was  brought 
to  Nashville  to  see  me.  He  was  a large,  stout  fellow. 
He  was  a graduate  of  Princeton  University.  His  occu- 
pation was  that  of  mail  clerk.  He  was  taken  out  of  a 
wreck  without  a bruise  or  scratch  on  him.  He  said : 
“ There  is  nothing  the  matter  with  me.”  That  night  he 
was  found  unconscious.  The  next  morning  he  woke 
up,  wanted  to  go  to  work,’ but  could  not  get  to  the  office. 
The  next  day  he  limped  around,  and  said  he  was  stiff 
in  his  hips.  He  became  violently  insane,  and  was  taken 
to  the  asylum  at  Hopkinsville.  He  was  kept  there,  I 
think,  five  months.  It  was  thought  that  at  one  time  he 
was  dying,  but  he  ultimately  got  better.  As  I have  said, 
he  was  brought  to  me  in  Nashville.  Some  of  the  gen- 
tlemen present  saw  him.  I stripped  that  man,  and 
found  that  he  did  not  have  a mark  on  him,  and  he  al- 
leged he  was  not  hurt.  After  he  was  stripped,  I stuck 
pins  in  his  ankle,  his  leg,  his  thigh,  on  one  side  of  his 
penis,  his  thumb,  and  one  part  of  his  nose,  and  he  was 
as  analgesic  as  a man  could  be.  There  was  absolutely 
no  sensation  on  one  side.  He  said : “ If  there  is  any- 
thing in  the  world  that  will  get  me  well,  I will  be  glad 
to  do  it.”  He  did  not  bring  a lawsuit  for  nearly  a year 
after  he  was  hurt,  after  he  had  been  in  the  asylum  for 
three  months ; but  a lawsuit  was  pending  then.  I sent 
him  to  an  uncle  to  work  on  his  farm.  He  plowed  and 
did  everything  that  a farmer  would  do.  I had  him 
before  the  class  one  day  when  he  was  suffering  from 
ill-defined  hallucinations  and  when  he  was  analgesic. 
He  said;  “Take  me  out  of  here.  Men  are  talking  to 
me.  Get  me  out  of  here  quick.”  He  looked  well  and 
strong,  but  this  little  excitement  caused  him  to  exclaim 
that  he  wanted  to  be  taken  away.  He  went  to  his 
friends  in  Southern  Kentucky  and  worked  on  the  farm ; 
he  could  not  sleep,  but  I told  him  I wanted  him  to  do 
the  work  of  a man.  He  wrote  me  at  the  end  of  the 
first  week,  sajdng : “ I have  been  plowing  every  day  like 
a ‘ nigger.’  ” Plowing  was  a splendid  hypnotic  for  him. 
He  worked  like  a slave  for  a month.  I wrote  a letter 
to  his  lawyer  and  mailed  a copy  of  it  to  the  attorney 
for  the  railroad,  in  which  I described  the  situation  of 
this  young  man.  The  lawyers  got  together  and  settled 
the  suit.  He  came  back  and  said  that,  now  the  litiga- 
tion was  off  his  mind,  he  believed  he  was  going  to  get 
well.  They  gave  him  four  thousand  or  five  thousand 
dollars.  He  went  down  to  Florida  and  bought  an 
orange  farm,  and  a year  afterwards  he  came  back  to 
Nashville  to  visit  his  family,  and  a finer  specimen  of 
manhood  I never  saw ; but  he  was  still  analgesic. 

I have  mentioned  this  case  to  show  that  these  people 


are  hurt.  They  are  injured  just  as  much  as  if  they  had 
a broken  leg  or  a fractured  skull.  These  psychoneu- 
roses develop  in  people  who  have  no  intention  of  bring- 
ing a damage  suit.  There  is  a great  deal  of  malin- 
gering in  connection  with  these  cases,  but  we  make  a 
mistake  if  we  think  they  are  not  injured.  They  are 
injured. 

Dr.  E.  T.  Newell,  Chattanooga : This  is  a very  im- 
portant subject  that  Dr.  Miller  has  brought  before  the 
association.  The  main  point  about  these  legal  ques- 
tions has  not  been  brought  up  so  far,  and  that  is,  a set- 
tlement of  the  case  usually  brings  about  a cure.  That 
is  one  of  the  principal  points  you  want  to  bring  out 
on  the  witness  stand,  and  the  condition  is  seldom  per- 
manent. If  a man  continues  to  have  depression  of  the 
skull,  he  may  have  epilepsy  fifteen  years  from  now  or 
not,  as  has  been  pointed  out  by  Dr.  Murphy.  In  these 
cases  of  traumatic  neuroses  a settlement  usually  brings 
about  a cure,  and  the  injured  man  is  entitled  to  com- 
pensation for  the  time  until  his  case  is  settled.  The 
main  point  to  be  brought  out  in  connection  with  these 
cases  is  that  a greenback  plaster  will  cure  ninety  per 
cent  of  them.  The  injury  received  is  not  permanent, 
and  the  jury  should  base  their  verdict  upon  the  injury 
that  the  man  received  or  from  the  time  of  the  injury  to 
the  settlement  of  the  case,  and  not  base  it  on  a perma- 
nent injury,  as  where  there  is  a fracture  of  the  skull  or 
something  of  that  character. 

Dr.  C.  a.  Robertson,  Ridgetop : I am  afraid  that  if 
such  expert  testimony  should  be  submitted  to  a jury 
it  would  prejudice  the  case  of  the  client  and  he  would 
not  get  the  greenback  plaster  applied.  It  might  be  well 
to  go  slow  in  emphasizing  such  an  efficient  therapeutic 
measure  in  the  relief  of  these  cases,  because  it  would 
go  a long  way  in  preventing  a verdict  being  rendered 
in  favor  of  the  client,  and  he,  perhaps,  would  never  get 
well. 

Dr.  L.  W.  Haskell,  Memphis ; Dr.  McGehee  will 
recall  Judge  Pitman,  of  Memphis,  who  has  made  quite 
a. study  of  these  cases  and  has  followed  very  thoroughly 
a few  of  the  cases  that  came  before  him.  As  I recall, 
he  said  there  were  several  such  cases  that  had  come 
before  him  from  time  to  time,  and  one  of  them  was  a 
colored  woman,  who  did  not  recover  for  several  years, 
even  after  a very  liberal  settlement  of  the  case;  so  that 
I think  that  there  is  a good  deal  in  what  Dr.  Crockett 
has  said  in  regard  to  these  cases  being  injured.  They 
do  receive  a nervous  shock  which  is  comparable  to  in- 
jury. 

Dr.  W.  J.  Miller,  Johnson  City : In  speaking  of  the 
treatment  of  these  cases,  several  gentlemen  have  sug- 
gested that  the  best  and  surest  treatment,  if  a man  is 
hurt,  is  to  recover  a verdict  in  his  favor.  I fully  agree 
with  them  in  that  regard.  The  thing  for  us  to  do  is  to 
honestly  help  the  fellow  and  help  the  jury  to  arrive  at  a 
reasonably  fair  verdict.  The  next  best  thing  to  a green- 
back plaster  or  poultice  is  to  end  the  litigation.  The 
injured  man  gets  well  about  as  quickly  when  he  loses 
out  as  when  you  settle  his  case. 

Dr.  S.  R.  Miller,  Knoxville  (closing)  : I have  noth- 
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ing  further  to  say,  except  to  caution  our  members  not 
to  go  on  the  witness  stand  and  claim  that  the  man  has 
an  injury  to  the  spine  or  an  injury  of  the  brain  when 
these  cases  are  pure  hysterias  of  the  atypical  form.' 
That  is  what  brings  the  medical  profession  into  such 
disrepute.  One  doctor  goes  on  the  witness  stand  and 
testifies  that  such  and  such  injury  has  been  received, 
and  another  man  goes  on  and  tries  to  make  out  a lot  of 
organic  changes  that  have  taken  place  in  the  nervous 
system.  I believe  that  these  people  are  entitled  to  some- 
thing, if  there  is  any  liability,  for  throwing  the  nervous 
system  out  of  gear  ; but  corporations  should  not  pay  for 
disability  throughout  life.  Some  of  these  cases  may 
have  been  markedly  hysterical  before  they  received  an 
injury,  and  all  that  was  needed  was  an  injury  or  a ner- 
vous shock  to  bring  out  the  full  symptoms  of  their 
condition. 


HYGIENE  OF  THE  EYE.* 


By  Eugene  Orr,  M.D., 

Nashville. 

YY  are  all  more  or  less  familiar  with  that 
time-honored  joke  of  the  young  doctor,  just  out 
of  school,  who,  upon  graduation,  returns  home 
and  takes  over  his  father’s  practice,  allowing  his 
father  to  take  a much-needed  rest.  The  old  gen- 
tleman returns  to  find  that  the  son  has  “ killed 
the  goose  that  laid  the  golden  egg  ” — or,  rather, 
has  cured  the  patient  who  had  been  the  means  of 
his  education.  Now,  there  might  have  been  some 
little  truth  in  that  in  years  gone  by;  but  if  there 
ever  was  such  a period,  that  day  has  passed  for- 
ever, and  we  are  now  living  in  an  age  of  pre- 
ventive medicine.  So  it  is  well  for  us  to  begin 
to  consider  some  of  the  special  organs  along  the 
lines  of  preventive  medicine ; and  when  we  con- 
sider the  almost  vital  part  played  by  the  eyes  in 
the  conduct  of  human  affairs,  we  must  realize 
that  in  no  branch  of  medicine  should  the  laws  of 
hygiene  be  more  rigidly  enforced  than  in  that  of 
ophthalmology.  Carelessness  at  time  of  birth, 
useless  exposure  of  the  infant’s  eyes  to  bright 
light,  pernicious  school  influences,  and  other  vio- 
lations of  the  laws  of  hygiene,  are  the  causes  of 
many  preventable  eye  diseases.  For  convenience 
these  may  be  divided  into  two  groups — infectious 
and  noninfectious. 

The  infectious  eye  diseases  are  ophthalmia  ne- 
onatorum, trachoma,  and  the  other  less  serious 
infections. 

♦Read  at  the  meeting  of  the  Middle  Tennessee  Medical  As- 
sociation, Franklin,  November,  1016. 


Under  the  noninfectious  group  are  retinal 
changes  due  to  exposure  to  bright  light  and  er- 
rors of  refraction,  with  their  many  consequent 
evils,  the  most  common  of  these  errors  which  is 
preventable  being  myopia  (nearsight),  with  its 
accompanying  choroidal  changes. 

In  this  paper  it  is  not  my  aim  to  deal  with  the 
infectious  conditions,  but  rather  to  confine  my- 
self to  the  noninfectious,  they  being  more  insid- 
ious in  their  course ; consequently  it  is  harder  to 
arouse  the  interest  of  the  public. 

To  begin  with  - the  babe.  The  infant’s  eyes 
should  be  protected  from  intense  light.  How- 
ever, a judicious  amount  of  sunlight,  if  properly 
shaded  and  not  allowed  to  fall  directly  into  the 
infant’s  eyes,  will  not  only  do  no  harm,  but  is 
almost  essential.  It  is  to  be  remembered  that  the 
health  of  the  eye  is  dependent  upon  the  health 
of  the  general  system. 

The  baby  carriage  should  be  provided  with  a 
sunshade  lined  with  a material  the  color  of  which 
will  absorb  light,  such  as  green,  and  not  with  a 
white  parasol,  or,  as  is  seen  in  some  instances, 
none  at  all.  This  useless  exposure  to  bright  light, 
besides  producing  a conjunctivitis  and  retinal 
hyperemia,  may  produce  pigment  changes  at  the 
macula  and,  corresponding  to  this,  a central  pos- 
itive scotoma,  which  may  become  less  marked, 
but  does  not  disappear  entirely.  Children  should 
be  kept  out  of  doors  as  much  as  possible,  and  pic- 
ture books  and  small  toys  which  require  close 
vision  should  be  discouraged. 

Just  a word  in  regard  to  kindergartens.  They 
are  frequently  located  in  buildings  which  were 
never  intended  for  this  purpose,  being  poorly 
lighted  and  improperly  ventilated ; and  the  chil- 
dren are  sometimes  obliged  to  amuse  themselves 
with  occupations  which  require  very  near  vision, 
such  as  clipping  pictures  from  magazines,  etc. 
This  near  work,  if  kept  up  for  any  length  of  time 
by  a child  at  this  age,  is  frequently  the  cause  of 
injured  eyes.  Myopia  and  strabismus  in  partic- 
ular often  result  therefrom.  Before  sending  a 
child  to  a kindergarten  the  particular  kindergar- 
ten chosen  should  be  thoroughly  investigated 
along  these  lines. 

Then  conies  up  the  question  as  to  the  proper 
age  for  a child  to  enter  school.  I refer  to  the 
regulated  school  course.  Obviously  there  can  be 
no  set  rule  which  can  be  applied  to  every  case. 
The  physical  condition  of  the  child,  as  well  as  the 
condition  of  the  eyes,  must  be  considered.  As  a 
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general  rule,  however,  the  ocular  tissues  are  well 
developed  at  from  seven  to  nine  years;  and  if  a 
child  is  physically  fit  otherwise,  he  may  then  en- 
ter upon  a well-regulated  school  course.  Now  if 
the  child  has  a high  refractive  error,  fundus 
change,  etc.,  or  if  his  physical  condition  is  not 
up  to  par,  he  should  not  be  allowed  to  attend 
school  until  such  time  as  his  general  health  has 
I become  good  and  not  until  the  error  of  refrac- 
tion has  been  corrected.  In  the  meantime  he 
may  be  given  some  special  course,  either  at  home 
or  at  school,  strongly  advising  outdoor  exercise. 

I believe  all  children  on  entering  school  should 
have  a certificate  from  a physician  as  to  their 
general  health,  and  as  to  their  eyes  as  well,  espe- 
cially in  regard  to  trachoma  and  errors  of  refrac- 
tion. I would  not  mean  to  lower  our  educa- 
tional standard  in  the  least.  I think  it  should  be 
the  highest  possible,  with  the  least  expenditure 
of  physical  well-being. 

Much  near  work  has  to  he  done  by  artificial 
light;  so  the  subject  of  lighting  has  become  one 
of  special  study,  and  on  it  much  has  been  writ- 
ten. In  1911  a committee  was  appointed  by  the 
American  Medical  Association  to  compare  the 
effect  of  different  lighting  conditions  on  the  eye 
; and  to  find  the  factors  which  cause  the  loss  of 
efficiency  and  the  discomfort.  Some  of  their  con- 
clusions were  that  proper  illumination  depends 
(1)  on  the  evenness  of  illumination,  (2)  angle 
at  which  light  falls  on  the  object  viewed,  (3) 

! diffuseness  of  the  light,  (4)  evenness  of  surface 
brightness,  (5)  intensity. 

De  Schweinitz  endeavors  to  explain  the  as- 
thenopia (headache,  neuralgia,  etc.)  by  the  ef- 
' fects  of  the  ultra-violet,  infra-red,  and  visible 
; rays.  He  thinks  ultra-violet  mostly  responsible, 

I and  believes  the  most  important  source  of  trou- 
' ble  arises  from  a disturbance  of  the  function  of 

I 

I the  ciliary  body,  which  is  long  in  subsiding,  and, 

' while  it  lasts,  appears  to  be  responsible  for  the 
i ciliary  neuralgia  and  headache  which  arises  when 
' this  muscle  is  contracted  in  the  effort  of  accom- 
' modation. 

I Sunlight  gives  by  far  the  best  illumination. 
It  should  come  in  direct,  and  all  parts  of  the 
room  should  be  evenly  and  diffusely  lighted.  The 
light  should  enter  from  the  left  or  rear,  and  un- 
j der  no  circumstances  should  the  light  fall  in  the 
student’s  face. 

I 

I As  to  artificial  light,  either  electricity,  gas,  or 
1 coal-oil  lamps  can  be  made  satisfactory,  the  indi- 


rect being  best — that  is,  where  the  rays  are 
broken  before  they  reach  the  eye.  It  is  to  be  re- 
membered that  an  eye  shade  is  a poor  substitute 
for  a lamp  shade.  It  is  a well-known  fact  that 
pupils  on  lower  floors  of  school  buildings  suffer 
most  from  defective  vision. 

Children  should  be  encouraged  to  study  as 
much  as  possible  while  they  are  at  their  desks, 
for  in  this  way  daylight,  the  best  light  of  all,  is 
utilized ; and  then,  too,  the  lighting  facilities  of 
their  homes  may  be  the  worst  imaginable.  It  is 
also  important  that  the  desk  be  comfortable  and 
of  such  size  as  to  conform  to  the  size  of  the  child. 

Poor  print  is  a very  prolific  source  of  eye  trou- 
ble ; for  if  the  print  be  poor  and  indistinct,  the 
book  must  be  held  close  to  the  eye  in  reading,  and 
this  demands  an  extra  effort  to  accommodate. 
It  must  be  remembered  that  the  eyes  move  con- 
stantly in  reading;  so  if  the  lines  be  too  long,  the 
external  muscles  may  suffer.  The  lines  should 
not  exceed  four  inches,  with  enough  space  be- 
tween to  avoid  confusion.  Print  which  cannot 
be  read  distinctly  at  a distance  of  twenty  inches 
should  not  be  read  continuously. 

Reading  while  riding  on  cars  should  be  dis- 
couraged, as  the  repeated  changes  in  focus  keep 
up  a constant  effort  of  accommodation,  and  the 
work  of  the  external  muscles  trying  to  keep  the 
organs  on  the  lines  is  very  fatiguing.  Reading 
in  the  recumbent  position  is  bad,  for  it  is  almost 
impossible  to  hold  the  book  in  a comfortable  po- 
sition without  tiring  the  external  muscles  of  the 
eye.  During  convalescence  this  practice  is  even 
worse,  for  muscles  are  then  usually  weak  and  the 
resistance  of  the  tissues  below  normal.  Reading 
while  one  is  drowsy  should  not  be  indulged  in,  as 
it  forces  the  ciliary  mitscle  to  work  when  it 
would  relax  and  the  external  muscles  to  act  when 
the  eye  would  diverge. 

Eye  examination  of  all  school  children  is  be- 
ing taken  up  by  many  cities,  towns,  and  even 
private  institutions  as  a result  of  the  increase  in 
myopia  (nearsight).  Exhaustive  researches  have 
been  instigated,  and  many  valuable  statistics  have 
resulted.  It  is  well  known  that  the  eyes  of  ani- 
mals and  uneducated  races  at  birth  are  far- 
sighted, and  in  our  own  people  statistics  of  school 
examinations  in  the  beginning  of  school  life  show 
the  relative  proportion  of  myopia  (nearsight)  to 
be  much  less  than  it  is  later  on  in  school  life. 
The  same  is  true  of  any  occupation  which  de- 
mands close  vision  and  which  is  begun  in  early 
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life.  From  this  it  might  be  argued  that  the 
change  in  refraction  is  a normal  evolution — that 
as  the  child  develops  intellectually,  the  eye  like- 
wise develops. 

Risley  has  observed,  in  the  schools  of  Phila- 
delphia, that  60  per  cent  of  eyes  wdth  myopic 
(nearsight)  astigmatism  present  choroidal  atro- 
phies and  inflammations,  and  87  per  cent  had 
various  forms  of  choroidal  disease,  while  70  per 
cent  were  asthenopic.  The  percentage  of  near- 
sight, it  is  seen  here,  was  in  direct  relation  to  im- 
perfect school  conditions.  How  do  we  account 
for  this?  As  a I'esult  of  the  poor  illumination, 
defective  print,  etc.,  it  is  necessary  to  bring  the 
object  near  the  eye,  the  result  being  an  under 
effort  of  accommodation  and  convergence,  with 
congestion  of  the  ocular  tissues.  The  globe  is 
pressed  upon  by  the  tense  external  muscles,  the 
tissues  being  softened  by  the  repeated  conges- 
tions ; hence  elongation  occurs  backward,  being 
in  line  of  least  resistance.  The  resultant  myopia 
(nearsight)  causes  the  object  to  be  brought  still 
closer  to  the  eyes ; so  the  process  continues,  the 
elongation  and  myopia  progressing  together. 

There  are,  of  course,  other  factors  to  be  con- 
sidered in  m3mpia,  such  as  hereditary  influences 
and  various  deformities  of  the  skull. 

About  the  age  of  forty-five  the  lens  begins  to 
lost  some  of  its  elasticity.  This  is  known  as 
“ presbyopia,”  and  is  a physiological  condition 
which  should  be  corrected  by  glasses  for  near 
work. 

In  the  declining  years  of  life  the  organs  of  the 
eye,  like  other  organs  of  the  body,  become  less 
resistant  to  diseases,  so  that  the  greatest  care 
should  be  exercised  that  the  eye  be  not  unduly 
strained  by  prolonged  application  to  near  work. 
The  eyes  should  be  bathed  with  a boric-acid  solu- 
tion once  or  twice  each  day  and  the  glasses  kept 
clean. 

In  conclusion,  I wish  to  lay  stress  on  a few 
points.  First,  that  nearsightedness  is  on  the  in- 
crease in  our  schools,  as  is  shown  by  school  ex- 
aminations ; second,  it  is  largely  preventable,  be- 
ing produced  by  poor  light,  bad  print,  etc. — in 
fact,  anything  which  causes  the  object  viewed 
being  brought  nearer  the  eye  than  is  normal. 

Now  as  to  preventing  the  preventable  eye  dis- 
eases. This  will  depend  largely  upon  education 
and  legislation.  By  this  means  we  have  already 
greatly  reduced  gonorrheal  ophthalmia.  Proper 
lighting  systems  are  being  installed  in  some  of 


our  schools.  School  inspections  are  being  taken 
up  by  both  city  and  private  schools ; but,  unfortu- 
nately, no  provision  has  as  yet  been  made  for 
relieving  the  poorer  children  of  the  conditions, 
aside  from  infectious  diseases,  found  by  these 
examinations.  What  we  need  most  now,  aside 
from  devising  some  means  whereby  the  causa- 
tive factors,  such  as  bad  print,  poor  light,  etc., 
may  be  removed,  is  to  be  able  to  furnish  glasses 
to  those  poorer  children  suffering  from  errors  of 
refraction. 


SURGERY  OF  THE  GALL  PASSAGES. 


By  C.  N.  Cowden,  IM.D., 
Nashville. 


We  are  living  in  a progressive  age  in  regard  to 
all  the  sciences,  and  especially  is  this  true  of 
medicine  and  surgery.  Great  strides  have  been 
made  in  the  last  decade  under  the  magic  hand  of 
the  present  day,  and  the  end  is  not  yet.  Book 
after  book  has  been  written,  case  reports  and 
essays  innumerable  have  appeared  dealing  with 
surgical  problems ; but  none  have  been  of  greater 
interest  to  the  profession  at  large  than  those  that 
deal  with  gall-bladder  disease — its  pathology^  and 
surgery. 

Appendicitis  a few  years  ago  w'as  the  all-ab- 
sorbing topic,  but  it  to-day  receives  scant  atten- 
tion in  literature.  It  has  been  placed  before  us 
in  such  an  understandable  way,  even  with  all  of 
its  many  phases,  that  physicians  and  surgeons 
alike  have  grasped  the  fundamental  principles  un- 
derlying its  hitherto  hidden  surgical  pathology, 
till  now  we  both  feel  secure  and  almost  satisfied 
with  our  knowledge  upon  the  subject.  Not  only 
the  medical  fraternity  as  a whole  is  familiar  with 
every  phase  of  this  problem,  but  the  laity  have 
been  educated  up  to  the  point  where  they  have 
grasped  the  true  meaning  of  the  condition,  and 
many  are  able  to  make  the  diagnosis  and  demand 
the  correct  treatment.  Unfortunately,  gall-blad- 
der surgery^  has  not  reached  this  state  of  perfec- 
tion ; and  the  profession  now  is  in  the  midst  of 
many  struggles  in  regard  to  the  entire  subject  of 
gall-bladder  disease.  The  subject  is,  perhaps,  the 
livest  one  before  the  surgical  world,  and  the  day 
is  not  far  distant  when  we  will  be  able  to  handle 
its  problems  with  a like  degree  of  certainty  as 
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we  do  those  of  appendicitis.  One  of  the  greatest 
difficulties  in  the  way  is  that  due  to  the  fact  that 
pathologists  have  for  a long  time  insisted  that 
the  surgical  diseases  of  the  bile  passages,  that 
they  have  classified  and  described  as  such,  are 
now  thought  to  be  only  the  end  results  of  gall- 
bladder infection.  We  find  many  articles  writ- 
ten by  surgeons  that  focus  our  attention  on  gall- 
stones, as  if  gallstones  were  a disease  that  pro- 
duce all  the  complications.  With  this  idea  in  our 
minds,  we  are  forced  to  the  conclusion  that  if 
we  will  remove  the  stones  the  patient  will  be 
cured.  We  all  know  that  this  is  far  from  the 
truth.  Somehow',  there  is  an  idea  extant  that  in- 
flammation of  the  gall  bladder,  empyema  of  the 
gall  bladder,  large  or  contracted  gall  bladders,  and 
many  other  conditions,  are  only  due  to  the  pres- 
ence of  gallstones. 

We  are  seldom  impressed  with  the  idea  that 
these  are  all  end  results  of  gall-bladder  infection, 
and  are  only  to  be  accepted  as  complications  of 
the  disease.  If,  as  advocated  by  Birtch,  of  San 
Francisco,  the  old  classification  could  be  dis- 
carded and  the  idea  of  infection  made  clear  to 
our  minds,  we  would  have  made  a long  stride  to- 
ward solving  and  understanding  the  problems  of 
gall-bladder  disease.  What  we  need  to  do  is  to 
pay  more  attention  to  underlying  causes,  and 
then  we  would  not  be  humiliated  w'hen  at  oper- 
ation no  stones  are  found.  We  will  learn,  after 
a while,  to  be  more  careful  to  pronounce  the  gall 
passages  normal  when  we  fail  to  palpate  a gall- 
stone, and  ultimately  attach  far  greater  impor- 
tance to  the  finding  of  adhesions  about  the  gall 
bladder,  the  thickness  and  color  of  its  walls,  the 
enlarged  lymph  nodes  that  drain  it,  and  the  thick- 
ening and  hardening  of  the  head  of  the  pan- 
creas. 

Rosenow  has  not  only  worked  out  clinically 
the  connection  between  recognized  bedside  pic- 
tures and  certain  infections,  but  he  has  isolated 
the  organisms  concerned  and  produced  in  animals 
the  same  clinical  pictures  from  which  the  organ- 
isms were  taken  originally.  He  not  only  has  done 
this  with  gall-bladder  disease,  but  he  can  do  the 
same  with  cases  of  gastric  and  duodenal  ulcer, 
enteritis,  pancreatis,  appendicitis,  hypertheroid- 
ism,  arthritis,  septic  endocarditis,  and  other  con- 
ditions. He  has  isolated  from  the  walls  of  in- 
fected gall  bladders  certain  strains  of  strepto- 
cocci which,  when  injected  into  the  circulation  of 
animals,  produce  a typical  cholecystitis,  in  the 


course  of  which  small,  tiny  gallstones  may  be 
seen  to  begin  their  development  on  the  surface  of 
the  mucous  membrane  of  the  gall  bladder.  He 
questions  the  idea  that  cholecystitis  or  appendi- 
citis is  ever  caused  by  infection  from  the  bowel 
passing  up  the  duct  or  into  the  lumen  of  the  ap- 
pendix. He  claims  that  the  microorganisms  get 
into  the  circulation  from  some  focus  of  infection, 
most  often  the  teeth  or  the  tonsils.  What  is 
true  of  the  teeth  and  tonsils  is  also  true  of  the 
nose  and  the  sinuses  of  the  head  and  the  ear. 
We  must  also  consider  the  genito-urinary  tract 
and  the  pelvis  in  the  female  as  foci  of  infection, 
following  the  entrance  of  the  microorganisms 
into  the  blood  stream  from  any  focus  whatever 
in  the  form  of  septic  emboli.  They  are  carried 
by  the  arterial  current  to  the  terminal  radicals, 
where  they  produce  all  clinical  manifestations  of 
the  different  diseases,  depending  upon  the  par- 
ticular affinity  of  the  organism  for  special  tis- 
sues of  the  body. 

It  is  no  more  tax  upon  our  credulity  to  accept 
this  idea  than  it  is  to  believe  that  typhoid  bacilli 
has  a selective  affinity  for  Peyers’  patches.  This 
matter  is  no  longer  a matter  of  opinion  or  hypoth- 
esis, but  it  is  a proven  fact.  The  time  has  evi- 
dently passed  when  we  may  rest  satisfied  with  the 
mere  diagnosis  and  treatment  of  diseases;  but 
we  must  go  beyond  all  of  this  to  the  source  of 
the  infection,  to  the  end  that  our  patient  may  not 
again  become  the  victim  of  a like  attack.  As 
long  as  a patient  continues  to  carry  in  his  body 
his  original  source  of  infection,  he  is  at  all  times 
menaced  by  another  attack.  This  is  prophylaxis 
in  regard  to  gall-bladder  surgery,  as  it  is  to  all 
other  diseases  with  local  foci  of  infection. 

When  it  comes  to  the  diagnosis  of  a diseased 
condition  of  the  gall  passages,  we  are  met  with 
insurmountable  obstacles,  because  the  signs  and 
symptoms  of  the  disease  are  so  obscure.  Rec- 
ords from  the  Mayo  Clinic  show  that  the  earlier 
symptoms  of  biliary  disease  are  not  only  very 
few,  but  that  what  we  have  are  misleading. 
Every  abdominal  surgeon,  when  operating  for 
other  conditions  in  the  abdomen,  has  been  many 
times  surprised  to  find  in  patients  with  no  pre- 
vious history  of  gall-bladder  disease  far-advanced 
and  marked  gross  pathology  of  the  passages. 
Again,  autopsies  reveal  many  strange  conditions 
relative  to  the  gall  bladder,  as,  for  instance,  a 
gall  bladder  full  of  stones  or  a gall  bladder 
drawn  down  by  adhesions,  making  a bend  or  an- 
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gle  in  the  common  or  cystic  duct,  and  with  all  the 
adjacent  organs  found  in  a mass  of  adhesions, 
and  yet  with  no  symptoms  or  local  discomfort 
ever  pointing  to  the  gall  passages.  Possibly  the 
explanation  of  this  is  that  at  no  time  was  there 
an  obstruction  to  the  flow  of  the  bile ; and  this 
calls  to  our  mind  the  possible  fact  that  it  is  only 
when  obstruction  occurs  that  symptoms  of  pa- 
thology arise — or,  in  other  words,  that  as  long 
as  we  have  free  drainage,  no  functional  disturb- 
ances are  manifested. 

Birtch,  of  San  Francisco,  in  a recent  article  in 
the  California  State  Journal,  has  described  a very 
accurate  clinical  symptomatology  of  the  early 
manifestations  of  the  disease  of  the  biliary  tract. 
He  says  that  the  patient  with  gall-bladder  disease 
complains  most  often  of  a vague  upper-abdomi- 
nal sensation  and  gastric  distress.  Flatulence  is 
extremely  common,  and  a persistent  complaint 
of  gas  in  a stout  woman,  who  has  had  children, 
should  arouse  the  suspicion  of  gall-bladder  dis- 
ease. There  is  frequent,  sudden  distention  after 
eating,  often  painful,  and  requiring  loosening  of 
the  corset  and  clothing.  This  weight  and  pres- 
sure are  relieved  by  belching.  If  persistent,  they 
may  amount  to  actual  pain.  A sense  of  constric- 
tion and  interference  with  deep  breathing  may 
be  noted.  y\  sudden  “ catch  ” may  be  felt  on  the 
right  side  when  a deep  breath  is  attempted. 
There  may  be  a sense  of  heaviness  or  dragging  in 
the  right  hypochondrium,  at  times  a feeling  as  if 
the  gas  or  stomach  contents  were  forced  against 
an  obstruction  at  this  site  ; a sense  of  relief  and 
relaxation  when  gas  is  felt  to  pass  through  this 
obstructed  place  or  “ lump.”  These  symptoms 
usually  come  suddenly,  last  for  a short  time,  and 
disappear  until  another  attack.  They  may  be 
brought  on  by  errors  in  diet  or  alcohol,  may  be 
caused  by  overtiring,  by  mild  infections ; may  be 
precipitated  by  menstruation,  by  anger,  excite- 
ment, or  worry.  Frequently,  however,  they  can- 
not he  referred  to  indiscretions  in  diet,  nor  do 
they  have  any  relation  to  the  time  of  taking  food, 
as  we  find  in  duodenal  and  gastric  ulcer.  They 
often  occur  at  night ; they  appear  without  rime 
or  reason.  General  symptoms  may  accompany 
this  recurrent  “ dyspepsia.”  There  may  be  dull- 
ness, drowsiness,  lassitude,  aching  in  the  hack 
and  extremities,  occasional  chilliness,  or  even  a 
brief  chill.  Labial  herpes  is  frequent.  There 
may  be  an  ephemeral  rise  of  a degree  or  two  in 
temperature ; rarely  there  is  persistent  afternoon 


temperature  extending  over  weeks  or  months. 
Hyperacidity  often  marks  this  gall-bladder  dys- 
pepsia. Many  patients  complain  of  burning  in 
the  upper  abdomen,  of  distress  and  pain  from 
pylorospasm.  Constipation  is  common,  as  is  also 
a sudden  distention  of  the  abdomen  from  intes- 
tinal relaxation.  Add  to  this  IMurphy’s  method 
of  eliciting  tenderness  by  pressing  your  finger 
under  the  right  costal  arch ; ask  the  patient  to 
take  a full,  deep  breath,  so  that  the  gall  bladder 
is  pushed  down  below  the  costal  arch ; make  sud- 
den pressure  and  strike  the  finger  forcibly  with 
the  other  hand.  If  it  is  an  acute  gall-bladder 
lesion,  you  give  the  patient  unmistakable  pain. 

The  symptom  complex  described  above  would 
likely  be  accurate  enough  to  enable  men  of  acute 
diagnostic  ability  and  vast  experience  in  this  class 
of  disease  to  arrive  at  a correct  conclusion  in  a 
large  per  cent  of  the  cases.  It  is  doubtful,  how- 
ever, if  such  a description  would  greatly  assist 
men  of  moderate  experience ; for  there  are  so 
many  acute  digestive  disturbances  connected 
with  the  upper  portion  of  the  alimentary  tract, 
both  functional  and  organic,  manifesting  almost 
the  identical  train  of  symptoms,  that,  with  our 
present  methods  of  diagnosis,  dififerentiation  is 
impossible. 

Here  it  is  that  careful  history  taking  is  one  of 
our  best  guides  to  lead  us  aright.  When  a care- 
ful history  is  taken  of  those  who  seek  relief  from 
gall-bladder  trouble,  it  is  not  unusual  to  find  that 
they  have  been  suffering  for  a long  period  of 
time,  and  we  are  seldom,  if  ever,  consulted  when 
the  j)atient  has  the  first  attack.  Nearly  all  those 
patients  give  a history  of  stomach  trouble  cov- 
ering a long  period  of  time — as  they  express  it, 
“ severe  attacks  of  indigestion.”  This  leaves  us 
often  to  jump  at  the  conclusion  that  one  of  two 
organs  is  involved — namely,  the  gall  bladder  or 
the  appendix — ignoring  the  stomach  entirely:, 
and  it  is  not  uncommon  for  the  best  of  diagnos- 
ticians to  fall  into  this  error.  Furthermore,  it 
has  been  clinically  demonstrated  by  nearly  all 
observers  that  where  we  have  infection  in  the 
gall  bladder  for  a long  period  of  time,  we  also 
have  an  infection  of  the  appendix.  Chronic  ap-l 
pendicitis  is  often  attended  with  gall-bladder 
pathology.  In  fact,  time  and  again  we  operate 
for  one  disease  and  find  the  one  organ  healthy 
and  the  other  affected.  Kerr,  after  operating  onj 
1,668  patients  with  gall-bladder  disease,  says  that? 
only  in  exceptional  cases  is  it  possible  to  say  that 
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we  have  gall-bladder  disease  till  some  of  the 
graver  complications — such  as  gallstones,  ob- 
struction to  the  bile  passages,  colic,  or  empyema 
— are  present. 

Early  diagnosis  here  is  the  sine  qua  non,  as 
it  is  in  other  acute  diseases ; and  some  authorities 
seem  to  want  to  criticize  the  internist  for  not  rec- 
ognizing biliary  tract  disease  in  its  incipiency, 
j and  maintain  that  patients  are  brought  to  oper- 
ations only  when  they  present  symptoms  of  late 
complications,  such  as  colic,  fever,  chills,  sweats, 

. jaundice,  clay-colored  stools,  or  the  passage  of 
I stones.  These  are  all  late  complications  of  the 
‘ disease  before  these  symptoms  develop.  It  is 
very  well  to  say,  after  you  are  in  the  belly  in  the 
; presence  of  these  far-advanced  conditions,  that 
! they  should  have  been  recognized  and  operated 
I on  sooner.  I think  the  lack  of  definite  symptom- 
atology for  incipient  gall-bladder  disease  is  due 
' to  the  fact  that  we  are  in  the  habit  of  passing 
: up  all  the  gall-bladder  cases  with  a slight  exami- 
nation until  we  are  forced  to  consider  them  by 
; symptoms  of  tbe  far-advanced  conditions,  such 
' as  severe  colic,  jaundice,  etc. 

It  has  been  interesting  to  note  the  progress  in 
i'f  the  development  of  the  symptomatology  of  the 
||  hepatic  disorders.  Heretofore  we  have  had  to 
^ admit  that  we  have  been  in  almost  total  igno- 
I ranee  as  to  a list  of  symptoms  or  clinical  data 
E that  would  lead  us  to  a correct  diagnosis,  but  we 
I are  now  beginning  to  note  and  come  in  posses- 
sion of  some  of  these  constant  symptoms  and 
f finer  points  of  differentiation  that  we  find  asso- 
; ciated  with  the  incipient  stages  of  these  infec- 
tions of  the  gall  passages.  It  is  unfortunate  that 
the  X ray,  that  has  proven  so  wonderfully  effi- 
1 cient  in  solving  many  of  the  other  obscure  con- 
ditions, is  of  little  value  here,  except  when  gall- 
stones are  present.  The  radiograph  gives  us  two 

i kinds  of  evidence — direct  and  indirect ; but  both 
are  related  to  the  advanced  stages  of  disease. 
The  direct  evidence  consists  of  characteristic  lo- 
calized area  of  density  on  the  plate  that  corre- 
sponds to  the  shape  and  size  of  a calculus.  We 
must  remember  that  many  cases  of  gall-bladder 
infection  do  not  have  stones ; and  in  those  that 

jdo,  unless  there  is  a preponderance  of  lime  salts 
I in  their  formation,  we  get  no  shadow  at  all.  The 
{direct  knowledge  that  can  be  obtained  is  limited 
to  only  a narrow  field.  The  indirect  evidence  is 
afforded  by  the  distortion  of  the  neighboring 
•hollow  viscera,  as  a result  of  the  adhesions  asso- 

I 

ii 


ciated  with  the  accompanying  cholecystitis.  The 
adhesions  cause  a deformity  of  the  cap  or  the 
pars  pylorica,  or  results  in  a kinking  of  the  he- 
patic flexure.  This,  taken  in  connection  with  the 
other  findings  in  the  case,  is  sometimes  very 
helpful  in  making  out  the  case.  Time  will  not 
permit  us  to  go  into  the  diagnosis  of  the  far- 
advanced  cases  or  the  end  results  of  gall-bladder 
infections,  for  we  are  familiar  with  the  grosser 
lesions,  and  their  diagnosis  is  comparatively  easy. 

When  we  seek  for  information  regarding  the 
treatment  of  these  conditions  or  the  type  of  op- 
eration to  be  performed  in  a given  case,  we  will 
likewise  many  times  be  disappointed.  In  appen- 
dicitis the  slogan  is : “ Operate  as  early  as  pos- 
sible.” Operate!  Never  mind  the  condition  of 
the  patient.  In  gall-bladder  surgery  we  have  a 
differently  constructed  organ  to  deal  with,  and 
we  have  found  out  that  it  is  sometimes  better  to 
wait  and  get  a patient  in  good  condition  and  not 
operate  during  an  acute  attack  of  colic  or  fever — 
in  other  words,  wait  till  acute  symptoms  subside, 
unless  empyema  or  gangrene  be  diagnosed, 
when,  of  course,  operation  is  imperative.  In  this 
waiting  stage  of  the  attack  morphine  in  decided 
doses  should  be  our  sheet  anchor  to  relieve  pain 
and  the  increased  peristalsis,  and  thereby  favor 
the  limitation  of  the  disease  by  putting  the  parts 
at  rest.  I believe  it  to  be  the  part  of  wisdom  to 
advise  surgical  intervention  when  a patient  has 
had  two  or  three  distinct  attacks ; for  a delay 
often  means  serious  damage,  not  only  to  the  gall 
passages,  but  to  the  neighboring  organs  as  well, 
such  as  pancreatitis,  bands  of  adhesions,  and  oth- 
er complications  necessitating  more  difficult  op- 
erative procedures  and  causing  higher  mortality,, 
even  in  the  hands  of  experts,  and  more  likelihood 
that  the  patient  will  not  be  completely  relieved. 

A few  years  ago  it  was  considered  the  proper 
treatment  to  drain  all  gall  bladders  where  oper- 
ation was  indicated.  This  was  accomplished  by 
bringing  the  gall  bladder  to  the  surface  or  into 
the  wound  and  fastening  securely,  then  to  im- 
mediately open  and  insert  a tube,  or  do  the  two- 
step  operation  by  waiting  until  adhesions  take 
place  between  the  gall  bladder  and  peritoneum  to 
prevent  soiling  of  the  cavity  and  then  open  the 
bladder.  This  has  long  since  been  found  to  be 
unnecessary,  as  the  cases  were  sometimes  fol- 
lowed by  long-continued  irritation  of  the  skin 
from  bile  pouring  out  from  a slow-healing  sinus 
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or  a kicking  of  the  ducts  or  dragging  pains  from 
the  stationary  gall  bladder. 

It  was  next  advocated  that  the  gall  bladder  be 
sutured  tightly  about  a good-sized  draining  tube 
and  then  dropped  back  into  the  abdominal  cavity. 
\\dien  we  begun  to  follow  up  our  cases,  at  the 
end  of  two  or  more  years,  we  found  that  this 
method  in  many  instances  failed  to  give  satisfac- 
tory results.  It  was  observed  by  all  that  when 
taking  the  history  of  these  patients  who  had  had 
their  gall  bladders  drained,  many  still  complained 
of  indigestion,  with  constant  continued  distress 
in  the  region  of  the  bile  passages.  Secondary 
operations  revealed  the  fact  that  the  gall  bladder 
and  neighboring  organs  were  in  worse  condition 
than  when  the  primary  operation  was  done. 
They  not  only  failed  to  get  relief,  but  more  symp- 
toms were  added  to  their  distress.  We  were  many 
times  embarrassed  to  have  our  patients  come  back 
to  us  in  a few  months,  necessitating  another  oper- 
ation or  become  skeptics  in  regard  to  all  surgical 
measures.  This  at  once  raised  the  question  of 
the  advisability  of  doing  a complete  removal  of 
the  gall  bladder  as  a routine  measure  in  all  of 
these  cases. 

The  Mayos  a few  years  ago  were  the  chief 
advocates  of  cholecystotomy.  While  on  a visit 
to  their  clinics  a short  time  ago,  I saw  drainage  of 
the  gall  bladder  in  only  one  case,  whereas  over 
twenty  cases  were  subjected  to  complete  removal 
of  the  gall  bladders  when  any  great  degree  of 
pathology  was  shown. 

Heretofore  in  our  work — and  we  all  have  had 
similar  experience — when  we  drained  the  gall 
bladder  that  was  diseased  to  the  extent  that  it 
did  not  check  the  pathological  process  and  the 
patient  had  a return  of  the  symptoms  in  a few 
months,  it  did  not  take  us  long  to  conclude  that 
we  should  have  removed  it  and  that  we  were 
guilty  of  a mistake  in  our  surgical  judgment 
when  we  drained  it.  On  the  other  hand,  if  sim- 
ple drainage  will  restore  the  gall  bladder  to  its 
normal  condition  and  relieve  all  the  symptoms, 
why  do  more?  He  who  operates  most  recognizes 
that  he  should  be  a trained  gall-bladder  patholo- 
gist, or  at  least  very  familiar  with  all  the  phases 
and  the  gross  appearance  of  the  diseased  organs, 
and  be  able  to  foretell  the  results  to  a great  ex- 
tent in  all  cases.  If  we  are  weak  here,  we  will 
make  mistakes  in  disposing  of  our  cases.  We 
must  remember,  too,  that  the  mortality  depends 
in  many  cases  upon  the  type  of  operation  se- 


lected. It  is  lowest  in  cholecystotomy,  more  in  a 
cholecystectomy,  still  greater  when  we  incise  and 
try  to  close  the  bladder  or  anastomose  it  to  the 
intestines,  and  greatest  in  surgery  of  the  ducts. 

One  naturally  concludes  from  his  experience 
that  cholecystectomy  is  the  only  method  that  is 
a certain  cure.  The  surgeon  must  decide  for 
each  individual  case.  To  guide  us  aright,  Crile  i 
has  submitted  some  simple  rules  to  be  observed. 
If  the  gall  bladder  has  approximately  normal 
walls  and  the  cystic  duct  is  patulous,  as  is  mani-  , 
fested  by  a free  appearance  of  normal  bile  in 
the  bladder  when  it  is  opened,  then,  no  matter 
what  the  size  or  number  of  the  stones,  no  return 
of  the  symptoms  will  follow  a simple  drainage. 
Again,  he  insists  that  where  we  have  acute  chole- 
cystitis, with  severe  symptoms,  with  the  patient 
not  in  the  best  of  condition,  mere  drainage,  to 
be  followed  by  cholecystectomy  if  we  have  a re- 
turn of  symptoms,  is  preferable  and  freer  from 
danger.  On  the  other  hand,  if  the  mucous  mem-  ; 
brane  of  the  bladder  be  gangrenous  or  covered 
with  large  strawberry  granulations,  if  there  be  a'^i 
stone  imbedded  in  the  cystic  duct,  or  if  there  be 
no  bile  in  the  gall  bladder,  or  if  the  walls  are  ; 
thick  with  scar  tissue  and  an  organ  contracted  | 
with  adhesions,  a cholecystectomy  is  clearly  indi-  i 
cated. 

It  is  claimed  by  some  surgeons  that  where  we 
have  involvement  of  the  head  of  the  pancreas  ■ 
or  enlargement  of  the  liver,  drainage  maintained  i 
for  some  time  from  the  bladder  will  do  much  to  c 
clear  up  the  associated  pathology.  This  is  true : i 
but  it  can  be  done  by  draining  from  the  cystiqi ; 
duct  as  well  as  from  the  gall  bladder,  and 
should  always  be  done  when  the  common  duct  i;  i 
thick  and  distended,  when  there  is  history  oi  i 
colic,  chills,  fever,  sweats,  and  jaundice,  alsc 
where  the  liver  is  enlarged  and  indurated  witl  ■ 
hardness  of  the  head  of  the  pancreas,  and  whei  H 
evidence  of  cirrhosis  is  present.  The  tube  i:  \ 
stitched  into  the  end  of  the  stump  and  treatec  ; 
as  a case  of  drainage  of  the  gall  bladder.  Oper  •! 
ations  upon  the  common  duct,  even  in  the  hand  | 
of  the  most  experienced  expert  operators,  are  un  \ 
fortunately  attended  with  a high  mortality  rat  ( 
as  compared  to  all  other  operations  upon  the  gal™  3 
passages.  The  mortality  is  not  so  much  due  t^  if 
the  difficulty  of  the  operative  technic  as  it  is  t 
the  desperate  condition  for  which  the  operatic: 
is  done.  The  surgeon  sometimes  neglects  to  sui 
up  his  operative  risk  until  the  patient  is  throng 
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with  the  operation  and  trouble  begins  to  show 
itself  in  profound  shock,  hemorrhage,  and  heart 
or  kidney  complications.  Nearly  all  of  these 
could  have  been  determined  beforehand,  and  by 
special  attention  here  many  bad  operative  risks 
will  be  rejected  and  the  mortality  reduced. 
Whether  the  case  falls  in  the  hands  of  the  physi- 
cian or  surgeon,  the  entire  profession  is  to  a cer- 
tain extent  judged  by  the  outcome.  The  only 
way  to  make  any  progress  in  the  treatment  of  the 
bile  passages  is  for  the  internist  to  give  us  a 
more  definite  symptomatology  while  the  surgeon 
is  busy  with  the  perfection  of  the  operative  tech- 


nic. 


DISCUSSION  ON  THE  PAPER  OE 
DR.  COWDEN. 

Dr.  William  D.  Haggard,  Nashville ; I have  en- 
joyed the  paper  of  Dr.  Cowden  very  much  indeed.  It 
was  very  thorough  and  complete.  There  is  very  little 
to  disagree  with.  No  discussion  is  profitable  unless  we 
can  materially  disagree  with  the  essayist.  I believe, 
however,  that  we  are  coming  to  the  conclusion  that  the 
early  symptoms  which  the  essayist  described  should  be 
given  heed  to.  It  is  not  uncommon  for  a patient  to 
complain  for  years  of  so-called  “ indigestion  ” or  “ dys- 
pepsia ” which  is  entirely  due  to  the  gall  passages.  I 
think  a clear  understanding  can  be  summed  up  by  the 
j history,  particularly  in  a woman  or  women  who  have 
; borne  children;  for  by  inquiring  into  the  history  of  dys- 
pepsia,  the  first  evidence  is  that  while  nursing  the  child 
;i  the  woman  had  a colic  or  had  forgotten  it  until  it  is  dug 
up  again.  It  is  a so-called  “ uterine  colic.”  A great 
t many  of  these  gallstone  attacks  originate  in  the  puer- 

Iperium.  I presume  it  is  due  to  the  fact  that  the  liver 
has  twice  the  elimination  that  it  is  usually  called  upon 
to  do  for  the  mother  and  child,  and  to  the  added  fact 
of  infection  at  that  particular  period — a point  which 
the  essayist  stressed  and  which  may  be  the  cause  of  the 
trouble  in  the  gall  bladder ; so  that  really  now  we  look 
upon  infections  of  the  gall  bladder  as  lymphatic — that 
is,  the  infection  is  from  behind  and  it  has  come  from 
the  various  and  sundry  sources  throughout  the  body. 
Realizing  that  fact,  we  must  look  upon  it  as  an  infection 
and  the  stone  or  stones  really  as  a terminal  process. 

Common  duct  obstruction  has  been  overdone  in  our 
discussions  hitherto,  and  Dr.  Cowden  has  called  our  at- 
tention to  these  chronic  conditions.  I saw  a patient 
yesterday  who  gave  a striking  story  of  discomfort,  gas, 
belching,  constipation,  and  pain  under  the  right  costal 
arch — not  colicky,  not  cramplike — and  it  went  through 
the  back.  I know  full  well  she  must  have  gall-bladder 
j infection.  Now,  operation  is  not  urgently  indicated  in 
jthat  particular  instance;  but  it  is,  nevertheless,  a case 
[that  should  be  watched  with  proper  dietetic  manage- 
iment;  that  we  ought,  at  least,  recognize  it;  and  it  is  our 
jduty  to  explain  the  probabilities  of  the  case  to  the  pa- 
jtient,  so  that  she  can  be  watched.  I do  not  know  that 


we  are  justified  with  a slight  trouble  of  that  kind  to 
urge  an  immediate  operation ; but,  to  say  the  least,  we 
should  be  on  the  lookout  for  any  complication  that 
may  arise. 

One  more  point.  Shall  we  remove  the  gall  bladder 
or  shall  we  drain  it?  That  is  a question  that  has  been 
discussed  a great  deal  of  late,  and  I think  our  practice 
has  been  crystalized  into  about  what  has  been  said — • 
namely,  that  if  the  case  is  quite  acute  and  it  would 
add  something  to  the  mortality  to  remove  the  gall 
bladder,  drainage  should  suffice ; whereas  if  the  pa- 
tient is  not  too  sick  or  too  fat  and  the  common  duct  is 
patent,  it  is  a simple  and  easy  matter  to  remove  the 
gall  bladder.  When  shall  we  decide  in  that  type  of 
case?  If  the  glands  are  enlarged,  simple  drainage  of 
the  gall  bladder  will  not  effect  a cure.  If  the  glands 
at  the  fundus  of  the  gall  bladder  and  along  the  com- 
mon duct  are  enlarged,  then  I should  say  remove  the 
gall  bladder  from  below  upward.  I may  say  that  while 
in  the  hands  of  the  great  experts  the  mortality  is  said 
to  be  a trifle  lower  than  in  cholecystotomy,  at  the  same 
time  we  must  recollect  that  cholecystotomy  is  selected 
preferably  in  the  bad  cases,  and  it  does  not  mean  that 
the  balance  of  us  can  remove  the  gall  bladder  with  the 
same  slight  risk  that  we  can  drain  it. 

One  thing  further.  We  must  not  forget  that  a certain 
proportion  of  these  cases  will  degenerate  into  malig- 
nancy. Sometimes  less  than  four  per  cent  as  they  come 
to  the  surgeon  with  long-standing  biliary  disease  are 
associated  with  cancer.  In  one  instance  of  empyema 
in  which  the  gall  bladder  was  very  thick,  particularly 
its  walls,  I was  chagrined  at  the  end  of  a year  to  have 
the  patient  return  with  inoperable  carcinoma. 

Dr.  William  Litterer,  Nashville:  All  gall-bladder 
trouble  is  certainly  primarily  due  to  bacterial  infection. 
This  infection  cannot  always  be  demonstrated,  which 
may  be  due  to  some  faulty  technic  or  to  the  fact  that 
the  infection  is  worn  out  and  a stone  has  remained, 
resulting  in  a chronic  irritation.  It  is  probable  that  the 
infection  is  still  there  and  is  deep  down  in  the  tissue, 
consequently  is  overlooked  by  the  ordinary  methods. 

Rosenow  has  shown  by  various  culture  methods  and 
by  his  special  technic  that  he  can  isolate  some  type  of 
the  streptococcus  in  a great  majority  of  instances. 
Since  the  work  of  Rosenow  of  last  year,  I have  been 
following  his  technic  as  routine  in  all  gall-bladder  cases 
at  the  St.  Thomas  and  Vanderbilt  Hospitals  and  in  a 
number  of  local  infirmities,  and  have  collected  about 
one  hundred  cases.  I find  quite  a number  of  typhoid 
infections,  which  is  out  of  proportion  to  what  the  other 
investigators  have  found.  It  is  true  that  the  strepto- 
coccus (viridans  or  hemolyticus)  was  the  predominat- 
ing microorganism  found ; still,  an  unusual  number  of 
typhoid  infections  were  recorded.  I also  found  a num- 
ber of  cases  of  straight  typhoid  infection  in  which  they 
gave  no  typhoid  history.  Likewise  the  paratyphoid  ba- 
cillus was  isolated  from  four  cases  of  infected  gall 
bladder  in  which  the  patients  gave  no  history  of  typhoid 
infection. 

Dr.  Burch,  four  or  five  years  ago,  had  a gall-bladder 
case  in  which  I isolated  paratyphoid  A.  bacillus.  He 
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also  had  a similar  case  last  summer.  Two  gall-bladder 
cases  at  St.  Thomas  Hospital  of  paratyphoid  B.  were 
isolated  within  the  past  three  months.  These  para- 
typhoid infections  are  not  infrequently  mistaken  un- 
less you  carry  them  out  to  the  fullest  extent. 

I simply  call  your  attention  to  the  fact  that  there  are 
a great  many  cases  of  gall-bladder  infections  attrib- 
uted to  the  typhoid  or  paratyphoid  group. 


RECTAL  FEEDING. 


By  George  ]\I.  Nii.es,  M.D., 
Atlanta,  Ga. 


The  administration  of  food  by  the  rectum  is 
a method  that  dates  back  to  antiquity.  yEtius 
and  others  mention  it,  and  writers  of  the  Middle 
Ages  refer  to  it,  though  not  in  satisfactory  terms, 
as  they  probably  did  not  obtain  success  on  ac- 
count of  their  imperfect  technic.  Voit  found 
that  a dog’s  rectum  would  not  absorb  egg  albu- 
men and  water  unless  sodium  chloride  were  mixed 
with  it.  Later,  von  Leube  advised  the  use  of 
albumen  to  which  chopped  pancreas  had  been 
added.  Ewald,  however,  showed  that  this  was 
unnecessary,  and  that  albumen,  neither  pepton- 
ized nor  pancreatinized,  could  be  absorbed,  es- 
pecially if  a small  amount  of  salt  was  added. 
The  presence  of  salt  seems  to  cause  reverse  peri- 
stalsis, and  Grutzner  has  demonstrated  that  sub- 
stances introduced  with  the  salt  solution  may 
later  be  found  in  the  stomach. 

Many  varieties  of  food  may  be  utilized  in  rec- 
tal alimentation.  Protein  may  be  supplied  in  the 
form  of  predigested  meat  or  egg  albumen,  to 
which  salt  has  been  added.  Of  the  carbohy- 
drates, grape  sugar  seems  the  most  available, 
though  not  more  than  six  ounces  of  a 10-per- 
cent solution  should  be  allowed,  as  it  tends  to 
provoke  looseness  of  the  bowels.  Starcb  has 
been  used  in  many  forms,  solutions  containing  it 
being  readily  digested  and  absorbed.  Fat  also 
may  be  used,  but  not  more  than  one-half  ounce 
in  the  twenty-four  hours  is  advisable.  Such  fats 
as  cream  or  oil  may  be  employed,  but  1 prefer 
melted  butter  added  to  the  enema.  Should  rec- 
tal feeding  be  kept  u[)  for  some  time,  it  will  be 
best  to  combine  different  articles,  as  well  as  to 
change  the  form  of  administration. 

Bauer  helieves  that  hut  one-fourth  of  the  nu- 


triment required  by  the  body  can  be  absorbed  by 
the  rectum,  and  both  he  and  the  earlier  writers 
placed  the  limit  of  time  during  which  rectal  feed- 
ing was  practicable  at  two  weeks.  Later  writers 
have  placed  the  caloric  absorption  by  the  rectum 
even  lower,  and  it  is  now  a fairly  well-established 
fact  that  under  ordinary  circumstances  the  rec- 
tum cannot  be  expected  or  made  to  dige.st  and 
absorb  more  than  three  hundred  calories  daily. 
Therefore,  while  this  method  of  alimentation  is  a 
most  useful  adjunct  and  is  of  great  help  in  tid- 
ing a patient  over  an  emergency,  the  physician 
should  not  feel  that  he  is  in  any  sense  adequately 
supplying  the  needed  daily  calories. 

The  successful  administration  of  nutrient  ene- 
mas depends  on  knowledge  and  care.  With  care- 
less or  faulty  technic,  the  food  is  not  retained, 
the  rectum  and  anus  become  irritated,  and  fail- 
ure is  the  result.  In  hospitals,  or  where  a spe- 
cially trained  nurse  is  at  hand,  the  physician  may 
give  general  directions ; but  in  the  absence  of 
these,  very  explicit  directions  are  requisite. 

Method. — The  rectum  should  be  cleansed  well 
by  a rather  high  enema  of  normal  salt  solution 
at  least  once  daily.  Cleansing  before  each  feed- 
ing, as  some  recommend,  is  too  often.  Should 
the  rectum  be  inflamed,  a solution  of  boric  acid 
may  be  used  instead  of  the  salt  solution ; and  if 
there  is  much  stringy  mucus,  a solution  of  sodium 
bicarbonate — a teaspoonful  to  the  pint  of  water — 
is  helpful.  If  there  is  an  inclination  toward 
tenesmus,  a return  flow  catheter  or  recurrent 
tube  should  be  used  for  the  cleansing  enema. 
The  temperature  of  the  cleansing  enema  may  be 
as  hot  as  95  to  105  degrees  Fahrenheit,  but  the 
nutrient  enema  should  be  strictly  between  90  and 
95  degrees  Fahrenheit,  as  solutions  too  hot  or 
cold  are  promptly  rejected. 

Unless  prevented  by  some  condition  of  the  dis- 
ease, the  patient  should  lie  on  his  left  side,  with 
his  hips  well  elevated.  A rectal  tube  or  large 
catheter  may  be  employed — not  too  large,  though. 
A tube  about  16  or  18  English  is  proper,  smaller 
ones  being  needed  for  children.  The  tube  should 
be  well  lubricated,  but  not  with  glycerine. 

As  the  tube  is  introduced,  it  should  be  rotated 
slightly ; and  if  any  folds  of  the  rectum  impede 
its  progress,  a little  fluid  should  he  allowed  tc 
flow.  This  will  “ balloon  ” the  rectum  and  allow 
the  tube  to  advance  easily  eight  or  ten  inches,  oi 
even  more.  It  is  well  for  the  tube  to  ascend  a.' 
high  in  the  rectum  as  is  practicable  ; but  if  effort! 
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are  put  forth  to  carry  it  too  high,  the  tube  is  lia- 
ble to  double  upon  itself  in  the  distended  rectum, 
and  the  inflowing  current,  instead  of  pointing  up, 
will  point  down. 

The  enema  should  be  allowed  to  flow  in  slowly 
from  a funnel  or  fountain.  The  former  David- 
son syringe,  in  which  the  fluid  was  sent  in  by  in- 
termittent jets,  did  not  give  satisfaction.  Air 
should  not  be  injected  with  the  fluid.  Should 
the  patient  complain  of  a desire  to  evacuate  the 
bowel,  the  flow  should  be  discontinued  until  the 
desire  abates  and  then  slowly  resumed.  By  tact 
and  patience  the  enema  may  be  injected  with  per- 
fect comfort  generally ; but  if  the  nurse  is  hur- 
ried or  the  patient  fretted,  the  fluid  will  in  all 
probability  be  ejected  in  a short  while. 

After  the  injection,  the  patient  should  lie  as 
quietly  as  possible  for  an  hour  or  more  and  be 
instructed  to  use  every  effort  to  retain  the  enema. 
A pad  or  towel  may  be  pressed  over  the  anus  for 
about  twenty  minutes;  and  in  the  meanwhile,  if 
the  nurse  will  divert  the  patient’s  mind  from  his 
rectum,  the  uncomfortable  sensations  of  full- 
ness there  will  soon  cease.  If  the  rectum  is  very- 
irritable,  the  nutrient  enema  may  be  preceded 
by  a small  suppository  of  opium  and  belladonna 
or  a very  small  rectal  injection  of  warm  starch 
water  containing  about  fifteen  drops  of  the  tinc- 
ture of  opium.  The  frequent  use  of  opium,  how- 
ever, is  to  be  deprecated.  Should  hemorrhoids 
complicate  the  situation,  they  may  be  painted 
with  a 2-per-cent  cocaine  solution  previous  to 
introducing  the  tube,  and  a soothing  ointment 
may  be  applied  between  times. 

The  amount  to  be  given  at  each  injection  is 
important,  and  should  be  regulated  with  judg- 
ment. As  a rule,  it  is  not  well  to  exceed  eight 
ounces,  and  six  ounces  is  generally  better. 
Should  this  be  retained  with  difficulty,  a smaller 
amount  should  be  used. 

The  interval  of  time  between  enemas  and  the 
number  daily  will  depend  on  the  condition  of  the 
rectum.  For  a few  times  it  is  feasible  to  admin- 
ister nutrient  enemata  four  hours  apart,  but  it  is 
seldom  that  a rectum  will  bear  them  long  unless 
about  six  hours  are  allowed  to  elapse  between. 
About  four  times  daily  will  be  generally  found 
the  limit  if  this  method  of  feeding  has  to  be  kept 
up  for  an  extended  period. 

Indications  for  Nutrient  Enemata. — (1)  In 
extremely  weakened  conditions,  as  in  fevers  or 


other  exhausting  diseases.  (2)  In  obstruction  of 
the  pharynx  or  esophagus,  where  the  patient  is 
unable  to  swallow  food.  (3)  In  organic  diseases 
of  the  stomach  f malignant  or  nonmalignant), 
where  it  is  desired  to  give  that  organ  a complete 
rest ; also,  though  rarely,  in  severe  vomiting  from 
irritable  stomach  of  nervous  origin.  (4)  In  de- 
lirious, comatose,  or  insane  persons,  where  it  is 
impracticable  to  feed  through  the  mouth. 

The  following  suggestive  formulas  are  recom- 
mended by  the  several  authorities  mentioned : 

Von  Leube  advises  5 ounces  of  scraped  meat, 
chopped  very  fine;  and  to  this  is  added  lj4 
ounces  finely  chopped  pancreas.  The  whole  is 
suspended  in  3 ounces  of  lukewarm  water  and 
stirred  to  the  consistence  of  a thick  pulp.  This 
makes  one  injection.  Pancreatin  or  peptonizing 
tablets  can  be  as  well  used  as  the  pancreas  itself. 

Mayet  uses  150  to  200  gm.  of  pancreas  bruised 
in  a mortar,  with  water  at  a temperature  of  100 
degrees  Fahrenheit,  and  then  strained  through  a 
cloth ; 400  to  500  gm.  of  lean  meat  is  chopped 
fine  and  the  strained  pancreatic  fluid  mixed  with 
the  mince,  together  with  the  yolk  of  one  egg. 
This  is  allowed  to  stand  for  two  hours,  and 
should  be  administered  at  the  body  temperature. 
The  quantity  is  sufficient  for  twenty-four  hours’ 
nourishment,  and  should  be  administered  in  two 
parts. 

Rennie’s  formula  consists  of  14  pound  of  lean 
meat  pulled  into  shreds  and  added  to  a pint  of 
beef  tea.  To  this  are  added  1 drachm  of  fresh 
pepsin  and  drachm  of  dilute  hydrochloric  acid. 
The  mixture  is  kept  at  a temperature  of  99  de- 
grees Fahrenheit  for  four  hours,  during  which 
it  is  stirred  constantly.  If  too  great  heat  be  em- 
ployed, the  digestive  process  will  stop. 

An  enema  which  Bidwell  employs  is  made  as 
follows : Milk,  2 ounces ; strong  beef  tea,  2 
ounces ; yolk  of  egg,  1 ; pancreatic  solution,  1 
drachm.  This  is  to  be  prepared  one  hour  before 
use  and  to  be  kept  at  a temperature  of  100  de- 
grees Fahrenheit.  From  to  1 ounce  of  brandy 
is  added,  when  necessary,  immediately  before  use. 

Greig  Smith  uses  1 egg  beaten  up  in  6 ounces 
of  milk, 'with  2 or  3 teaspoonfuls  of  meat  jelly; 
or  peptones  may  be  added.  This  is  administered 
warm,  with  or  without  14  ounce  of  brandy,  ev- 
ery five  or  six  hours. 

Other  recipes  for  nutrient  enemata  are  as  fol- 
lows : 
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Egg-and-milk  Enema : 


8 ounces  sweet  milk  170  calories 

3 eggs  200  calories 


Ai  teaspoonful  of  salt. 

370  calories 


Starch-and-milk  Enema : 

About  2 ounces  starch 250  calories 

8 ounces  sweet  milk  170  calories 

420  calories 

Sugar-and-milk  Enema : 

2 ounces  grape  sugar 246  calories 

8 ounces  sweet  milk  170  calories 


Von  Leube’s  Milk-peptone  Enema: 

8 ounces  sweet  milk  170  calories 

2 ounces  peptone  100  calories 


I 270  calories 

In  addition,  the  enemata  may  be  thickened 
with  a little  mucilage,  or  a few  drops  of  tincture 
of  opium  may  be  added.  Should  the  rectum  be 
extremely  sensitive,  the  enema  may  consist  of 
plain  warm  water,  to  which  is  added  the  albu- 
mens of  two  or  three  eggs.  It  is  the  custom  to 
add  to  these  enemata  various  predigested  foods, 
alcoholic  or  otherwise : and  they  seem  to  be 
borne  quite  well,  though  their  supportive  value 
is  problematical. 


NOTES  AND  COMMENTS 


You  are  about  to  buy  something.  Have  you 
looked  over  the  ads.  in  the  Journal? 


On  December  31,  1916,  the  enrolled  members 
of  the  Tennessee  State  IMedical  Association  num- 
bered 1,607. 

On  January  1,  1917,  the  membership  roll  for 
this  year  contained  the  names  of  128  members 
reported  by  the  good  secretaries  of  fourteen 
counties. 


Dr.  Frank  Griffin,  Tiptonville ; Dr.  M.  H. 
Allen,  Lafayette ; Dr.  J.  J.  Rucker,  Rutherford 
County  : Dr.  O.  W.  Hank,  Sullivan  County,  are 
the  physicians  of  the  Sixtieth  General  .Assembly 
now  in  session  at  Nashville. 


The  secretaries  of  Campbell,  Putnam,  Ham- 
ilton, Davidson,  White,  Scott,  Hardin,  Smith, 
Dyer,  Grundy,  Decatur,  Alonroe,  Polk,  and  Mad- 
ison Counties  made  partial  or  complete  1917  re- 
ports on  or  before  January  1, 


If  you  want  reprints  of  your  paper  published 
in  the  Journal,  order  at  once  as  soon  as  you  re- 
ceive notice  of  publication.  It  will  save  you 
money. 


The  annual  banquet  of  the  Chattanooga  Acad- 
emy of  Medicine  and  Hamilton  County  Aledical 
Society  was  held  at  the  Alountain  City  Club  on 
January  5. 


Dr.  E.  W.  Patton  is  at  the  Postgraduate,  in 
New  York,  pursuing  his  studies  on  eye,  ear, 
nose,  and  throat  work.  He  will  return  to  his 
home  in  Shelby ville  about  February  25. 


The  Southern  Gastro-Enterological  Associa- 
tion is  a new  society  which  was  organized  at  .At- 
lanta on  December  15,  with  Dr.  J.  C.  Johnson. 
Atlanta,  President,  and  Dr.  Alarvin  H.  Smith, 
Jacksonville,  Secretary-Treasurer. 


Since  the  publication  of  the  status  of  the  fund 
for  the  prosecution  of  illegal  practitioners  was 
made  a few  months  ago  the  following  subscrip- 
tions have  been  paid;  Dr.  W.  S.  Farmer.  $2: 
Memphis  and  Shelby  County  Aledical  Society. 
$50;  Johnson  City  physicians,  $15. 


The  Hardin  County  Aledical  Society  has  come 
into  the  State  Association  with  eight  members 
for  1917.  We  most  heartily  welcome  this  addi- 
tion to  the  state  organization,  and  hope  to  have 
most  of  the  Hardin  County  members  present  at 
the  annual  meeting  on  the  first  Tuesday  in  .April. 

Dr.  B.  F.  Fyke,  after  fourteen  years  of  serv- 
ice as  Secretary-Treasurer  of  the  Robertson 
County  Aledical  Society,  refused  reelection,  and 
was  succeeded  by  Dr.  H.  S.  Shoulders.  Dr. 
Fyke  was  always  on  time  with  reports  and  always 
correct  in  every  detail  of  his  work.  Y’e  hate  to 
see  him  retire,  but  welcome  his  successor  into  the 
ranks  of  secretarial  workers. 


Additional  honors  have  come  to  two  of  our 
distinguished  members — Dr.  Duncan  Eve,  Sr., 
and  Dr.  W.  D.  Haggard.  Dr.  Eve  was  made 
President  of  the  Southern  Aledical  Society  at 
Atlanta,  while  Dr.  Haggard  was  elected  to  the 
Presidency  of  the  Southern  Surgical  and  Gyne- 
cological Society  at  its  annual  meeting  in  De- 
cember. 
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EDITORIALS 


MORE  INCOME  FOR  MORE  OUTLAY. 

If  the  doctors  of  Tennessee  will  compare 
il  their  bills  received  on  January  1,  1917,  with 
I those  they  were  called  upon  to  pay  January  1, 
1916,  they  will  find  that  the  necessities  for 
] which  they  had  to  pay  this  year  cost  from 
forty  to  two  hundred  per  cent  more  than  they 
' cost  a year  ago. 

[ The  people  are  paying  their  doctors  now 
! just  what  they  paid  a year  ago  for  like  service 
’ received. 

'I  What’s  the  answer?  The  answer  is:  Poor 
I!  doctors — poor  in  pocket  and  poor  in  ability  to 
■j  render  scientific  service. 

[|!  What’s  the  remedy?  Give  better  service  and 
f demand  better  pay. 

I ^The  doctor  must  eat;  must  wear  clothes — a 
shade  better  than  those  worn  by  other  men ; 
must  have  a home  ; must  pay  for  life  insur- 
ance ; must  contribute  to  his  church  and  char- 
'■  ities ; must  burn  coal  and  pay  for  his  laundry ; 
I must  meet  the  cost  of  living  just  like  other 
^!men. 

tf.  Beyond  all  this,  the  doctor  must  meet  ex- 
f Ipense  that  the  average  layman  is  never  called 
j- 1 upon  to  carry.  He  must  have  an  office;  must 
V have  an  automobile,  and,  if  in  the  country, 
^ horses,  too ; he  must  pay  for  two  or  three 
i|  {telephones ; he  must  buy  expensive  textbooks 
r iand  subscribe  for  scientific  journals;  he  must 
; provide  himself  with  instruments  and  appa-ra- 
jtus  that  are  indispensable  and  are  expensive  ; 
[(  ;he  must,  if  he  does  his  duty,  keep  up  member- 
ship in  scientific  societies,  must  go  to  the 

F meetings  of  these  societies,  and  must  go,  from 
I time  to  time,  to  the  clinics  and  hospitals  in  the 
I jlarger  medical  centers  for  study. 

1 i Our  doctor  granddaddies  paid  two  dollars 
, iand  a half  for  shoes,  three  cents  a pound  for 

-I 

ii 


flour,  eight  cents  a dozen  for  eggs,  had  no  tel- 
ephone and  no  automobiles ; but  they  made 
the  same  charges  for  professional  services  that 
our  doctors  make  to-day,  when  shoes  cost  eight 
dollars,  eggs  fifty  cents,  and  automobiles  what- 
ever the  garage  man  can  get. 

The  doctor  of  1917  who  wants  to  keep  out 
of  debt  and  give  value  received  to  his  patients 
must  increase  his  charges  unless  a most  decided 
reduction  is  effected  in  the  cost  of  living. 


HEALTH  AND  SANITATION  IN  THE 
UNITED  STATES  NAVY. 

On  the  fifty-seventh  page  of  the  eighty-page 
Report  of  the  Secretary  of  the  Navy  for  the 
year  1916  we  find  a section  which  deals  with 
health  and  sanitation  in  our  navy.  This  sec- 
tion begins:  “The  chief  object  of  concern  in 
the  navy  to  the  Surgeon  General  and  the  Med- 
ical Corps  is  the  matter  of  health  and  sanita- 
tion and  the  clean  living  of  the  personnel 
essential  to  efficient  service.”  What  follows 
this  opening  paragraph,  in  the  two  pages  and 
a half  devoted  to  “ health  and  sanitation,”  is 
a statement  of  some  remarkable  results  which 
have  followed  upon  the  most  wonderfully 
efficient  work  of  the  Surgeon  General  and  the 
Medical  Corps. 

It  strikes  us  that  health  and  sanitation  in 
the  navy  should  be  “ the  chief  object  of  con- 
cern ” to  some  others  than  “ the  Surgeon  Gen- 
eral and  the  Medical  Corps.”  Also,  it  strikes 
us  that  the  achievements  of  “ the  Surgeon 
General  and  the  Medical  Corps  ” have  been 
important  enough  and  striking  enough  to  en- 
title them  to  occupy  a more  leading  place  for 
discussion  than  the  fifty-seventh  page  of  an 
eighty-page  report. 

However,  Secretary  Daniels’  report  makes  it 
clear  that  the  Medical  Corps  has  been  increased 
from  347  officers  and  1,500  men  to  600  officers 
and  3,000  men ; that  the  appropriation  for  the 
medical  department  of  the  navy  has  grown 
from  $682,000  last  year  to  $1,187,728  for  1916; 
that  a new  model  hospital  ship  is  being  built ; 
that  very  rigid  physical  requirements  are  be- 
ing maintained  to  prevent  the  unfit  from  en- 
listment ; that  promotion  and  higher  rank  are 
now  accorded  commissioned  officers ; that  the 
Hospital  Corps  has  been  reorganized,  and  that 
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two  fine  schools  have  been  established  for  the 
men  of  this  corps ; that  nurses’  schools  and 
homes  have  been  created ; and  that  a cor- 
respondence school  has  been  initiated  for  the 
purpose  of  preparing  the  officers  in  the  Med- 
ical Reserve  Corps. 

Taking  it  all  into  consideration,  it  would 
appear  that  the  medical  department  of  the 
navy  is  in  a fair  way  to  get,  some  of  these 
days,  the  attention  it  deserves  by  right  of 
achievement.  It  may  even  get  up  to  the  fif- 
tieth page  of  eighty  pages  if  “ the  Surgeon 
General  and  the  Medical  Corps  ” will  continue 
to  make  health  and  sanitation  their  “ chief 
concern,”  and  if  they  will  continue  to  reduce 
morbidity  and  mortality  as  they  have  done  by 
their  splendid  work  in  the  past. 


A SURGICAL  TRIUMPH. 

It  would  seem  that  the  great  war  in  Europe, 
with  all  its  horrors,  has  brought  some  bless- 
ings to  mankind  through  the  opportunities  it 
has  made  for  scientific  discovery.  One  of  the 
greatest  of  these,  it  appears,  is  that  which  has 
come  out  of  the  work  of  Dr.  Alexis  Carrel  and 
his  associates  on  antisepsis.  There  would 
seem  to  be  no  doubt  but  that  an  enormous  loss 
of  life  and  limb  has  been  prevented  by  the 
treatment  of  wounds  of  soldiers  with  Dakin’s 
neutral  solution  of  hypochlorites,  or  with  an- 
other substance  which  is  even  better  than  the 
hypochlorites,  known  as  paratoluene-sodium 
sulphochloramide.  These  solutions  are  said 
to  have  equal  germicidal  powers,  but  the  latter 
named  is  less  irritant.  Wounds  are  kept  moist 
with  the  solution  which  is  carried,  as  far  as 
possible,  into  the  depths  of  the  wounds  through 
one  or  more  tubes  properly  placed  and  main- 
tained in  position.  All  dressings  are  also  kept 
moist  and  wounds  are  not  allowed  to  heal 
until  bacteria  have  disajipeared  from  smears 
taken  daily  for  microscopic  examination. 

The  results  which  have  been  reported  in  the 
treatment  of  the  wounded  soldiers  seem  to  in- 
dicate that  Dakin,  the  originator  of  the  anti- 
septic solution,  and  Carrel,  the  author  of  the 
methods  applied,  have  revolutionized  the 
treatment  of  infected  wounds,  have  finally 
established  the  value  of  antisepsis,  and  have 
done  mankind  a service  that  will  perpetuate 


their  names  along  with  those  others  of  the 
men  of  medicine  Avhose  achievements  have 
won  for  them  undying  fame. 


JUST  LOOK  AT  SHELBY  COUNTY! 

The  Memphis  and  Shelby  County  ^Medical  So- 
ciety has  set  a new  mark  for  membership  among 
Tennessee  medical  societies.  On  December  16, 
1916,  the  Secretary,  Dr.  W.  Likely  Simpson,  re- 
ported the  208th  name  for  1916  enrollment.  The 
total  membership  of  the  State  Association  on 
that  day  was  1.593;  so,  it  will  be  seen,  Shelby 
County  has  furnished  nearly  one-seventh  of  the 
members  of  our  society  for  this  year. 

While  it  is  true  that  Shelby  County  has  more 
doctors  than  any  other  of  our  large  counties, 
it  is  also  true  that  a larger  proportion  of  them 
are  members  of  their  county  medical  society 
than  in  any  other  of  the  big  counties. 

There’s  a reason  for  this — several  of  them,  in 
fact.  Here  are  some  of  the  reasons  which  we 
know  about;  (1)  President  J.  J.  Cullings,  Vice 
President  W.  Britt  Burns,  Secretary  W.  Likely 
Simpson,  Member  E.  C.  Ellett  and  about  204 
other  members.  (2)  All  of  these  believe  in  a 
county  medical  society  and  believe  in  their  county 
medical  society.  (3)  The  whole  status  of  medi- 
cine is  on  higher  ground  in  Shelby  County  than 
ever  before.  (4)  The  doctors  of  ^Memphis  and 
Shelby  County  are,  as  is  quickly  apparent  to  any 
physician  who  spends  a few  hours  in  ^Memphis, 
working  at  medicine — trying  in  their  hospitals,  in 
their  medical  school,  in  their  City  Health  Depart- 
ment Laboratory,  in  their  county  medical  soci- 
ety, in  other  medical  societies,  and  in  their  offices 
and  at  the  bedsides  of  their  patients  to  learn  and 
apply  scientific  methods  of  diagnosis  and  treat- 
ment. (5)  There’s  a [Memphis  and  Shelby 
County  spirit  among  them.  (6)  They  have  come 
to  realize  that  Shelby  County  is  a part  of  Ten- 
nessee, and  that  Tennessee  so  believes  and  is 
proud  to  believe  it ; that  Tennesse  state  medicine 
wants  them,  needs  them,  is  glad  to  have  them 
right  “ in  the  middle  of  things,”  and  is  ready  to 
go  right  down  the  line  with  them. 

The  editor  of  the  Journal  has  called  very  often 
in  these  last  three  years  on  Memphis  and  Shelby 
County  men  for  one  or  another  service  for  the 
good  of  the  state  organization.  Witli  two  ex- 
ceptions, every  call  has  been  promptly,  pleasantly. 
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I and  effectively  answered  by  delivery  of  the  goods. 
I The  two  “ exceptions  ” are  not  yet  despaired  of, 
i:  for  we  have  their  promises — one  of  them  three 
Ii  years  old,  it’s  true — and  we  confidently  expect  a 
i one-hundred-per-cent  compliance. 

Here’s  to  Shelby  County — including  Mem- 
i phis ! 

[ 

1 THE  FIRST  1917  REPORTS. 

I 

Dr.  W.  R.  Irish,  Secretary  of  the  Campbell 
I County  Medical  Society,  was  the  first  to  send  in 
: 1917  membership  reports,  having  forwarded  to 
; the  State  Secretary  six  names  with  1917  dues 
i and  three  medical  defense  assessments  on  De- 
I cember  4.  Dr.  C.  P.  Martin,  Secretary  of  the 
I Putnam  County  Medical  Society,  was  the  sec- 
il  ond  man  heard  from,  with  seven  names  and  med- 
||  ical  defense  for  all  of  them.  Dr.  Douglas  Hayes, 
i‘  acting  for  Dr.  H.  Lockhart,  Secretary  of  the 
Ij  Grundy  County  Medical  Society,  and  Dr.  E.  L. 
|i  Wilkins,  Secretary  of  the  Dyer  County  Medical 
t Society,  got  their  1917  reports  in  soon  after,  three 
ji  names,  with  two  medical  defense  assessments, 
j coming  from  Grundy,  and  eight  names,  with  five 
I medical  defense  assessments,  from  Dyer.  We  are 
[ most  grateful  to  these  gentlemen  for  their  very 
• prompt  reports.  The  indications  are  that  we 
! shall  have  more  members  enrolled  on  January  1, 
1917,  than  ever  before  on  a corresponding  date. 

' We  hope  that  all  county  secretaries  will  urge 
; their  members  to  pay  dues  promptly,  so  that  we 
' may  have  things  in  businesslike  order  and  that 
i the  State  Association  and  all  component  socie- 
: ties  will  be  kept  thoroughly  alive. 


HEALTH  NEWS  OF  THE  UNITED 
STATES  PUBLIC  HEALTH 
SERVICE. 

1 

: The  United  States  Public  Health  Service  is- 
I sues  a weekly  sheet  which  it  calls  “ Health 
! News  ” and  which  is  sent  to  newspapers,  mag- 
jazines,  and  medical  journals  all  over  the  land. 

I This  little  sheet  carries  one  week  a splendidly 
presented  discussion  of  the  main  points  to  be 
considered  in  connection  with  some  public-health 
j problem,  while  the  next  week’s  issue  calls  the 
j attention  of  its  readers  very  pointedly  to  impor- 
I tant  preventive  measures  against  disease.  Below 
I we  reproduce  the  copy  of  “Health  News”  for 
* the  week  of  December  6,  1916.  The  Service 

i 


cares  nothing  about  whether  it  receives  credit 
from  periodicals  using  its  “ news.”  This  Journal 
has  made  free  use  of  the  little  sheet,  and  will 
continue  to  do  so ; but  we  want  our  readers  to 
know  where  the  little  one-line  “ fillers  ” so  fre- 
quently seen  in  our  columns  come  from.  We 
believe  that  the  “ Health  News  ” of  the  United 
States  Public  Health  Service  is  a valuable  pub- 
lication. 

DO  YOU  KNOW  THAT 

A little  cough  often  ends  in  a large  coffin? 

Bodily  vigor  protects  against  colds? 

Careless  sneezing,  coughing,  spitting  spread  colds? 

Open-air  exercise  cures  colds? 

Colds  sometimes  get  well  in  spite  of  the  excessive 
use  of  alcoholic  beverages? 

Overheated,  air-tight  rooms  beget  colds? 

Neglected  colds  often  forerun  pneumonia? 

Persistent,  oft-repeated  colds  indicate  bodily  weak- 
ness ? 


MEDICAL  DEFENSE  FOR  MEMBERS. 

In  the  table  which  appears  below  Dr.  S.  R. 
Miller,  chairman  of  the  Committee  on  Medical 
Defense,  has  given  the  number  of  members  of 
each  county  society  who  paid  medical  defense 
assessments  in  1915  and  in  1916.  The  showing 
made  is  a very  poor  one  and  beyond  our  power 
to  explain.  Why  only  694  of  1,593  members  in 
1916  have  chosen  to  take  advantage  of  the  very 
cheap  and  very  effective  protection  afforded 
through  the  medical-defense  plan  of  the  State 
Association  is  more  than  we  can  understand. 
Perhaps  Dr.  Miller,  who  has  worked  so  faith- 
fully to  make  this  movement  successful  and  a real 
benefit  to  our  members,  can  offer  an  explanation 
of  the  very  apparent  unwillingness  of  our  mem- 
bers to  support  it.  Perhaps  some  of  the  900 
who  have  refused  to  pay  the  assessment  can  give 
some  valid  reasons  for  their  refusal.  We  shall 
be  glad  to  give  space  in  the  Journal  for  these 
explanations,  if  any  are  offered. 

By  dint  of  much  hard  work  the  Tennessee 
State  Medical  Association  has  grown  to  be  a 
large  organization,  embracing  in  its  membership 
approximately  two-thirds  of  the  practicing  white 
physicians  in  the  state.  Now  that  most  of  the 
doctors  eligible  to  membership  are  in  the  asso- 
ciation, the  society  should  be  worth  something  to 
the  individual  member  and  should  do  thoroughly 
what  it  purposes  to  do.  If  what  it  undertakes 
cannot  be  well  done,  it  should  not  be  done  at  all. 
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The  medical-defense  movement  should  be  made  a 
complete  success  or  should  be  dropped. 

Effort  has  been  made,  time  and  again,  to  put 
this  matter  before  the  members  of  the  associa- 
tion, so  that  they  may  understand  what  the  ben- 
efits of  medical  defense  for  members  are  or  can 
be  made  to  be,  just  what  can  be  expected  of  the 
operations  of  the  plan,  and  just  what  members 
who  desire  to  avail  themselves  of  the  protection 
thus  offered  must  do.  Still,  it  seems,  many  do 
not  understand — as,  for  instance  those  who  ap- 
ply for  defense  in  suits  brought  against  them 
for  alleged  acts  of  malpractice  prior  to  the  time 
of  paying  their  assessments.  You  are  protected 
only  from  the  time  at  which  your  assessment  is 
paid  to  the  chairman  of  the  Committee  on  Med- 
ical Defense  until  December  31  of  the  year  in 
which  the  assessment  is  paid,  and  only  in  suits 
brought  against  you  for  alleged  acts  of  mal- 
practice committed  after  your  assessment  was 
paid. 

Medical  defense  for  members  can  be  made  a 
powerful  aid  to  better  organization  and  a valu- 
able means  of  protection  to  our  members.  It 
is  not  like  Tennessee  doctors  to  let  the  thing 
fail. 

Let  every  member  pay  his  1917  membership 
dues  and  his  medical-defense  assessment  into  the 
hands  of  his  county  secretary  now! 


Number  Paying  for  Medical  Defense. 


County. 

1915 

1916 

County. 

1915 

1916 

.\nderson  _ 

__  _ 13 

11 

Loudon  _ 

1 

2 

Bedford  

15 

15 

McMinn 

1 

0 

Blount 

? 

1 

Macon 

0 

4 

Campbell 

0 

1 

AIcNairy 

5 

13 

Carroll 

19 

10 

Madison 

29 

29 

Coffee 

0 

4 

Marshall 

16 

13 

Cumberland 

5 

6 

Maury  _ _ 

1 

2 

Davidson 

129 

136 

Monroe 

10 

11 

Dickson 

__  2 

3 

Montgomery 

6 

9 

Dyer 

16 

23 

Obion 

7 

4 

Fayette 

1 

2 

Overton 

8 

0 

Franklin 

5 

8 

Putnam 

18 

13 

Gibson 

20 

22 

Rhea 

6 

9 

Giles  _ 

19 

21 

Roane 

10 

7 

Greene 

2 

3 

Robertson  

7 

11 

Grundy  

8 

8 

Rutherford 

0 

5 

Hamlilen 

9 

15 

Scott 

0 

9 

Hamilton 

17 

20 

Shelby  _ 

67 

33 

Hardeman 

1 

0 

Stewart  

1 

0 

Haywood  _ 

9 

4 

Sullivan  - Carter- 

Henderson 

4 

3 

Johnson  

5 

2 

Henry  

1 

3 

Sumner  _ 

13 

9 

Hickman 

- _ 1 

' 0 

Tipton - 

11 

20 

Jackson  

12 

12 

Warren  _ — 

4 

2 

Jefferson 

16 

16 

Washington  

13 

16 

Knox  _ 

_ _ 61 

68 

Weakley  _ 

11 

13 

Lake  

1 

3 

White - _ 

14 

12 

Lauderdale 

1 

2 

Williamson 

7 

7 

Lincoln 

14 

14 

Wilson  

4 

5 

Total  paid— 1915,  680;  1916,  694. 


AGAINST  HEROIN. 

It  was  regularly  moved  by  Dr.  Frederick  Peterson  | 
and  seconded  by  Dr.  Samuel  W.  Lambert  that  it  be  re-  [ 
solved  that,  in  the  opinion  of  the  committee,  the  drug  i 
heroin  is  of  no  real  value  in  the  practice  of  medicine,  f 
and  that  its  place  may  be  better  taken  by  more  effica-  j' 
cious  agents  that  do  not  menace  public  welfare.  : 

Resolved,  That  the  committee  recommend  Federal  leg-  , 
islation  to  prevent  the  importation,  manufacture,  and  ' 
sale  of  heroin  in  the  United  States  of  America.  ' 

[Signed]  Samuel  W.  Lambert,  M.D. ; 

Frederick  Peterson,  M.D. ; 

Charles  F.  Stokes,  M.D. ; 

Frederick  Tilney,  M.D. ; 

Simon  Baruch,  M.D., 

Chairman  Committee  on  Drug  Addietion ; 

Helen  H.\rtley  Jenkins,  1 

Chairman  Committee  on  Social  Hygiene.  ] 
Attested : I 

Joseph  D.  Sears,  Secretary. 

The  above  extract  from  the  minutes  of  the  1 
Committee  on  Drug  Addiction  of  the  Committee  I 
on  Social  Hygiene  of  the  National  Committee  on  i 
Prisons  is  the  first  step  in  what  should  be  a .sue-  | 
cessful  movement  to  rid  the  nation  of  an  un-  i 
necessary  and  most  baneful  drug. 


ARSENOBENZOL  (PHILADELPHIA 
POLYCLINIC). 

Dr.  Schamberg  explains  that  the  Dermatologic  . 
Laboratory  of  the  Philadelphia  Polyclinic  availed 
itself  of  the  opportunity  to  supply  their  product.' 
when  salvarsan  was  not  obtainable.  Having  so 
served  this  purpose  in  the  interest  of  humanity  i 
and  the  public  health,  the  marketing  of  their  prod-  f 
uct  was  discontinued  when  the  German  product 
became  again  available.  The  laboratory  is  not  i 
established  for  commercial  purposes,  and  could  ( 
not  afford  to  become  embroiled  in  patent  litiga-  i 
tion,  which  would  no  doubt  be  instituted  by  the  : 
owners  of  the  salvarsan  patent. — Journal  ol 
American  IMedical  Association,  December  9 : 
1916,  page  1776. 


WHICH  BROKE— THE  ICE  BAG  OR  THli 
APPENDIX? 

“ Ereeze  it,”  said  the  neighbor; 

Said  the  parent,  “Ain’t  that  nice  ? ” 

An  ice  bag  laid  on  Johnnie, 

.And  then  Johnnie  laid  on  ice. 

— L.  M.  K.,  in  The  Medical  Pickwick. 
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SUMNER  COUNTY. 

f The  Sumner  County  Medical  Society  met  in 
Gallatin  at  10  A.IM.,  December  6,  1916,  with 
Vice  President  Dr.  Homer  Reese  in  the  chair. 
Officers  were  elected  for  1917  as  follows:  Pres- 
ident, Dr.  Homer  Reese ; Vice  President,  Dr.  R. 
N.  Buchanan;  Secretary-Treasurer,  Dr.  J.  R. 
Parker.  Dr.  B.  S.  Galbraith  was  reelected  Cen- 
sor for  three  years,  and  Dr.  L.  M.  Woodson  was 
chosen  to  represent  the  society  in  the  House  of 
Delegates,  with  Dr.  W.  N.  Lackey  alternate. 

The  society  went  on  record  as  most  heartily 
( indorsing  the  plan  proposed  by  Dr.  H.  H.  Shoul- 
ders as  presented  in  his  splendid  paper  in  the 
Cincinnati  Lancet-Clinic,  entitled  “ How  the  State 
Should  Deal  with  the  Tuberculosis  Problem.” 

Adjournment  was  taken  until  the  next  regular 
time  for  meeting — the  first  Wednesday  in  Jan- 
uary, 1917.  John  R.  Parker, 

Secretary. 


THE  SULLIVAN,  CARTER,  AND  JOHNSON 
COUNTY  MEDICAL  SOCIETY. 

The  Sullivan,  Carter,  and  Johnson  County 
Medical  Society  held  its  annual  meeting  in 
the  Commercial  Club  Rooms,  at  Bristol,  De- 
cember 6,  twenty  members  being  in  attend- 
ance. 

The  election  of  officers  for  1917  resulted  in 
the  selection  of  Dr.  D.  R.  Stout,  of  Butler, 
Tenn.,  for  President;  Dr.  L.  B.  Snapp,  of 
Blountville,  Vice  President  for  Sullivan 
County;  Dr.  N.  D.  Robinson,  of  Carter,  Tenn., 
Vice  President  for  Carter  County;  Dr.  H.  M. 
Smythe,  of  Mountain  City,  Vice  President  for 
Johnson  County;  and  Dr.  W.  K.  Vance,  of 
Bristol,  Secretary-Treasurer. 

This  society  was  never  in  a more  flourishing 
condition.  During  the  past  year  eighteen  new 
members  have  been  added  to  its  roll,  and  three 
associate  members,  the  latter  being  residents 
of  Virginia.  At  this  time  we  have  fifty-five 
regular  members  and  eight  associate  members. 
Our  only  regret  is  that  there  are  still  twenty- 
nine  eligible  physicians  in  the  territory  repre- 
sented who  thus  far  have  not  signified  their 
desire  to  join  with  us  in  elevating  the  tone  of 
the  profession. 


I regret  to  say  that  we  have  a few  members 
who  have  never  attended  a meeting  of  the 
society.  When  we  succeed  in  getting  one  of 
this  class  to  come  once,  we  know  he  will  come 
again,  for  the  reason  that  we  have  learned  that 
the  best  way  to  appeal  to  an  East  Tennessee 
doctor’s  head  is  througlr  his  stomach.  At  the 
meetings  held  during  the  past  summer  at 
Elizabethton,  Bluff  City,  Roan  Mountain, 
Butler,  Mountain  City,  and  Hampton,  the 
meals  set  before  us  were  fit  in  equality  for 
kings  and  in  quantity  for  starving  Mexicans. 
At  the  meeting  here  yesterday  the  local  physi- 
cians who  were  in  attendance  had  the  follow- 
ing bill  of  fare  served  in  the  dining  room  of 
the  Commercial  Club: 

Celery.  Cole  Slaw 

Roast  Turkey  Cranberry  Sauce 

Mashed  Potatoes 
Oysters  a la  McHale  Peas 
Hot  Rolls  Cheese  Wafers 

Ice  Cream  Emit  Cake 

Coffee  Cigars 

Partly  in  consequence  of  the  above-men- 
tioned inducements,  there  has  not  been  a 
meeting  omitted  since  the  society  was  organ- 
ized, and  we  do  not  anticipate  one  in  the  future. 

Yours,  W.  K.  Vance, 

Secretary. 


BEDFORD  COUNTY. 

The  Bedford  County  Medical  Society  met  in 
regular  session  on  December  21,  1916,  and  was 
called  to  order  by  President  Dr.  S.  S.  IMoody. 

IMinutes  of  the  previous  meeting  were  read 
and  adopted. 

Dr.  Moody  read  his  retiring  address  on  the 
subject,  “ Mortality  Statistics  and  Comparisons.” 

The  election  of  officers  for  1917  resulted  in  the 
election  of  Dr.  T.  R.  Ray  for  President;  Dr.  J. 
H.  Dyer,  for  Vice  President ; and  Dr.  F.  B. 
Reagor  was  rejected  Secretary  and  Treasurer. 
Dr.  J.  P.  Taylor  was  elected  Censor  for  the  next 
three  years,  making  the  Board  of  Censors  for 
the  next  year:  Dr.  J.  P.  Taylor,  for  three  years; 
Dr.  J.  K.  Freeman,  for  two  years;  and  Dr.  T.  R. 
Ray,  for  one  year.  Dr.  F.  B.  Reagor  was  elected 
delegate  to  the  State  Association  for  1917,  and 
Dr.  G.  W.  Moody  was  made  alternate  delegate. 

A communication  from  the  North  Nashville 
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Medical  Society  was  read  asking  the  cooperation 
of  our  members  in  having  a law  enacted  at  the 
coming  Legislature  to  make  a reasonable  mater- 
nity fee  collectible  without  any  exemption  what- 
ever. This  was  unanimously  indorsed,  and  each 
member  pledged  himself  to  see  and  urge  our  Rep- 
resentatives in  the  Legislature  to  vote  for  this 
kind  of  bill  when  presented  by  the  Representa- 
tives of  Davidson  County. 

The  society  adjourned  till  the  next  regular 
meeting  in  January,  1917.  F.  R.  Re.\c.or, 

Secretory. 


HARDIN  COUNTY. 

The  Hardin  County  Medical  Society  met  at 
Savannah  in  regular  session  on  December  28, 
1916,  with  Dr.  G.  C.  IMorris,  President,  in  the 
chair.  Because  of  the  rough  weather,  members 
from  out  of  town  were  scarce. 

The  following  papers  were  read  and  discussed : 
By  Dr.  J.  G.  Jowers,  Olive  Hill,  on  “ Malaria ; ” 
by  Dr.  C.  F.  Gilbert,  on  “ The  Practical  Use  of 
the  Blood-Pressure  Instrument ; ” by  Dr.  J.  O. 
Irwin,  on  “ Pneumonia ; ” by  Dr.  E.  B.  Walker, 
on  “ Diphtheria.” 

Despite  the  small  crowd,  an  exceedingly  prof- 
itable and  pleasant  time  was  enjoyed  by  all  pres- 
ent. 

The  names  of  the  following  members  were 
sent  in  to  the  Secretary  of  the  State  Association 
for  1917  membership:  Drs.  G.  C.  IMorris,  E.  B. 
Walker,  L.  C.  Smith,  J.  O.  Irwin,  C.  F.  Gilbert, 
J.  G.  Jowers,  R.  L.  Douglas,  O.  H.  Williams. 
New  life  has  been  instilled  into  our  society,  and 
we  are  coming  to  the  front  in  affairs  for  a better 
medical  profession  in  Hardin  County. 

O.  H.  Williams, 

Secretary. 


WILSON  COUNTY. 

The  Wilson  County  Medical  Society  met  in 
regular  session  Wednesday,  December  6,  with 
the  President,  Dr.  J.  R.  Bone,  in  the  chair. 

After  the  minutes  of  the  previous  meeting 
were  read  and  approved,  some  very  interest- 
ing case  reports  were  made  and  discussed. 

Reports  were  made  on  the  sale  of  stock  and 
the  buying  of  new  equipment  and  repairs  for 
the  Lebanon  Hospital,  which  is  progressing 
nicely,  and  when  completed  is  expected  to  be 


to  Lebanon  what  the  Galloway  Memorial  Hos- 
pital will  be  to  Nashville. 

Dr.  J.  J.  McFarland  presented  a thorough 
and  practical  paper  on  “ Puerperal  Eclampsia,” 
which  was  ably  discussed  by  every  member 
present. 

Officers  for  the  year  1917  were  then  elected 
and  installed  as  follows:  President,  Dr.  Sam 
McFarland.  Lebanon : Vice  President,  Dr.  M. 
H.  Wells,  Watertown;  Secretary  and  Treas- 
urer, Dr.  Walter  Dotson,  Lebanon. 

Walter  Dotson, 

Secretary. 


COFFEE  COUNTY.  ' 

At  the  meeting  of  the  Coffee  County  Medical:! 
Society,  held  at  IManchester  on  December  27,  ! 
Dr.  Robert  Dossett  was  made  President  for  1917,  1 
while  Dr.  Charles  Griffith  was  reelected  Secre-  ' 
tary  and  Dr.  J.  A.  Mitchell  was  selected  as  dele-  I 
gate  to  the  State  Association.  The  next  meeting  l 
of  this  society  will  be  held  at  Tullahoma  on  the  I 
last  Wednesday  in  January. 

Dr.  Griffith  reports  that  the  outlook  for  1917 
is  good,  and  that  he  thinks  every  member  of  the  I 
Coffee  County  Medical  Society  will  pay  all  dues, 
including  the  medical  defense  assessment,  before 
the  15th  of  January.  We  hope  they  will,  so  that 
we  may  commend  their  example  to  some  others 
of  the  county  organizations.  The  Coffee  County 
iMedical  Society  is  one  of  our  “ baby  ” societies — 
only  about  a year  old,  but  lusty  and  vigorous. 


OBION  COUNTY. 

The  society  met  on  December  12  at  the  City 
Hall  in  Union  City.  Considering  the  weather, 
there  was  a good  attendance — about  twelve  in  all. 
Out-of-town  doctors  are  to  be  especially  praised, 
as  they  made  up  about  half  of  the  number  pres- 
ent. 

A good  paper  on  “ Diphtheria  ” was  read  by 
Dr.  Havener.  After  discussion  of  this  subject, 
the  following  members  were  elected  officers  for 
1917:  President,  J.  B.  Havener,  of  Troy;  Vice 
President,  H.  W.  Qualls;  and  Secretar)--Treas- 
urer,  J.  D.  Carlton,  of  Union  City. 

The  society  desires  to  mention  the  appoint- 
ment of  its  retiring  President,  Dr.  Bond,  to  the 
superintendency  of  the  M'estem  Hospital  for  the 


January,  1917. 


SOCIETY  PROCEEDINGS. 


383 


Insane,  at  Bolivar,  Tenn.  No  better  man,  in  the 
opinion  of  the  profession  and  all  others  who 
know  him,  could  have  been  named  for  the  place. 

J.  D.  Carlton, 

Secretary. 


1917  OFFICERS  FOR  DYER  COUNTY. 

At  the  regular  monthly  meeting  of  the  Dyer 
County  Medical  Society  on  December  7,  1916, 
the  following  officers  were  elected  for  1917 : 
President,  Dr.  J.  H.  Green,  Trimble;  Vice  Presi- 
dent, Dr.  R.  L.  Motley,  Dyersburg;  Secretary- 
Treasurer,  Dr.  E.  LeRoy  Wilkins,  Dyersburg; 
Censor,  Dr.  D.  L.  Elanary,  Dyersburg. 

The  Dyer  County  Medical  Society  was  one  of 

fthe  strongest  organizations  in  the  state  in  1916, 
and  Dr.  Wilkins  encourages  us  to  look  for  an 
lieven  better  membership  in  1917. 


The  Nashville  Academy  of  Medicine  and  Da- 
vidson County  Medical  Society  held  its  annual 
election  on  the  evening  of  January  3,  the  follow- 
ing officers  having  been  chosen  at  that  time ; 
President,  Dr.  R.  L.  Jones ; Vice  President,  Dr. 
Howard  King;  Secretary-Treasurer,  Dr.  E.  M. 
Fuqua;  delegates  to  State  Association — Drs.  Ti- 
ll gert,  McCabe,  Dixon,  and  Robert  Caldwell ; alter- 
nates— Drs.  Kennon,  Orr,  Williamson,  and 
Tharp. 

After  the  election  of  officers,  a banquet  was 
spread  at  the  Tulane  Hotel  and  a general  good 
i time  was  had.  Four  speeches  were  made  after 
1 the  food  was  gone — exclusive  of  the  deliverances 
1 of  the  toastmaster;  and  everybody  agreed  that 
; none  worse  had  ever  been  heard — including  the 
deliverances  of  the  toastmaster. 

1 , 

I ' CHATTANOOGA  AND  HAMILTON 

I COUNTY, 

j The  Chattanooga  Academy  of  Medicine  and 
Hamilton  County  Medical  Society  held  its  an- 
nual election  on  December  1,  1916,  and  chose  the 
following  officers  for  1917 : President,  Dr.  H.  L. 
j Fancher;  Vice  President,  Dr.  John  B.  Steele; 
Secretary-Treasurer,  Dr.  H.  P.  Larimore;  Cen- 
sor, for  three  years.  Dr.  R.  B.  Wise.  Dr.  Lari- 
more and  Dr.  Wise  were  reelected,  each  of  them 
having  served  with  distinction  in  their  same  po- 


sitions for  several  years.  The  Hamilton  County 
Society  is  in  good  shape,  and,  with  the  “ hus- 
tlers ” who  are'  in  charge  of  affairs  for  1916  at 
work,  this  next  year  should  be  an  exceptionally 
good  year. 


MEMPHIS  AND  SHELBY  COUNTY 
MEDICAL  SOCIETY. 

At  the  annual  banquet  of  the  Memphis  and 
Shelby  County  Medical  Society,  held  at  the  Ho- 
tel Chisca  in  December,  1917  officers  were 
elected.  Dr.  W.  Britt  Burns  was  chosen  Presi- 
dent ; Dr.  W.  F.  Clary,  Vice  President ; Dr.  R. 
H.  Miller,  Secretary ; and  Dr.  Battle  Malone, 
Censor. 


SMITH  COUNTY. 

We  have  found,  after  three  years  of  associa- 
tion, that  when  there  is  anything  to  do.  Secretary 
Dr.  B.  J.  High,  of  the  Smith  County  Medical 
Society,  does  it.  Consequently  when  January 
1 came,  his  1917  report  came  with  it,  showing 
sixteen  members  paid  up  for  the  new  year.  Dr. 
High  reports  that  the  Smith  County  Society  has 
done  good  work  during  the  last  year,  and  that  the 
attendance  has  been  fine. 


QUININE  INJECTION. 

By  taking  proper  precautions  the  number  of 
cases  of  abscess  formation  and  necrosis  from  the 
injection  of  quinine  may  be  greatly  reduced,  but 
the  danger  of  their  occurrence  cannot  be  entirely 
eliminated.  For  this  reason  all  authorities  agree 
that  the  administration  of  quinine  by  injection 
should  be  confined  to  the  most  urgent  cases  of 
pernicious  malaria.  The  two  most  important 
precautions  are  that  the  injection  must  be  intra- 
muscular and  that  the  solution  should  be  dilute — 
not  stronger  than  ten  per  cent.  The  best  salts 
are  quinine  dihydrochloride  and  quinine  and 
urea  hydrochloride. — Journal  of  American  Med- 
ical Association,  December  30,  1916,  page  2030. 


It  is  dangerous  to  put  anything  into  the  mouth 
except  food  and  drink. 


Sanitary  instruction  is  even  more  important 
than  sanitary  legislation. 
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INTERNATIONAL  CLINICS.  Vol.  IV.-  Twenty- 
sixth  Series.  J.  B.  Lippincott  Company,  Philadelphia. 

A wide  range  of  subjects  is  covered  in  this  number 
of  this  widely  read  publication,  the  contributors  being 
distinguished  men  from  the  United  States,  England, 
France,  and  Russia.  This  is  the  Index  Number  of  the 
1916  series. 


THE  CLINICS  OF  JOHN  B.  MURPHY.  December, 

1916.  Edited  by  P.  G.  Skillern,  Jr.,  M.D.  W.  B. 

Saunders  Company,  Philadelphia. 

“ This  book  must  be  suspended,  because  its  soul  is 
gone.” 

This  is  the  last  number  of  Murphy’s  Clinics,  which 
was  begun  in  1912  and  which  has  gone  out  through  the 
surgical  world  every  second  month  since  that  time  to 
carry  the  teachings  of  the  great  surgeon  to  hundreds  of 
scientific  men  who  waited  for  its  coming. 

Though  this  last  number  has  much  of  the  usual  splen- 
did scientific  material  to  be  found  in  any  number  of  the 
Clinics,  its  chief  value  to  most  readers  will  be  found 
in  the  surgical  biography  and  in  the  splendid  tributes  to 
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Murphy  from  world-famous  cotemporaries.  Who  in 
medicine  delights  to  honor  success  and  who  regrets  the 
passing  of  a master  must  want  to  have  and  to  keep  this 
last  number  of  this  last  volume  of  Murphy’s  Clinics. 


BLOOD  PRESSURE.  From  the  Clinical  Standpoint. 
By  Francis  Ashley  Faught,  M.D.,  formerly  Instruc- 
tor in  Medicine  at  the  Medico-Chirurgical  College  of 
Philadelphia.  Second  edition.  W.  B.  Saunders  Com- 
pany, Philadelphia.  Cloth,  $3.25. 

This  volume  sets  forth  in  a clear,  concise  manner  the 
important  known  facts  concerning  blood  pressure.  The 
author  has  added  to  his  own  extensive  work  numerous 
references  to  the  results  of  investigations  of  others. 
The  chapters  devoted  to  a discussion  of  the  circulation 
and  its  relation  to  blood  pressure,  the  instruments  and 
technic  employed  in  making  observations,  are  well  ar- 
ranged and  deserve  especial  consideration  by  students 
and  practitioners  alike.  Much  space  has  been  well  given 
to  discussion  of  the  relation  of  blood  pressure  to  the 
various  medical  and  surgical  conditions  other  than 
cardiovenal.  Therapy  and  management  of  abnormal 
blood  pressures  are  fully  presented,  and  the  text  is  en- 
hanced by  numerous  graphic  charts  and  cuts. 

J.  AI.  L. 


NEW  ORLEANS  POLYCLINIC 

Graduate  School  of  Medicine,  Tulane  University  of  Louisiana 

Thirtieth  Annual  Session  opens  September  25,  1916,  and  closes  June  9,  1917 

Physicians  will  find  the  Polyclinic  an  excellent  means  for  posting 
themselves  upon  modern  progress  in  all  branches  of  medicine  and 
surgery.  The  specialties  are  fully  taught,  including  laboratory  and 
cadaveric  work.  For  further  information,  address 

CHARLES  CHASSAIGNAC,  M.  D.,  Dean 

NEW  ORLEANS  POLYCLINIC 

PosLOffice  Drawer  770  NEW  ORLEANS 

Tulane  also  offers  highest^cl ass  education  leading  to  degrees  in  Medicine,  Pharmacy,  Dentistry, 

Hygiene,  and  Tropical  Medicine 


THE  WATAUGA  SANITARIUM 


RIDGETOP.  TENNESSEE 


FOR  TUBERCULOSIS 
IN  ANY  F0RM= 

STAFF 

DR.  WM.  LITTERER 
DR.  W.  A.  BRYAN 
DR.  O.  N.  BRYAN 
DR.  O.  C.  SAVAGE 
DR.  J.  M.  KINO 
DR.  R.  BOYD  BOGLE 


Location  ideal,  elevation  1,000  feet;  buildings  modern;  hot  and  cold 
running  water;  lighted  with  gas;  perfect  sewage  and  excellent  water 
supply.  The  Sanitarium  operates  its  own  dairy  and  truck  farms  Tuber- 
culins and  vaccines  administered  in  suitable  cases.  Rates  very  reasonable. 

THE  WATAUGA  SANITARIUM, 

C.  A.  ROBERTSON,  M.  D.,  Director  RIDGETOP,  TENNESSEE 


X-ray  Diagnoai*.  Heliotherapy  Modified  after  Method  of  Rollier. 
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CONSERVATION  OF  OVARIAN 
INFLUENCE.* 


By  T.  D.  McKinney,  M.D., 
Nashville. 


“ Woman  is  woman  by  virtue  of  her  ovaries  ” 
-a  statement  made  by  Virchow  which  seems  no 
?ss  true  at  present  than  in  his  day.  However,  it 
light  now  be  changed,  in  view  of  present-day 
hysiological  facts,  to,  “ Woman  is  woman  by 
irtue  of  the  internal  secretions  of  her  ovaries.” 
dl  of  the  peculiarities  of  her  body  and  all  of  the 
eculiarities  of  her  mind — in  fact,  all  of  that 
roup  of  characteristics  known  as  “ feminine  at- 
dbutes  ” — are  developed  and  largely  maintained, 
iroughout  the  life  of  the  individual,  through  the 
ifluence  of  the  internal  secretions  of  the  ovaries. 
In  the  literature  which  I have  read  within  re- 
;nt  years  there  seems  to  be  too  little  attention 
liven  the  question  of  conservation  of  these  im- 
ortant  organs,  and  certainly  during  my  expe- 
ence  and  observation  I have  noticed  among  the 
reat  majority  of  operators  whose  work  I have 
;en  a very  marked  tendency  to  remove  too  many 
varies.  Oophorectomy,  as  practiced  by  Battey 
'pt  many  years  ago  for  the  relief  of  certain  ner- 
Dus  conditions  in  women  whose  ovaries  were 
erfectly  normal,  is  not  done  at  present — inten- 
onally,  at  least — in  women  under  forty  years  of 
^e,  showing  that  improvement  has  been  'made 
1 the  direction  of  conservation.  Still,  I feel  that 
e are  not  far  enough  away  from  the  old  Battey 
ea  yet.  J\Iy  opinion  on  this  question  is  based 
■irgely  on  the  results  of  gross  and  microscopic 
jcaminations  of  ovaries  removed  at  operations 
W sent  to  the  pathological  laboratory. 

! I ‘Read  at  the  meeting  of  the  Middle  Tennes.see  Medical 
-isociation  at  Franklin,  November,  1916. 

I 

j 


This  lack  of  conservation  is  due,  I think,  pri- 
marily to  the  fact  that  we  have  not  yet  learned 
how  to  grossly  differentiate  the  pathological  and 
nonpathological  ovaries  at  operation ; secondly, 
to  a lack  of  appreciation  of  the  importance  of 
their  internal  secretion ; and,  thirdly,  to  not  close- 
ly following  up  the  cases  of  oophorectomy.  The 
surgeon  often  sees  little  of  a large  proportion  of 
his  cases  after  operation.  The  practitioner  sees 
more  of  the  results,  and  often  in  these  cases  has 
to  contend  with  these  cripples  the  balance lof  their 
lives  in  a futile  attempt  to  react  them  from  a 
state  of  “ chronic  surgical  shock.” 

That  the  ovaries  furnish  an  internal  secretion 
is  now  an  established  fact,  being  conceded  by  all 
authorities.  Just  what  specific  portion  or  struc- 
ture in  the  ovary  furnishes  this  secretion  remains 
yet  unsettled.  It  is  impossible  in  a paper  of  this 
length  to  give  more  than  a brief  outline  of  some 
of  the  views  and  theories  regarding  the  origin 
and  action  of  this  secretion,  the  importance  of 
which  I wish  particularly  to  stress  in  this  paper. 
It  will  be  necessary  to  mention  first  something  of 
the  origin  and  morphology  of  the  ovary. 

The  more  recent  investigation  seems  to  indicate 
that  the  earliest  cells  of  the  ovary  exist  from  the 
earliest  stages  of  the  segmentation  of  the  ovum 
and  have  become  segregated  on  the  mesial  aspect 
of  the  Wolffian  body  by  migration  through  the 
mesentery.  They  appear  about  the  fifth  week 
of  foetal  life.  The  older  view  was  that  they  were 
formed  by  a metaplasia  of  the  mesothelium  al- 
ready existing  in  this  region.  These  primary 
cells  become  structurally  connected  with  their 
host  by  formation  and  ingrowth  of  blood  vessels, 
nerves,  and  less  differentiated  somatic  cells,  be- 
coming bound  together  in  a mass  or  viscus.  At 
this  stage  there  is  no  recognizable  differentiation 
of  sex.  John  G.  Clark’s  work  shows  that  the  ear- 
liest appreciable  indication  of  sex  is  in  the  differ- 
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ence  in  the  blood  supply  to  the  organ.  These 
primitive  cells  multiply  rapidly,  some  differenti- 
ating into  the  so-called  “ germinal  epithelium,” 
the  function  of  which  is  mainly  protective.  The 
remaining  cells,  by  ingrowths  of  connective  tis- 
sue and  blood  vessels  from  the  hilum,  become  ar- 
ranged into  columns  or  cords,  known  as  “ Pflu- 
ger’s  columns.”  These  cords  are  at  first  solid, 
but  later  become  tubular  and  sacculated,  consti- 
tuting the  parenchyma  of  the  organ.  In  the 
testicle  these  tubules  grow  downward  and  con- 
nect with  the  Wolffian  duct.  In  the  ovary  this 
connection  is  not  effected,  and  it  remains  in  the 
strictest  sense  a ductless  gland.  From  the  prim- 
itive germ  cells  all  the  parenchyma  of  the  ovary 
is  developed — the  ova,  follicle  cells,  and  many  in- 
terstitial cells  scattered  throughout  the  stroma. 
The  cells  destined  to  become  the  ova  increase  in 
size  rapidly  and  undergo  changes  in  the  distri- 
bution of  the  chromatin  in  its  nucleus.  Distinct 
follicle  formation  begins  about  the  fourth  month- 
in  the  deeper,  more  vascular  portion  of  the  ovary. 
Serial  sections  show  the  follicles  to  be  dilatations 
of  the  Pfluger’s  columns  above  mentioned.  In 
the  testicle  these  tubules  produce  the  spermato- 
cytes. 

It  is  estimated  that  the  number  of  ova  at  birth 
is  near  one  hundred  thousand,  all  having  under- 
gone these  phases  of  maturation  with  the  sur- 
rounding rapid-cell  mitosis  and  metabolism,  the 
whole  process  being  one  of  the  most  pronounced 
cellular  activity  in  the  life  history  of  the  ovary. 
During  this  great  activity  of  the  ovary,  sexual 
characters  become  definitely  determined.  For 
this  reason  some  authorities  believe  an  internal 
secretion  exists  even  now,  since  after  birth,  when 
the  ovary  is  comparatively  quiescent,  such  a har- 
mone  or  secretion  is  generally  admitted,  and  since 
at  puberty  the  secondary  sexual  characters  de- 
pend on  increased  activity  of  the  ovary  and  on 
internal  secretion. 

After  birth  no  one  doubts  the  existence  of  an 
internal  secretion,  and  all  agree  that  it  comes 
from  the  parenchyma  of  the  organ.  But  at  this 
point  authorities  divide,  some  believing,  as  a re- 
sult of  their  experimentation,  that  its  source  is 
from  the  follicle  apparatus;  others,  the  “inter- 
stitial glands”  (so  called),  which  exist  only  as 
scattered  cells  in  the  human  ovary,  but  are  plain- 
ly marked  as  cell  groups  in  some  animals,  as  the 
cat,  guinea  pig,  etc.  Others  believe  the  corpus 
luteum  to  play  the  greater  part  during  sexual  life. 


This  secretion  acts  on  general  metabolism,  anc 
controls  especially  nutrition,  growth,  and  activ 
ity  of  the  uterus.  The  quality  or  the  quantity  o'' 
the  secretion  varies  at  different  times,  and,  whei 
most  abundant,  brings  about  growth  and  hyper 
emia  of  the  uteri:s  or  menstruation.  This  pe 
riodic  increase  in  activity  is  generally  attributec 
to  the  lutein  cells  of  the  corpus  luteum,  whicl 
develops  from  the  lining  layer  of  the  follicle  afte 
its  ruptvme.  The  influence  of  this  body  seem 
to  prepare  the  uterus  for  the  ovum ; and  if  nida 
tion  occurs,  this  body  and  its  secretion  persist  ant  ; 
maintain  the  growth  and  nutrition  of  the  placent 
until  it  reaches  maturity.  The  retrogressive  an'' 
fibrotic  changes  which  the  placenta  undergoe  ' 
during  the  latter  months  of  pregnancy  correspon  j 
to  the  disappearance  of  the  lutein  cells. 

The  chemical  nature  of  these  active  substance 
is  not  yet  known.  The  corpus  luteum  contains  cei  i 
tain  luteins,  amorphous  and  crystalline  pigment' 
but  they  are  not  peculiar  to  the  ovary.  Certain  fei  i 
ments  and  lipoid  substances  have  been  foun<  f 
but  these  are  not  peculiar  to  the  ovar3^  TI 
great  difficulty  of  working  out  this  problei  i 
seems  to  be  the  close  chemical  and  physiologic;  J 
interrelationship  now  known  to  exist  between  tl  i 
secretions  of  all  ductless  glands.  The  who 
chain  is  so  interdependent  that  a vast  amount  c i 
experimentation  and  research  will  be  required  : 
clear  these  questions  and  give  us  light  on  th  i 
complex  subject.  The  loss  of  function  of  oi 
of  this  chain  permanently  disturbs  or  upsets  tl 
equilibrium  of  all. 

The  loss  of  the  ovary  means  loss  of  sex  infl  ; 
ence  and  the  grave  disturbances  of  metabolis'  , 
which  this  loss  signifies,  so  that  the  importance 
this  sex  organ  can  hardly  be  overestimate 
Though  its  removal  does  not  mean  the  loss 
life,  it  is  in  a sense  one  of  the  most  important 
the  whole  body ; for  not  only  is  it  the  prima  i 
organ  concerned  in  reproduction,  but  it  also  re 
Lilates  and  controls  the  complete  attainment  r 
development,  growth,  and  function  of  the  im 
vidual  herself,  so  perfecting  its  own  generatie. 
while  at  the  same  time  it  prepares  for  the  ne  . i 
Supreme  individuality  is  only  attained  throui 
its  influence,  and  without  it  this  attainment  ' ^ 
never  reached  and  the  individual  is  imperfi:  < 
and  incomplete.  A fact  too  often  forgotten^ 
that  its  continual  presence  is  essential  to 
maintenance  of  this  individual  or  sex  perfecti'i  ’ 
and  its  removal  or  disablement  even  after  maW  ; 
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rity  is  reached  leads  inevitably  to  descent  and 
retrogression.  From  this  we  can  better  under- 
stand sex  as  sex  influence — an  influence  exerted 
chiefly  by  the.  sexual  glands ; not  a single  definite 
impress  stamped  at  the  beginning  on  the  ovum  or 
embryo,  but  a continuous  influence  exerted  by 
this  gland  throughout  the  entire  life  of  the  indi- 
vidual. 

By  ovarian  transplantation  we  may  attempt  to 
restore  lost  or  impaired  ovarian  influence.  This 
procedure  has  been  so  successfully  carried  out 
that  conception  followed  it  in  one  case  reported 
by  Morris,  of  New  York.  This  ovary  was  trans- 
planted from  one  individual  to  another — hetero- 
plastic transplantation.  Uniformly  favorable  re- 
ports come  from  men  who  have  done  homoplas- 
tic transplantation.  In  accepting  Morris’  case, 
we  must  take  into  consideration  the  possibility  of 
accessory  ovaries  or  incomplete  removal  of  all 
ovarian  tissue,  as  cases  of  pregnancy  are  reported 
following  double  oophorectomy.  I will  quote  in 
abstract  the  conclusions  of  Martin  in  a recent 
review  of  the  question  of  ovarian  transplanta- 
tion ; “ The  procedure  is  simple  and  practical,  and 
can  be  successfully  carried  out  by  any  surgeon  of 
ordinary  ability  and  training.  The  ovary  must 
be  planted  in  a well-nourished  tissue ; only  small 
pieces  may  be  sufficient.  Homoplastic  cases  are 
much  more  successful  than  heteroplastic  on  ac- 
count of  an  individual  specificity  of  tissue  and 
blood.  This  may  later  be  obviated  by  means  of 
some  process  of  preparation  of  the  blood  of  the 
recipient  and  donor.”  In  homoplastic  transplan- 
tation, however,  there  are  only  a few  cases  in 
which  the  ovary  or  a portion  of  it  is  healthy 
enough  to  be  removed  and  engrafted  and  is  not 
healthy  enough  to  leave  alone. 

We- have  attempted  to  maintain  ovarian  influ- 
ence by  organotherapy,  the  beginning  of  which 
dates  back  to  1889,  when  Brown- Sequard  demon- 
strated the  action  of  testicular  extract.  The  an- 
cients, however,  gave  fresh  testicles  of  the  fox, 
liver  of  the  wolf,  and  lungs  of  the  deer  to  confer 
upon  the  recipient  the  characteristics  of  these  an- 
imals. Various  extracts  of  the  ovary  and  corpus 
luteum  have  recently  been  popularized  as  sub- 
stitutes in  ovarian  hypofunction  and  after  loss  of 
the  organ.  Good  results  are  generally  reported 
in  a fair  percentage  of  cases,  and  in  a small  per 
cent  the  results  are  almost  miraculous.  Bad 
effects  are  rarely  seen.  Burman,  of  Baltimore, 
reports  a high  percentage  of  good  results  from 


its  use  in  cases  of  ovarian  hypofunction  and  fol- 
lowing ovariotomies.  I believe  this  field  of  ther- 
apy offers  much  when  we  have  learned  more  of 
the  nature  of  the  active  principle  of  these  organs 
and  better  methods  of  extraction,  preparation, 
dosage,  etc. 

The  natural  and  proper  conservation  of  the 
ovary,  however,  consists  in  leaving  it  alone.  I 
think  we  cannot  too  strongly  insist  upon  this,  es- 
pecially in  women  who  have  not  reached  the 
menopause.  Malignancy,  of  course,  stands  in  a 
class  by  itself.  It  more  often  affects  both  ova- 
ries ; but,  fortunately,  it  occurs  more  frequently 
in  middle  and  old  age,  when  destruction  is  not  so 
disastrous.  In  innocent  growths  the  opposite 
ovary  is  to  be  relied  upon.  Where  both  are  in- 
volved by  innocent  growths,  a portion  of  one  can 
nearly  always  be  left. 

Infections  constitute  the  great  number  of  cases 
of  ovarian  surgery.  Here  each  case  must  be 
considered  separately.  It  is  in  these  cases  that 
too  often  the  determining  factor  is  the  habit  of 
the  operator.  Here  I think  we  should  bear  in 
mind  that  ovaries  involved  in  the  inflammatory 
process  may  resolute  and  return  to  normal,  or  as 
nearly  so  as  other  organs  of  the  body  do.  In 
acute  and  subacute  inflammatory  processes  they 
should  practically  always  be  left  in.  Of  course 
the  acute  case  is  rarely  operated  upon,  except  in 
instances  of  mistaken  diagnoses.  The  subacute 
'Stage  includes  the  greater  number  of  so-called 
“ chronic  pus-tube  ” cases  which  are  cause  for  the 
great  majority  of  operations  in  the  pelvis  for  in- 
flammatory conditions  and  removal  often  of  both 
ovaries.  Sections  of  many  of  these  ovaries  ap- 
pear absolutely  normal,  except  for  possibly  slight 
exudate  on  the  surface.  The  condition  of  “ fibro- 
cystic ” or  “ sclerotic  ” ovary  is  a common  cause 
for  their  removal.  Cyst  formation  and  scar-tis- 
sue development  are  natural  processes  in  these 
organs.  Each  month  several  follicles  may  de- 
velop almost  to  the  point  of  rupture ; but  usually 
only  one  ruptures,  the  others  undergoing  atresia, 
with  absorption  of  the  ovum  and  quite  often  re- 
tention of  fluid ; so  that  multiple  simple  cyst  for- 
mation could  almost  be  considered  a normal 
physiological  process  in  the  ovary.  The  same  is 
true  of  the  fibrous  tissue  replacement  of  the  rup- 
tured follicle  each  month.  In  some  cases  these 
processes  may  be  exaggerated  to  the  point  of  be- 
ing pathological,  but  often  these  conditions  are 
simply  the  results  of  wear  and  tear  of  ovulation. 
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It  seems  that  resection  of  the  more  cystic  and 
fibrotic  portions  should  be  the  method  of  dealing 
with  these  conditions.  Here  microscopic  sections 
usually  show  distinct  evidences  of  functionation. 
In  dysmenorrhea  the  ovaries  are  rarely  at  fault ; 
it  is  usually  the  uterus.  In  extreme  cases,  better 
remove  the  uterus  and  leave  the  ovary. 

Unfortunately,  conservation  is  most  often 
practiced  in  the  young  women,  where  the  same 
apparent  pathology^  is  so  much  more  apt  to  mean 
actual  pathology,  which  should  be  removed.  This 
fact  may  often  account  for  some  of  the  bad  re- 
sults coming  from  its  practice.  I realize  that 
conservative  surgery  of  the  ovary  is  still  in  its 
developmental  stage;  and  as  the  more  of.  this 
work  is  done  and  studied  from  a pathological  and 
physiological  standpoint  and  remote  results  re- 
corded, we  shall  be  able  to  determine  more  accu- 
rately its  limitations  and  be  able  to  say  in  what 
conditions  it  is  indicated  and  in  what  conditions 
it  is  not  advisable. 


A PLEA  FOR  THE  EARLY  RECOGNITION 
‘ AND  TREAT.AIENT  OF  HYPER- 
THYROIDISAL* 

By  J.  a.  Crisler,  M.D.,  and  E.  J.  Johnson,  AI.D., 
Memphis. 

Goiters,  like  appendicitis,  are  generally  first 
seen  by  the  patient’s  family  physician,  and  it  is 
upon  his  advice  that  the  case  rests.  The  respon- 
sibility also  rests  upon  him,  as  does  all  of  the  mul- 
tiplicity of  human  ills  and  ailments.  He  is  a 
kaleidoscope  compared  with  the  members  of  all 
other  professions.  He  must  know  at  once  what 
ails  the  infant  born  with  a tumor  in  its  pyloric 
outlet,  and  be  able  to  tell  why  all  of  the  milk 
taken  into  the  stomach  is  ejected,  and  to  explain 
the  complex  symptomatology  of  inanition.  He 
must  be  able,  in  fact,  to  answer  at  once  for  all 
the  symptoms  of  disease  which  is  common 
throughout  the  seven  ages  of  man.  He  must 
recognize  all  the  precancerous  stages  that  affect 
all  parts  of  the  human  body,  and,  in  the  remoter 
sections  of  our  country,  he  is  supposed  to  make 
the  baby  cut  its  teetb,  as  well  as  to  pull  the  teeth 
of  his  patrons.  Alany  times  he  is  called  upon  to 
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not  alone  officiate  at  the  death  bedside,  but  at  the 
graveside  as  well.  He  is  dentist,  priest,  and 
preacher,  and  a Doctor  Complex,  who  must  know 
all  things  and  know  them  well.  He  is  everything 
but  a specialist ; but,  in  truth,  he  is  a specialist  in 
everything. 

The  title  of  this  paper  had  best  been  called  “A 
Message  to  the  Eamily  Doctor  Concerning 
Goiters ; ” and  what  we  have  to  say  will  con- 
cern only  the  family  doctor,  in  a material  sense, 
and,  at  least,  it  will  help  to  lighten  his  responsi- 
bilities concerning  goiters,  if,  indeed,  it  does  not 
lighten  his  burdens.  It  is  our  aim,  therefore,  to 
simplify  the  subject  of  goiters  for  his  benefit,  his 
criticism,  and  his  consideration  only. 

So  much  has  been  written  concerning  goiter 
and  its  various  phases  during  the  past  five  years 
until  the  specialist  alone  is  barely  capable  of  en- 
compassing the  never-ending  and  ever-enlarging 
subject,  because  of  tbe  frequent  changes  and 
great  variance  and  different  angles  of  observa- 
tion taken  by  numerous  writers.  The  situation 
may  have  been  clarified  to  the  satisfaction  of  the 
surgeon  specialist,  “ but  the  waters  have  been 
hopelessly  muddied  ” in  so  far  as  the  busy,  gen- 
eral country  practitioner  is  concerned.  Ever 
since  the  disease  became  a recognized  patholog- 
ical entity  by  Parry,  Graves,  and  Von  Basedow, 
other  writers  have  followed  with  their  ever- 
changing  views,  until  the  present  chaotic  specta- 
cle has  been  brought  face  to  face  with  the  general 
practitioner.  He  has  been  led  to  believe  that  all 
goiters  are  dangerous  surgical  risks,  and  that  op- 
erations done  for  their  relief  are  most  hazardous 
undertakings.  Both  of  these  propositions  are  ut- 
terly false.  On  the  contrary,  almost  all  goiters 
are  good  surgical  risks,  and  in  opportune  cases 
there  should  be  practically  no  mortality.  If  this 
is  true,  where  should  the  responsibility  rest?  It 
should  surely  rest  upon  the  surgeon  specialist, 
whose  duty  it  should  be  to  pass  judgment  upon 
all  goiters  first  and  finally.  Those  cases  that 
show  an  active  or  a beginning  or  even  a poten- 
tial hyperthyroidism  should  remain  in  the  hands 
of  the  surgeon,  for  there  is  no  curative  medical 
treatment  for  them. 

Instead  of  classifying  goiters,  as  it  is  now  al- 
most correctly  done  in  the  large  surgical  centers, 
for  the  benefit  of  pathologists  and  surgeons,  per- 
mit us  to  offer  the  following  classification  for  the' 
benefit  of  the  general  practitioner ; V 1 

Goiters  are  of  two  kinds — simple  and  serious.! 
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I The  simple  kind  is  seen  in  young  girls  merging 
into  active  menstrual  life  and  in  pregnant  women. 
All  of  the  others  are  the  serious  kind — that  is  to 
say,  they  are  either  potentially  or  actually  serious. 
The  least  harmful  of  the  serious  class  are  prob- 
ably the  large,  knotty,  soft,  adenomatous,  colloid, 
and  cystic  types ; and  even  in  these  types,  whose 
greatest  evil  may  appear  to  be  only  in  the  de- 
formity presented  and  in  certain  pressure  symp- 
toms, cancer  is  not  an  infrequent  invader,  on  the 
one  hand,  while,  on  the  other  hand,  a profound 
thyrotoxicosis  may  intervene  without  much  warn- 
ing and  do  irreparable  damage.  All  goiters  des- 
ignated above  as  “ serious  ” are  at  once  strictly 
surgical  and  are  never  medical. 

The  X-ray  man  will  dispute  this,  and  here  and 
there  some  practitioner  will  bring  himself  to  be- 
lieve that  he  has  cured  goiters  of  this  class  with 
certain  forms  of  drugs.  It  is  within  the  range  of 
probability  that  some  goiters  have  disappeared 
with  or  without  drugs.  This  is  especially  true 
when  the  simple  thyroenlargements  are  in  very 
young  women  and  in  pregnant  women.  In  the 
use  of  X-ray  treatment  of  goiter  much  is  yet  to 
be  learned.  Many  disastrous  results  have  oc- 
curred, however,  from  this  form  of  treatment. 
Especially  is  this  true  in  cases  where  the  entire 
thyroid  gland  has  ceased  to  functionate  and  a 
condition  of  myxsedema  ensued,  which  has  ren- 
dered the  patient’s  last  state  worse  than  the  first. 
That  X ray  has  been  successfully  used  to  tem- 
porarily stop  the  ravages  of  hyperthyroidism  can- 
not be  disputed,  but  an  invariable  return  of  all 
the  symptoms  within  a year  or  two  has  been  re- 
ported from  the  greater  surgical  centers.  The 
serums  have  certainly  been  a failure. 

The  recognition  of  a beginning  hyperthyroid- 
ism is  in  many  cases  a most  difficult  problem  and 
a particularly  serious  one,  because  we  must  re- 
member that  the  damages  wrought  by  hyper- 
thyroidism frequently  occur  before  the  presence 
of  thyroenlargement.  We  should  put  behind  us 
all  the  classical  symptoms  and  signs  of  Graves’ 
disease  except  tachycardia  and  tremor.  We,  for 
the  present,  should  forget  Stellwag’s  sign  and 
Von  Graefes’  and  all  the  others,  including  espe- 
cially exophthalmos,  or  bulging  of  the  eyes.  This 
is  a signboard  whose  finger  points  to  danger — 
not  the  danger  that  is  to  come,  but  what  has  been 
and  is.  When  exophthalmos  occurs,  the  heart 
and  kidneys  and  many  other  important  organs 
have  been  more  or  less  permanently  crippled. 


The  word  “ exophthalmic  ” goiter  should  be 
stricken  from  the  vocabulary,  for  it  does  not 
express  a diagnosis.  It  is  a signboard  by  which 
we  read  the  words  “ lack  of  early  diagnosis,”  and 
is  a distinct  reflection  upon  the  medical  adviser 
in  any  case. 

In  so  short  a paper  we  will  have  to  pass  on  to 
our  subject,  “ Hyperthyroidism,”  or  hypersecre- 
tion, or  thyrotoxicosis,  or  acute  malignant  goiters, 
or  whatever  name  you  wish  to  give  a condition 
wherein  the  thyroid  gland  has  become  more  or 
less  suddenly  active,  throwing  an  unusual 
amount  of  its  secretion  into  the  system,  which, 
in  turn,  leads  to,  first,  a rapid  pulse  rate,  then 
nervousness  and  tremor  and  muscular  weakness, 
and,  later  on,  concurrent  with  these  symptoms,  a 
thyroenlargement  of  one  or  both  lobes.  And  then 
come  your  various  signs  and  symptoms,  which 
may  or  may  not  include  exophthalmos,  before  the 
patient  dies.  Let  us  say,  for  an  example,  that 
you  see  a patient,  man  or  woman  (most  frequent- 
ly women),  with  a pulse  running  around  120, 
with  little  or  no  temperature,  with  no  dyspnea 
nor  valvular  heart  lesions,  with  or  without  thyro- 
enlargement. The  very  first  thing  to  suspect  is 
beginning  hyperthyroidism.  If  this  case  is 
watched,  in  a few  days  we  may  have  the  tremor 
and  nervousness,  sleeplessness,  excitability,  indi- 
gestion, muscular  weakness,  perhaps  sweating, 
and  even  in  some  cases  diarrhea.  With  these 
symptoms  present,  and  in  many  cases  these  are 
practically  all  the  symptoms  you  will  see,  the 
case  is  already  well  on  the  road  toward  destruc- 
tion of  vital  organs  ; and  unless  something  is  done 
quickly  and  positively,  enlargement  and  dilatation 
of  the  heart,  serious  kidney  and  liver  changes, 
together  with  changes  in  some  or  all  of  the  duct- 
less glands,  especially  the  thymus  and  suprarenals, 
may  rapidly  take  place. 

The  treatment  at  once  in  such  conditions  is, 
first,  surgical.  If  too  many  serious  lesions  have 
occurred  as  the  result  of  the  toxemia,  absolute 
rest  and  then  surgical  treatment  should  be  insti- 
tuted. We  have  no  more  justification  to  dally 
with  these  cases  than  we  have  to  relegate  cases 
of  gangrenous  appendicitis  to  medical  treatment. 
Variations  from  this  rule  spell  criminal  neglect 
and  malpractice,  all  of  which  mark  the  charlatan 
and  the  quack,  under  which  category  no  clean, 
honorable  doctor  desires  to  be  assigned.  Ex- 
cept in  cancerous  and  sarcomatous  thyroids  and 
those  situated  deeply  behind  the  breast  bone,  the 
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actual  surgical  technic  is  as  simple  and  as  easy 
as  that  of  any  other  everyday  operation.  In 
hyperthyroidism,  however,  with  a crippled  heart 
and  concomitant  derangements  in  every  other  or- 
gan from  the  toes  to  the  brain,  the  matter  of  sur- 
gery in  such  advanced  cases  becomes  more  of  a 
question  of  judgment  than  one  of  technic.  Pro- 
longed rest  is  advisable,  on  the  one  hand,  while, 
on  the  other,  the  toxines  are  putting  in  their 
deadly  and  irreparable  work.  So  this  is  a ques- 
tion to  be  settled,  although  it  is  generally  settled 
in  favor  of  the  period  of  rest  rather  than  an  im- 
mediate surgical  operation,  which  the  patient 
perhaps  could  not  withstand. 

We  will  not  go  deeply  into  the  matter  of  sur- 
gical technic,  except  to  say  that  in  many  of  these 
advanced  cases  we  sometimes  tie  one  or  the  other 
thyroid  arteries,  usually  the  superior,  and  wait  a 
week  or  ten  days  and  tie  the  other  one ; and  then 
when  the  secretion  has  been  thus  minimized  and 
the  patient’s  physical  condition,  including  the 
heart’s  action,  has  been  benefited,  the  operation 
of  removal  of  the  affected  lobe  can  be  safely  at- 
tempted. For  our  own  part,  we  do  all  this  work 
under  a mixed  form  of  anaesthesia — that  is  to 
say,  we  give  the  patient  a hypodermic  one  hour 
before  the  operation  which  contains  one-quarter 
grain  morphine  and  one-hundredth  of  a grain  of 
hyoscine.  This  “ dopes  ” and  obtunds  the  nervous 
sensibilities,  so  that  we  are  now  enabled  to  pro- 
ceed with  the  operation  by  the  free  use  of  novo- 
cain, of  which  drug  we  use  a two-per-cent  solu- 
tion. 

We  have  operated  upon  quite  a number  of 
these  advanced  cases  by  this  method,  and  we 
firmly  believe  that  many  of  them  could  not  have 
been  carried  safely  through  by  any  of  the  inhala- 
tion anaesthetics  commonly  used  in  the  great  sur- 
gical centers.  It  is  true  that  it  takes  a little 
longer,  which  fact  of  itself  will  render  this 
method  unpopular.  It  is  also  true  that  it  is  much 
harder  on  the  surgeon,  because  he  is  constantly 
alert  to  the  slightest  pain,  and  he  must  at  all  times 
be  most  resjoectful  of  tissues  so  as  to  handle 
them  gently  and  tenderly.  Otherwise  the  pain 
would  arouse  the  patient  and  make  the  operation 
by  this  method  impracticable.  However,  after 
all,  it  is  the  patient’s  life  that  we  are  trying  to 
save,  and  our  discomfort  and  hardship  should  not 
weigh  heavily  in  the  face  of  this. 

In  conclusion,  let  us  again  call  your  attention 
to  the  fact  that  a rapid  heart  action  for  which 


no  cause  can  be  assigned  is  usually  a forerunner 
of  a violent  hyperthyroidism.  While  nobody 
knows  the  cause  of  goiter,  and  while  it  may  come 
from  contaminated  water,  as  has  been  shown  by 
some  localities  where  the  disease  was  endemic, 
in  many  of  these  cases  of  hyperthyroidism  you 
can  trace  the  nervous  element  of  shock  or  great 
mental  anguish  as  a very  strong  predisposing  fac- 
tor which  must  be  carefully  considered.  Again 
let  us  admonish  the  overworked  general  practi- 
tioner to  observe  these  early  symptoms  carefully 
and  conscientiously  and  not  pass  them  by  idly 
and  as  merely  symptoms  of  hysteria,  but  to  give 
them  the  closest  scrutiny  and  focus  upon  them  his 
wonderful  diagnostic  acumen.  When  this  is 
done,  life  will  be  spared  and  health  restored  be- 
fore permanent  lesions  upon  important  organs 
have  been  manifested. 


ACUTE  MIDDLE-EAR  TROUBLES.* 

By  Walter  Dotson,  M.D., 

Lebanon. 

Acute  middle-ear  troubles  are  the  ones  that 
give  the  general  practitioner  and  family  physician 
the  most  concern,  and  are,  perhaps,  less  under- 
stood by  them  than  any  of  the  acute  troubles 
which  they  are  so  often  called  on  to  relieve. 

The  diagnosis  we  so  often  hear  of  being  made 
is  almost  invariably  “ earache  ” or  “ risings  in  the 
head.” 

The  treatment  prescribed  for  earache  is  laud- 
anum and  sweet  oil  poured  into  the  ear.  while 
that  for  “ risings  in  the  head  ” is  hydrogen  per- 
oxide and  water  forced  into  the  ear  with  a small 
syringe.  Both  of  these  treatments  I want  to  con- 
demn with  all  my  powers  of  condemnation. 
They  are  not  only  useless,  but  are  harmful,  and 
the  last  named  (peroxide  and  water  forced  into 
the  ear  with  a syringe)  is  dangerous.  These 
dangers  will  be  discussed  later  on  in  this  paper. 

It  is  my  purpose  to  here  discuss  acute  middle- 
ear  troubles  in  as  simple,  everyday,  practical  way 
as  possible ; therefore  I shall  only  consider  the 
two  most  common  and  important  diseases  of  the 
middle  car.  Both  of  these  diseases  are  inflam- 
matory and  involve  the  mucous  lining  of  the 

♦Read  before  the  Section  on  Eye.  Ear,  Nose,  and  Throat  at 
the  annual  meeting:  of  the  Tennessee  State  Medical  Associ- 
ation. Knoxville,  April,  191G. 


February,  1917. 


ACUTE  MIDDLE-EAR  TROUBLES. 


391 


middle-ear  cavity,  and  are,  therefore,  acute  otitis 
media ; but  as  the  pathology,  symptoms,  and 
treatment  are  different,  we  will  also  draw  a line 
of  differential  diagnosis  between  acute  catarrhal 
otitis  media  and  acute  suppurative  otitis  media. 

The  drainage  canal  of  the  middle  ear,  which  is 
also  the  air  passage  to  it,  is  through  the  only 
natural  opening  connecting  the  middle-ear  cav- 
ity with  the  outside  world,  the  Eustachian  tube. 
The  one  Eustachian  tube  to  each  ear  opens  into 
the  nasopharynx  on  either  side,  behind  and 
above  the  posterior  pillar  of  the  throat.  So  long 
as  these  Eustachian  tubes  are  open,  affording 
drainage  to  the  contents  of  the  middle-ear  cav- 
ity and  permitting  the  proper  circulation  of  air 
through  the  tubes  and  tympanic  cavity,  and  the 
nose  and  throat  are  normal,  especially  the  naso- 
pharynx, we  will  not  have  acute  middle-ear  trou- 
bles. 

We  know  now  that  practically  all  acute  middle- 
ear  troubles  have  their  beginning  in  the  nose  or 
throat  or  nasopharynx.  The  mucous  membrane 
of  the  Eustachian  tube,  being  continuous  at  its 
orifice  with  the  mucous  membrane  of  the  naso- 
pharynx, receives  and  transmits  the  inflamma- 
tion starting  in  the  nasopharynx  along  its  canal 
to  the  cavity  of  the  middle  ear  by  continuity 
along  the  same  continuous  mucous  membrane. 
This  inflammation  which  starts  in  the  throat  and 
travels  up  through  the  Eustachian  tubes  varies  in 
intensity  and  degree,  as  well  as  the  various  germs 
which  produce  it.  It  varies  from  the  simplest 
form  of  a catarrhal  inflammation  which  causes 
the  mucous  membrane  of  the  tube  to  swell,  clos- 
ing its  lumen,  thereby  preventing  drainage  of  the 
tympanic  cavity.  This  condition  produces  tin- 
nitus, unnatural  or  “ head  ” noises,  decreased 
hearing,  and  a blocky  or  stuffy  feeling  in  the  ear, 
as  if  there  were  an  obstruction  in  the  external 
auditory  canal.  Should  this  simple  catarrhal  in- 
flammation extend  through  the  tube  and  involve 
the  mucous  membrane  of  the  middle  ear,  causing 
it  to  swell  and  so  decreasing  the  size  of  the  cav- 
ity of  the  middle  ear,  and  at  the  same  time  the 
amount  of  mucus  and  serum  secreted  by  this 
membrane  is  increased  and  its  drainage  ob- 
structed by  the  swelling  of  the  mucous  mem- 
brane of  the  Eustachian  tube,  then  we  have  a 
plain  and  typical  case  of  acute  catarrhal  otitis 
media,  with  an  earache  from  this  increased  pres- 
sure. This  pressure  earache  may  be  severe,  as 
this  excess  of  fluid  in  the  tympanic  cavity  pressing 


against  the  drumhead  causes  a bulging  of  the  en- 
tire drum  membrane.  The  cavity  of  the  middle 
ear  is  decreased,  due  to  the  swelling  of  its  mu- 
cous membrane  ; the  secretion  of  the  middle  ear  is 
increased,  due  to  the  inflammatory  action ; and 
the  drainage  of  the  middle  ear  is  obstructed  by 
the  swollen  mucous  membrane  in  the  lumen  of 
the  Eustachian  tube.  This  causes  pressure — 
sometimes  extreme  pressure — on  the  entire  cav- 
ity of  the  middle  ear,  producing  a bulging  out  of 
the  drum  membrane,  which  is  the  weakest  part 
of  the  tympanic  wall.  This  bulging  out  of  the 
drum  membrane  is  differentiated  from  the 
“ pointing  ” of  some  place  of  the  drum  mem- 
brane in  acute  suppurative  otitis  media  by  noting 
that  in  the  pressure  form  the  entire  membrane  is 
bulged  out.  On  close  inspection  with  a good 
light  we  may  be  able  to  see  the  fluid  in  the  mid- 
dle ear  through  the  drum  membrane  and  to  note 
the  amount  by  its  surface  line.  Change  the  posi- 
tion of  the  head  and  note  the  surface  line  change, 
or  inflate  the  middle  ear  through  the  Eustachian 
catheter  and  note  the  air  bubbles  through  the 
fluid  in  the  middle  ear  by  watching  the  ear  while 
an  assistant  inflates  the  tympanic  cavity. 

Acute  suppurative  otitis  media  is  produced  in 
the  same  way  as  the  catarrhal  form,  except  that 
the  inflammation  is  a septic  or  infectious  inflam- 
mation and  does  not  always  travel  up  the  mu- 
cous membrane  of  the  Eustachian  tube  by  con- 
tinuity, but  is  more  commonly  forced  direct 
through  the  lumen  of  the  tube  into  the  middle- 
ear  cavity. 

The  cause  of  this  is  usually  one  of  the  acute 
infections  of  the  throat.  Naming  the  most  com- 
mon causes  in  the  order  of  frequency  of  produc- 
tion, I would  head  the  list  with  adenoids,  and, 
next,  diseased  tonsils,  and  then  follow  with  la 
grippe,  measles,  scarlet  fever,  pertussis,  and 
diphtheria. 

It  was  thought  for  a long  time  that  one  or  the 
other  of  these  infectious  diseases  was  nearly  al- 
ways guilty,  but  we  now  know  that  adenoids  and 
diseased  tonsils  cause  many  cases  of  otitis  media 
where  no  other  cause  can  be  associated  with 
them ; and  even  when  we  have  other  causes,  such 
as  one  of  the  acute  infectious  diseases,  we  can 
rarely  eliminate  adenoids  and  tonsils  as  a con- 
tributing factor,  as  they  are  usually  present  in 
children. 

In  naming  the  symptoms  of  either  of  the  acute 
middle-ear  troubles,  pain  is  the  first  symptom. 
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Pain  in  the  ear,  called  “ earache,”  is  the  symp- 
tom that  causes  the  patient  to  seek  relief.  Pain 
is  the  most  prominent  subjective  symptom  of 
both  forms ; but  in  the  suppurative  form  the 
pain  is  more  severe,  lancinating,  and  will  be  de- 
scribed as  a throbbing  pain  ; while  in  the  catarrhal 
form  the  pain  is  a heavy,  dull,  continuous  pres- 
sure pain. 

In  the  suppurative  form  the  temperature  will 
be  elevated  from  101  to  103,  and  the  patients 
have  the  appearance  of  being  very  sick.  They 
will  give  a history  of  having  one  of  the  acute  in- 
fectious diseases,  as  tonsilitis  or  la  grippe,  pre- 
ceding the  ear  trouble ; while  in  the  catarrhal 
form  they  usually  give  a history  of  an  acute  cold 
and  sore  throat  preceding  the  pressure  earache. 

To  differentiate  between  these  two  forms  of 
acute  otitis  media,  we  take  into  consideration  the 
history  and  duration  of  the  preceding  illness,  the 
amount  of  the  temperature,  and  the  severity  of 
the  pain ; but  the  dependence  of  correctly  differ- 
entiating the  two  must  be  our  own  inspection, 
with  a good  light  focused  by  a head  mirror  on  the 
drum  membrane. 

Treatment. — The  treatment  can  be  named  for 
both  forms  of  acute  otitis  media  with  one  word — 
drainage.  While  there  are  different  methods  of 
procuring  drainage  of  the  tympanic  cavity,  some 
method  of  drainage  should  alzvays  be  done  at 
once. 

If  we  are  sure  that  we  are  dealing  with  a case 
of  acute  catarrhal  otitis  media,  we  can  secure 
drainage  by  one  of  three  ways — viz. : ( 1 ) By 
incision  through  the  drum  membrane,  (2)  by  ap- 
plying medicated  tampons  to  the  drum  membrane 
to  produce  an  exosmosis  of  the  liquid  contents 
of  the  middle-ear  cavity,  and  (3)  by  catheteriza- 
tion of  the  Eustachian  tubes  and  forcing  com- 
pressed air  into  the  tympanic  cavity  to  exj^el  the 
liquid  contents,  or  by  alternating  compression 
with  suction  through  the  catheter. 

When  the  case  is  one  of  acute  suppurative 
otitis  media,  or  even  when  we  are  in  doubt  as  to 
which  form  we  have,  then  there  is  only  one 
means  of  procuring  proper  drainage,  and  that 
is  by  a long,  clean,  curved  incision  through  the 
drumhead. 

I want  to  condemn  a small  or  simple  puncture 
of  the  drum  membrane.  Paracentesis  of  the 
drum  membrane  is  not  sufficient.  It  does  not 
give  ample  drainage,  and  is  neither  safe  nor  sane 
surgery,  d'he  incision  should  begin  at  the  up- 


per part  of  the  bulging  point  and  be  curved 
through  it  down  to  the  lowest  point  of  the  mem- 
brane, cutting  down  into  the  cartilaginous  ring 
of  its  insertion.  After  making  a free  incision,  I 
insert  a gauze  wick  drain  into  the  incision  and 
fold  this  loosely  (not  pack  it)  in  the  external 
auditory  canal,  leaving  the  other  free  end  on  the 
outside  of  the  canal,  and  the  dressing  is  com- 
pleted by  a pad  of  absorbent  cotton.  This  cot- 
ton pad  can  be  changed  by  the  patient  as  often  as 
it  becomes  soiled.  I remove  the  wick  drain,  wipe 
the  ear  clean,  and  replace  with  a new  wick  every 
twenty-four  to  forty-eight  hours,  according  to 
the  amount  of  drainage  and  temperature  and 
pain.  By  this  incision  and  drainage  method  we 
can  cure,  I believe,  ninety  to  ninety-five  per  cent 
of  cases  without  doing  a mastoid  operation. 

Drainage  by  incision  should  be  made  early  and 
free,  not  only  for  the  relief  of  pain  and  pres- 
sure and  to  empty  the  tympanic  cavity  of  its  pur- 
ulent contents,  but  to  prevent,  if  possible,  an 
acute  mastoiditis,  which,  as  we  all  knowq  is  a 
very  common  complication  of  acute  otitis  media. 
We  can  also  drain  the  mastoid  antrum,  if  it  alone 
is  involved  in  the  acute  mastoiditis,  by  a free  in- 
cision through  the  drum  membrane. 

To  permit  a child  to  suffer  with  acute  suppu- 
rative otitis  media  until  the  pus  has  migrated  into 
the  mastoid  antrum,  producing  an  acute  mas- 
toiditis, without  an  effort  at  drainage,  I believe, 
is  criminal  neglect.  To  permit  or  encourage,  by 
delay  and  poultices,  the  drum  membrane  to 
“ break  ” itself  should  also  be  considered  crimi- 
nal negligence. 

Nature  rarely  does  a good  job  opening  a drum 
membrane,  as  the  perforation  is  usually  small, 
round,  triangular,  or  irregular  in  shape,  and  is 
commonly  located  centrally  or  high  in  the  mem- 
brane. True,  when  the  perforation  occurs  the 
patient  becomes  easy  and  quiet,  as  the  pain  and 
pressure  are  relieved  temporarily,  and  the  patient 
believes  himself  well ; but  after  a short  time,  if 
the  opening  is  small  and  located  very  high,  the 
pain,  with  all  other  symptoms,  returns,  perhaps 
greater  than  at  first,  with  accompanying  mas- 
toiditis. But  should  the  perforation  be  large  and 
more  central  in  location,  the  case  will  continue, 
with  partial  drainage  and  with  enough  residual 
])us  to  become  cbronic,  with  all  its  attendant  dan- 
gers and  complications.  For  this  class  of  neg- 
lected cases  which  are  permitted  to  “ break  ” 
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themselves  to  get  well  is  the  exception  and  not 
the  rule. 

I want  to  condemn  the  use  of  laudanum  and 
sweet  oil  in  the  ear,  as  the  laudanum  colors  and 
“ gums  up  ” the  drum  membrane,  thereby  pre- 
venting a natural  inspection  of  the  field  and  ren- 
dering a correct  diagnosis  more  difficult.  I also 
want  to  condemn  the  indiscriminate  use  of  hydro- 
gen peroxide  in  an  ear  that  is  discharging  pus. 
The  fluid  peroxide  will  gravitate  through  the 
perforation  in  the  drum  membrane ; and  as  it 
comes  in  contact  with  pus  in  the  middle-ear  cav- 
ity, gas  will  be  formed  faster  in  this  cavity  than 
the  small  perforation  will  permit  its  escape,  and 
its  dissecting  capacity  will  sometimes  take  it 
through  into  the  mastoid  antrum,  carrying  puru- 
lent material  with  it,  and  produce  a good,  ripe 
mastoid  abscess. 

The  treatment  of  no  case  is  complete  until 
the  principal  cause  has  been  thoroughly  removed ; 
and  as  we  find  adenoids  or  diseased  tonsils,  or 
both,  the  greatest  cause  of  acute  middle-ear  trou- 
bles, alzvays  remove  them  completely. 


DISCUSSION  ON  THE  PAPER  OF 
DR.  DOTSON. 

Dr.  E.  C.  Ellett,  Memphis : I do  not  see  why  there 
should  be  all  this  bother  about  trying  to  differentiate 
between  acute  catarrhal  and  an  acute  purulent  process 
of  the  middle  ear.  They  are  about  the  same.  They 
give  rise  to  pain,  fever,  or  both,  and  are  treated  in  the 
same  way.  They  run  the  same  course.  One  is  as  apt 
to  get  well  without  further  trouble  as  the  other.  After 
narrating  very  fine  points  of  distinction.  Dr.  Dotson 
stopped.  He  said  that  you  tell  the  condition  by  look- 
ing at  the  drum.  What  do  you  see  in  the  drum  that 
will  lead  you  to  distinguish  what  is  catarrhal  and  what 
is  purulent? 

I doubt  very  much  if  Dr.  Dotson  has  ever  succeeded 
in  introducing  a gauze  drain  through  the  opening  in  the 
drum.  He  may  think  he  does ; but  I do  not  believe  he 
really  does  that,  and  I do  not  believe  he  tries  to  do  it. 
Many  of  these  patients  have  an  astonishing  amount  of 
acute  middle-ear  inflammation  without  pain.  So  often  I 
think  we  are  called  to  see  an  infant  that  is  not  big 
enough  to  complain,  or  often  older  children  who  do  not 
complain  at  all.  They  just  have  elevation  of  tempera- 
ture for  which  you  cannot  find  the  cause. 

Some  years  ago  I operated  on  a mastoid  for  the  son 
of  one  of  our  physicians.  The  ear  had  run  the  ordi- 
nary course.  The  boy  was  taken  with  pain.  Incision 
of  the  drum  was  done  immediately  on  the  same  day. 
He  proceeded  to  develop  mastoid  inflammation,  and  was 
operated  on.  About  two  days  after  the  operation  he 
developed  a temperature  of  103  degrees,  and  the  tem- 
perature remained  at  that  point  for  some  time.  His 


hearing  was  not  affected.  You  could  speak  to  him  and 
he  would  hear.  He  was  a boy  six  or  seven  years  of 
age,  and  never  complained  of  pain.  We  went  over  him 
carefully  two  or  three  times  every  day,  and  the  riddle 
was  not  solved  until  the  other  ear  began  to  discharge. 

I had  failed  to  examine  the  other  ear  because  the  boy 
bad  not  complained  and  his  hearing  was  not  impaired ; 
yet  that  was  giving  this  temperature. 

I find  a good  deal  of  comfort  from  the  application  of 
ten-per-cent  solution  of  carbolic  acid  in  glycerine  for 
acute  inflammation  of  tbe  middle  ear — that  is,  if  the 
inflammation  has  not  gone  on  very  long  and  if  there  is 
not  a very  considerable  bulging  of  the  drum.  Certainly, 
in  the  beginning  I think  a large  number  of  cases  under 
the  influence  of  some  such  remedy  as  that  will  not  go 
on  to  suppuration.  The  remedy  should  be  combined 
with  an  external  application  of  something  hot,  inflation 
preferably  with  a Politzer  bag,  and  one  full  dose  of 
opium.  I have  great  confidence  in  that. 

At  the  first  meeting  of  the  Tennessee  State  Medical 
Association  I ever  attended,  which  was  a great  many 
years  ago,  I heard  Dr.  Savage,  in  his  usual  enthusiastic 
manner,  extol  a mixture  of  olive  oil  and  chloroform. 
You  understand  that  “tinker’s  dam”  is  not  a swear 
word ; so  I have  no  hesitation  in  saying  that,  in  my  expe- 
rience, that  is  not  worth  a “ tinker’s  dam,”  and  I used  it 
in  accordance  with  the  directions  of  Dr.  Savage.  The 
only  application  I have  got  much  benefit  from  is  car- 
bolic acid  and  glycerine ; and  the  best  thing,  if  you  do 
not  get  prompt  recovery,  is  a free  incision. 

Tbe  bacteriologic  aspect  of  this  subject  has  interested 
me  on  several  occasions,  and  I have  come  to  the  con- 
clusion that  it  is  wasting  time  to  fool  with  a bacterio- 
logical examination  of  the  discharge  from  the  middle 
ear.  I have  seen  bad  cases  that  never  contained  any- 
thing but  the  staphylococcus,  and  I have  seen  the  strep- 
tococcus mucosus  in  many  cases  in  which  the  patient 
would  go  right  along  and  get  well  without  trouble. 
You  cannot  tell  anything  about  the  course  that  a case 
is  likely  to  run  in  this  part  of  the  country  from  the 
bacteriological  content.  I know  that  in  New  York, 
when  they  find  the  streptococcus  in  these  cases,  they  are 
very  much  alarmed ; but  that  certainly  does  not  apply  to 
the  cases  we  see  down  here. 

Dr  Alexander  B.  Dancy,  Jackson  : I have  listened 
to  Dr.  Dotson’s  paper  with  a good  deal  of  interest.  He 
has  covered  both  the  pathology  and  treatment  very 
thoroughly.  I want  to  call  attention  to  one  point  espe- 
cially. He  mentioned  in  his  paper  doing  paracentesis, 
making  a free  opening,  carrying  the  line  of  incision  be- 
low into  the  floor  of  the  middle  ear.  I once  had  an 
experience  which  might  be  worth  while  to  relate.  The 
case  I have  in  mind  was  a child  eighteen  months  old, 
the  little  patient  having  a middle-ear  abscess.  I resorted 
to  free  paracentesis,  carrying  the  line  of  incision  well 
down  into  the  floor,  as  suggested  by  the  doctor,  which 
was  followed  by  a violent  hemorrhage.  In  attending 
'he  clinics  in  one  of  the  Eastern  hospitals,  I found  out 
that  there  were  several  experiences  of  that  kind  in  in- 
fants in  doing  a free  paracentesis,  and  doing  it  rapidly. 
One  doctor  reported  having  such  an  accident  while  I 
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was  in  the  hospital  service,  and  an  autopsy  showed  in 
that  case  an  opening  into  the  bulb  of  the  jugular. 

All  of  us  have  had  a great  many  of  these  cases  of 
middle-ear  abscess  this  winter.  I agree  with  Dr.  Ellett 
that  the  bacteriological  findings  have  very  little  to  do 
with  the  outcome  of  most  of  our  cases.  I believe  in  do- 
ing paracentesis  carefully ; but  as  in  young  children  the 
bony  canal  is  not  fully  developed,  especially  in  the  very 
young,  it  is  better  to  do  the  paracentesis  upward,  and  do 
it  as  thoroughly  as  you  can ; but  do  not  cut  down  on  the 
floor  of  the  middle  ear. 

The  lack  of  pain  in  some  of  these  cases — and  I be- 
lieve that  is  due  to  the  patulous  tube  in  the  infants.  I 
do  not  think  they  suffer  much  pain,  as  a rule,  and  the 
ear  ruptures  before  they  secure  the  services  of  the  aurist. 

Dr.  Lewis  M.  Scott,  Jellico;  This  subject  is  a very 
important  one,  and  I think  we  should  not  pass  it  too 
lightly.  I agree  with  the  essayist  as  to  the  pernicious 
practice  of  dropping  mixtures  of  oil  and  laudanum  in 
the  ear  which  are  usually  unsterilzed.  I also  indorse 
the  method  of  free  incision  of  the  bulging  drum  mem- 
brane for  the  relief  of  the  pain  and  the  establishing  of 
free  drainage  of  the  tympanic  cavity.  In  the  case  of  an 
infant  or  young  child,  however,  I would  not  perform 
this  except  under  chloroform  aniesthesia,  as  it  is  ex- 
tremely painful. 

Like  Dr.  Ellett,  I question  very  seriously  the  fact 
that  Dr.  Dotson  introduces  the  gauze  drainage  through 
the  opening  in  the  drum  into  the  middle-ear  cavity.  I 
am  inclined  to  believe  that  he  only  places  it  against  the 
drum  at  the  bottom  of  the  auditory  canal. 

If  the  discharge  continues  for  any  length  of  time  and 
the  patient  can  be  brought  to  the  office,  inflation  by 
means  of  the  compressed-air  outfit,  together  with  aspi- 
ration of  the  tympanum,  is  very  effective.  This  should 
be  followed  with  a saturated  solution  of  boracic  acid  in- 
stilled into  the  cavity  while  the  head  is  placed  in  posi- 
tion for  gravitation.  This  procedure  will  often  prevent 
an  impending  mastoiditis. 

Dr.  Emmett  L.  Jones,  Cumberland,  Md. : I do  not 
want  to  tax  the  credulity  of  you  gentlemen  too  much, 
but  I cannot  hold  still  after  listening  to  a paper  on  this 
subject.  When  you  take  the  methods  of  treating  acute 
inflammations  of  the  ear  in  all  countries,  if  there  is  one 
thing  in  which  there  is  a unanimity  of  agreement,  it  is 
with  reference  to  how  these  inflammatory  conditions  of 
the  ear  should  be  treated ; and  yet  I must  say  that  for 
years  and  years  I have  been  doing  absolutely  different, 
leaving  out  everything  others  are  doing  and  doing  alto- 
gether what  others  are  not  doing ; and  I have  obtained 
results  far  superior  to  those  I formerly  had.  When  we 
get  these  cases  before  they  are  mastoid  cases,  they  run 
their  course,  with  little  or  no  discharge  or  pain,  and  the 
ear  is  perfectly  restored.  There  is  no  after  discharge, 
no  perforation  or  deafness  in  many  cases  even  of  mas- 
toiditis, such  as  by  rule  urgently  demand  operation. 

I have  just  released  a patient  who  was  sent  to  me  for 
an  immediate  mastoid  operation ; and,  according  to  the 
rules,  that  patient  should  have  had  an  immediate  mas- 
toid operation.  There  was  a high  temperature ; there 
was  tenderness  over  the  mastoid,  etc. ; but  that  patient 


has  gone  home  with  perfect  hearing,  and  never  was 
touched  with  any  sort  of  cutting  instrument. 

I have  had  numerous  cases  of  abscess  of  the  ear 
which  ran  their  course  without  pain  or  appreciable  dis- 
charge. The  key  to  the  whole  thing  is  the  treatment  of 
the  rhinopharynx.  If  any  doctor  wishes  to  try  this 
plan  of  treatment,  if  he  will  write  me,  I will  send  to 
him  a reprint  of  an  article  read  before  the  American 
Medical  Association  which  outlines  the  whole  treatment 
in  this  class  of  cases. 

Dr.  O.  Dulaney,  Dyersburg : We  know  that  acute 
suppuration  of  the  middle  ear  is  one  of  the  most  fre- 
quent causes  of  deafness ; and  the  old  method  of  treat- 
ing the  condition  with  olive  oil,  with  this,  that,  and  the 
other  thing,  and  with  frequent  irrigations  of  aqueous 
solutions,  has  been  the  cause  of  more  cases  of  perma- 
nent deafness  than  any  other  thing  in  the  world.  Prob- 
ably a lot  of  these  cases  would  get  well  of  themselves. 

While  I am  on  my  feet,  I wish  to  report  an  unusual 
case  of  an  acute  attack  of  iritis  following  an  acute  sup- 
puration of  the  middle  ear  in  a woman  fifty-five  years 
of  age.  The  suppuration  began  suddenly  without  any 
pain.  There  was  perforation  of  the  drum.  At  no  time 
was  there  a history  of  pain.  The  patient  was  referred 
to  me  by  one  of  our  near-by  physicians,  and  it  was 
found  that  the  woman  was  paying  no  attention  to  the 
condition  of  her  ear;  yet  she  had  one  of  the  worst  dis- 
charging ears  I ever  saw.  She  had  iritis  in  both  eyes. 
I could  not  get  any  results  from  atropine  and  medicinal 
treatment  such  as  we  use  in  cases  of  iritis  until  I went 
to  work  heroically  to  dry  out  the  ear,  and  this  was  the 
only  way  I could  relieve  the  iritic  condition.  After  re- 
turning home,  I advised  her  physician  to  wipe  out  her 
ear  with  a fifty-per-cent  alcohol  solution,  it  containing 
ten  per  cent  iodine.  After  a little  while  she  decided  to 
quit  having  this  done,  and  there  was  a return  of  the 
iritic  condition  with  the  suppurative  condition  of  the 
ear,  the  discharge  being  quite  profuse,  positively  prov- 
ing it  was  of  an  infectious  nature  and  the  iritic  condi- 
tion being  due  to  the  ear  itself. 

In  many  of  these  acute ‘conditions  of  the  ear,  where 
we  think  we  have  a mastoid  complication,  I find  it  is 
very  necessar}'  to  keep  an  accurate  leucoc3de  count.  I 
recall  having  had  a patient  who  was  advised  to  have  a 
mastoid  operation.  I made  an  examination  one  day 
and  found  a leucocyte  count  of  10,000,  and  the  next  day 
when  the  patient  returned  for  operation  another  count 
showed  that  it  had  decreased  down  to  7,000.  This  was 
an  acute  case.  Where  we  have  decreased  leucocytosis, 
the  majority  of  the  patients  will  get  well;  and  I think 
that  is  an  important  thing  for  us  to  do  in  following  up 
these  acute  middle-ear  conditions  and  where  we  suspect 
mastoid  involvement. 

Dr.  Charles  Huff  Davis,  Knoxville : Paracentesis  is 
prceminentlj'  the  treatment  for  acute  catarrhal  or  acute 
suppurative  otitis  media.  Like  Dr.  Ellett,  I have  used 
twelve-per-cent  carbolic  acid  in  glycerine;  but  1 have 
used  it  for  relief  of  myringitis  only.  The  glj-cerinc  dehy- 
drates the  tissues,  and  it  is  helped  by  osmosis  to  reduce 
internal  car  pressure;  and,  besides  the  antiseptic  prop- 
erties of  the  carbolic  acid,  it  is  in  this  strength  an  an- 
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aesthetic,  and  naturally  it  relieves  pain;  but  it  is  my  be- 
lief that  it  is  criminal  negligence  not  to  open  the  ear- 
drum. The  cause  of  this  trouble,  most  often,  is  ade- 
noids and  enlarged  tonsils,  with  the  preference  given  in 
the  order  mentioned. 

Nothing  has  been  said  about  the  after  treatment  lo- 
cally, except  that  Dr.  Dotson  suggested  sticking  a wick 
of  gauze  in  the  puncture  he  had  made,  and  Dr.  Dulaney 
suggested  wiping  out  the  ears.  But  what  are  you  going 
to  do  with  the  debris  that  is  in  the  external  canal?  In 
wiping  out  the  discharge,  you  are  likely  to  push  it  up 
against  the  eardrum  and  dam  up  the  drainage,  and  the 
pain  increases.  Personally,  I use  irrigations.  I use  hot 
permanganate  solution,  and  I also  use  formalin  in  se- 
lected cases ; but  I especially  recommend  a hot  solution 
of  bicarbonate  of  soda,  which  dissolves  the  wicklike 
strands  of  secretion  that  get  caught  in  the  opening  of 
the  eardrum,  the  idea  being  that  drainage  should  be 
constant.  The  hot-water  bottle  is  good  treatment,  and 
dry  heat  produces  resolution.  This  treatment  is  noth- 
ing in  the  world  but  as  in  an  abscess,  and  should  be 
treated  along  the  line  of  abscesses  elsewhere.  I might 
mention  heroic  doses  of  mild  chloride,  and  I also  use 
urotropin  with  very  satisfactory  results.  I do  not  be- 
lieve this  remedy  has  been  mentioned. 

Dr.  O.  Dulaney,  Dyersburg : With  reference  to  the 
remarks  made  by  Dr.  Davis,  I would  like  to  say  that 
in  the  particular  case  I mentioned  I would  not  recom- 
mend that  as  a routine  method. 

Dr.  Edwin  L.  Roberts,  Nashville : Dr.  Dotson  did 
not  cover  the  subject  of  middle-ear  trouble  as  fully  as 
his  title  would  indicate;  but  his  paper  seems  to  be  lim- 
ited to  acute  catarrhal  and  suppurative  conditions  of  the 
middle  ear,  and,  consequently,  I shall  limit  what  I am 
going  to  say  to  the  discussion  of  those  conditions. 

Of  course  we  have  an  inflammatory  condition  there, 
and  we  may  have  pain  from  the  inflammation,  or  the 
pain  may  be  produced  by  pressure,  and  then  it  is  neces- 
sary to  get  rid  of  that  pressure.  To  get  rid  of  the  in- 
flammation and  the  pressure,  we  must  get  rid  of  the 
excessive  amount  of  fluid  in  the  middle-ear  cavity.  As 
Dr.  Ellett  has  said,  it  does  not  make  much  difference 
whether  it  is  a catarrhal  or  suppurative  condition  that 
you  have  to  deal  with ; yet  the  treatment  might  be  some- 
what different  for  the  two  conditions.  Where  we  have 
a catarrhal  condition,  with  a bulging  drumhead,  we 
want  to  get  rid  of  the  extreme  pressure.  I heartily  in- 
dorse the  carbolic  acid  and  glycerine  mixture,  but  I am 
a little  afraid  to  make  it  as  strong  as  that  mentioned. 
In  addition  to  glycerine,  I use  heat.  I might  mention  a 
case  in  my  own  ear.  I had  a few  years  ago  an  extremely 
painful  and  disagreeable  condition  of  this  kind.  I went 
home  and  filled  my  ear  with  glycerine,  put  a hot-water 
bag  against  the  ear  and  kept  it  there  for  an  hour,  and, 
just  like  that  [snapping  the  fingers],  the  whole  condition 
was  relieved.  I felt  a discharge  in  the  pharynx,  the 
Eustachian  tube  opened,  and  there  was  no  more  trouble. 
I do  not  know  that  I have  had  quite  so  sudden  a col- 
lapse of  pressure  in  any  patient  I have  treated,  but  the 
glycerine  treatment,  with  heat,  is  certainly  a good  one. 

Dr.  Davis  spoke  of  irrigations,  but  I understood  him 


to  say  that  he  did  not  use  irrigation  until  he  made  a 
paracentesis.  Saturday  afternoon  I had  a patient  come 
into  my  office  suffering  with  acute  middle-ear  trouble. 
The  drumhead  was  standing  away  out.  The  pain  was 
not  severe,  but  there  was  a disagreeable  tinnitus.  I did 
not  see  any  justification  for  doing  a paracentesis  on  that 
drumhead  at  all.  I began  with  hot  applications  and 
gradually  applied  them  hotter  and  hotter,  and  told  her 
to  continue  them  as  soon  as  she  got  home.  She  called 
again  Sunday  morning.  The  drumhead  was  almost  nor- 
mal in  color  and  position.  I told  her  to  keep  up  the 
treatment. 

I always  watch  these  patients  carefully.  We  should 
not  let  the  drumhead  rupture  from  the  pressure  within. 
We  should  do  a paracentesis  in  time,  but  let  us  not  do  it 
until  it  is  time. 

Dr.  George  H.  Price,  Nashville  : If  it  were  possible 
to  tell  which  you  have,  an  acute  catarrhal  otitis  media 
or  an  acute  suppurative  otitis  media,  by  mere  inspection, 
you  would  be  fortunate,  as  the  treatment  for  the  two 
conditions,  while  seemingly  the  same,  is  very  different. 
The  object  of  the  treatment  is  exactly  the  same — name- 
ly, proper  drainage.  In  acute  otitis  media  you  may 
have  a retracted  drum  and  very  great  pain.  The  drum 
is  not  highly  colored.  If  you  have  a condition  of  acute 
otitis  catarrhalis  media,  you  would  not  necessarily  in- 
cise the  drumhead ; for  if  you  get  the  Eustachian  canal 
open,  as  Dr.  Roberts  has  pointed  out,  you  will  accom- 
plish what  nature  tries  to  do.  You  need  not  make  an 
opening  in  the  drum  membrane,  as  nature  will  drain 
through  the  Eustachian  canal.  If  you  have  compressed 
air,  if  you  simply  nebulize  the  nose  and  posterior  nasal 
cavities  for  some  minutes  with  a good  solution,  in  oil, 
of  something  that  will  sedate,  and  let  them  relax  a lit- 
tle, you  will  get  rid  of  it.  You  may  then  inflate  and 
touch  the  nasopharynx  with  some  depleting  germicidal 
mixture.  You  can  introduce  glycerine  into  the  ear.  As 
a rule,  I would  not  add  carbolic  acid.  Carbolic  acid  is 
all  right  if  you  have  myringitis ; but  if  the  pain  is  not 
in  the  drum  membrane,  carbolic  acid  does  not  do  much 
good.  If  you  have  myringitis,  carbolic  acid  will  pro- 
vide for  and  produce  local  anaesthesia,  and  that  will 
help  get  rid  of  the  myringitis.  The  pain  that  you  get 
in  the  condition  in  which  there  is  a stoppage  of  the 
Eustachian  canal,  as  in  every  case  of  earache  with  a 
purulent  condition  in  the  middle  ear,  is  due  to  an  ac- 
cumulation of  products  of  infection,  and  not  to  adenoids. 
If  you  have  a purulent  inflammation  of  the  middle  ear 
plus  a bulging  drum  membrane,  and  that  can  be  deter- 
mined largely  by  the  extent  of  time  the  patient  has 
been  suffering,  then  you  should  establish  drainage.  It 
is  not  safe  to  undertake  drainage  through  the  Eustachian 
canal  alone,  but  the  thing  to  do  is  to  make  a free  para- 
centesis. In  order  to  do  this,  many  anesthetize  the  pa- 
tient. I never  do.  The  procedure  I resort  to  is  this : 
I instill  into  the  ear  a little  of  the  suprarenal  liquid, 
with  cliloretone,  which  is  a general  obtundent ; then 
wash  the  ear  out  or  simply  dry  it  and  instill  into  it  a 
ten-per-cent  solution  of  cocaine,  with  adrenalin  chlorid; 
but  this  will  not  act  well  on  the  tissue  where  there  is  a 
great  deal  of  inflammation.  After  this  remains  for 
about  ten  minutes,  I then  let  it  run  out  and  dry.  I 
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then  use  equal  parts  of  cocaine,  menthol,  and  carbolic 
acid,  which,  when  combined,  make  a liquid.  I take  a 
cotton  applicator,  sharpened  to  about  the  thirty-second 
of  an  inch  thick;  on  this  make  a small  cotton  tip  with 
which  to  get  a small  drop  of  the  above  liquid ; and, 
with  the  speculum  in  this  position  [indicating],  apply 
this  to  the  membrane  in  a line  in  which  I desire  to  make 
the  cut.  I wait  four  or  five  minutes,  and  then  incise. 
In  most  instances  these  patients  do  not  really  know 
when  the  incision  is  made. 

Dr.  G.  C.  Savage,  Nashville : First,  let  me  speak  of 
the  symptoms  that  an  infant  presents  who  has  otitis 
media.  It  will  now  and  then  cry  out  with  pain.  In 
nursing,  it  will  do  so  spasmodically,  without  letting  go 
the  nipple.  In  the  spasmodic  nursing  which  comes  from 
bronchitis,  when  the  child  opens  its  mouth  it  lets  go  the 
nipple.  There  is  always  tenderness  on  pressure  of  the 
tragus  in  otitis  media. 

I have  never  advocated  chloroform  in  olive  oil  except 
for  earache,  when  there  is  beginning  inflammation,  to 
stop  it  short  of  suppuration.  One  dram  of  chloroform 
in  seven  drams  of  olive  oil,  ten  drops  at  a time,  put  cold 
in  the  ear  of  a child,  or,  in  the  case  of  a grown  person, 
the  patient,  with  a folded  towel  over  the  ear,  lying  on 
the  other  side  for  thirty  minutes,  will  afford  relief  from 
pain  in  such  cases.  It  does  no  good  when  put  in  an  ear 
that  is  already  inflamed,  with  pus  forming.  I have  al- 
ways so  stated.  To  warm  this  mixture  destroys  its 
power. 

Relative  to  the  opening  of  the  drumhead.  Dr.  Price 
added  one  ingredient  to  his  application  that  is  not  es- 
sential, it  seems  to  me.  I want  to  say  that,  so  far  as  I 
know,  Ellett  is  to  be  credited  with  the  best  agent  for 
deadening  the  drum  membrane  so  that  it  can  be  incised 
without  any  pain.  It  consists  of  equal  quantities  of 
cocaine  and  carbolic  acid  and  menthol.  You  saturate  a 
pledget  of  cotton  and  put  it  where  you  want  to  incise. 
It  will  turn  the  membrane  white,  and  in  two  minutes 
you  can  make  a painless  incision.  Do  not  cut  the  drum 
membrane  until  you  have  to ; certainly  do  not  cut  until 
the  membrane  is  bulging,  and  is  bulging  still  more  the 
next  time  you  see  it.  Do  not  hurry  in  making  a hole 
in  the  drumhead,  because  many  cases  can  be  cured  with- 
out it. 

The  natural  method  of  draining  through  the  Eu- 
stachian tube  is  good  and  cures  many  cases. 

There  is  a routine  treatment  on  my  part  for  these 
middle-ear  troubles  from  the  beginning.  It  is  a com- 
bination of  two  methods  of  treatment,  one  of  which  I 
learned  from  Dr.  Woodson,  of  Birmingham,  Ala.  I 
give  him  full  credit  for  what  he  has  done.  Following 
Dr.  Woodson,  I give  to  adult  patients  every  waking 
hour  thirty  drops  of  a mixture  consisting  of  thirty-two 
drops  of  tincture  of  aconite,  a dram  of  the  tincture  of 
opium,  and  enough  sweet  spirits  of  niter  to  make  two 
ounces,  until  the  fever  is  controlled.  Then  thirty  drops 
is  given  every  two  hours  until  the  patient  is  well. 
Smaller  doses  must  be  given  to  children. 

Dr.  Woodson  does  not  want  anything  else  but  this 
internal  medication  in  the  treatment  of  acute  internal 
middle-ear  troubles,  Init  there  must  be  incision  of  the 
drum.  My  plan,  added  to  the  Woodson,  which  is  part 


of  the  combined  plan,  is  to  make  a solution  of  atropine 
sulphate,  one  grain;  morphine  sulphate,  four  grains; 
boracic  acid,  twenty  grains ; and  distilled  water,  one 
ounce.  Ten  drops  of  this,  warmed,  is  dropped  into  the 
ear,  the  ear  to  be  covered  with  a folded  towel,  while 
the  drops  remain  for  half  an  hour.  I repeat  this  every 
four  hours  until  the  patient  is  well.  When  pus  is  dis- 
charging, I do  not  hesitate  to  cleanse  the  canal  with 
dioxygen. 

Of  course,  adenoids  may  be  the  cause  of  these  ear 
troubles ; but  do  not  fool  with  the  adenoids  when  the 
ear  is  acutely  inflamed.  Get  the  patient  well  of  the 
acute  inflammation  of  the  ear  before  you  attempt  to 
deal  with  the  adenoids. 

Finally,  influenza  is  one  of  the  great  causes  of  sup- 
purative inflammation  of  the  middle  ear.  The  most  re- 
markable thing  about  inflammation  of  the  middle  ear 
from  influenza  is  the  fact  that,  other  than  deafness, 
there  are  no  symptom's  until  the  ear  is  running.  It 
does  not  take  pus  long  to  act  on  the  drumhead  tissue, 
break  it  down,  and  force  its  way  out.  There  are 
many  cases  of  painless  inflammation  of  the  middle  ear 
in  people  suffering  from  influenza. 

An  eruptive  fever  (measles  or  scarlatina)  is  one  of 
the  causes  of  otitis  media,  and  the  ear  trouble  that  at- 
tends such  ought  to  be  watched  for.  Every  once  in  a 
while  a patient  suffering  from  eruptive  fevers  should  be 
tested  to  see  if  the  hearing  is  as  good  as  it  was. 

If  you  cannot  control  the  pain  by  the  line  of  treat- 
ment which  I have  outlined  already,  you  can  help  con- 
trol it  by  the  application  of  dry  heat.  I believe  in  dry 
heat  more  strongly  than  I do  in  irrigations  of  hot  water. 

Dr.  Charles  Huff  Davis,  Knoxville:  The  point  that 
I want  to  make  is  that  adenoids  and  enlarged  tonsils 
are  the  open  ulcers  of  the  body,  and  have  a great  deal 
to  do  with  the  infective  process,’ as  well  as  with  me- 
chanical obstruction,  when  they  are  in  a state  of  en- 
gorgement. They  play  an  important  part  in  infections 
of  the  middle  ear.  This  is  true  in  scarlet  fever,  in 
measles,  and  in  influenza.  All  the  lymphatic  tissue  in 
the  nasopharynx  closes  it  up,  and  the  treatment  of  Dr. 
Jones  consists  largely  in  the  mechanical  reduction  of 
that  closure,  and  we  get  drainage  through  the  Eusta- 
chian tube. 

Dr.  Roberts’  treatment  is  fine,  and  I have  tried  it ; 
but  I still  contend  that  where  there  is  a bulging  ear- 
drum to  deal  with,  caused  by  imprisoned  gas,  or  by  the 
serum  of  an  acute  catarrhal  condition,  or  bj'  the  pres- 
ence of  pus,  the  drum  should  be  opened  immediately. 

Dr.  Edwin  L.  Roberts,  Nashville:  I look  at  the 
drumhead  and  decide  whether  I shall  puncture  it  or  re- 
sort to  irrigation.  I take  the  position  that  you  cannot 
always  tell  whether  there  is  pus  in  the  ear  or  not.  You 
can  tell  pretty  well  when  the  pus  is  coming  by  the  color, 
and  especially  if  it  is  anywhere  near  the  surface.  In 
the  middle  ear  you  have  very  little  between  you  and  the 
pus.  The  drum  membrane  is  very  thin,  and  it  will  be- 
gin to  show  evidences  of  necrosis  and  the  kind  of 
process  that  is  going  on  inside  very  readily;  so  I main- 
tain the  position  that  I took  at  first — we  are  not  justi- 
fied in  cutting  into  these  eardrums  too  quickly. 

I would  like  to  say  a word  about  the  carbolic-acid 
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proposition.  I would  not  feel  entirely  free  to  use  car- 
bolic acid  strong  enough  to  relieve  pain  by  its  local 
effect.  I do  not  believe  we  should  use  it  in  that 
strength,  because  there  is  danger  of  causing  far  more 
necrosis  of  the  skin  than  the  pus  which  may  be  on  the 
inside  would  cause. 

Dr.  Walter  Dotson,  Lebanon  (closing)  : I want  to 
thank  Dr.  Davis  in  particular  for  saying  what  I in- 
tended to  say  about  adenoids. 

In  regard  to  the  use  of  glycerine  and  carbolic  acid,  I 
mentioned  that  in  my  paper ; but  I did  not  say  why.  I 
use  a medicated  soft  tampon  of  glycerine,  with  ten-per- 
cent solution  of  carbolic  acid,  rolled  from  a pledget  of 
cotton  on  the  end  of  the  applicator ; then  pull  that  off 
the  applicator,  dip  it  into  ten-per-cent  carbolic  acid  solu- 
tion in  glycerine,  and  carry  that  up  against  the  drum 
membrane.  I do  that  in  cases  in  which  I think  I have 
to  deal  with  a catarrhal  otitis  media ; but  let  me  insist 
again,  if  we  have  a suppurative  otitis  media  to  deal  with, 
or  even  if  we  are  in  doubt,  we  should  incise  the  drum 
membrane  thoroughly  and  freely.  We  are  dealing  with 
an  abscess  here  just  the  same  as  anywhere  else  in  the 
body,  except  it  is  in  a more  important  place  than  many 
other  places,  and  a clean  incision  made  with  the  sur- 
geon’s knife  will  heal  quicker  than  if  we  allowed  the 
drum  membrane  to  rupture  itself.  We  had  better  open 
the  drum  membrane  in  nine  cases  of  otitis  media  un- 
necessarily than  to  let  one  go  on  to  suppuration  and 
rupture  without  opening.  I remember  some  years  ago 
during  my  training  in  a hospital  in  Chicago  when  it 
was  common  practice  there  to  open  drum  membranes, 
and  we  were  told  to  do  so  whether  the  patients  had  any 
suppurative  middle-ear  trouble  or  not.  It  does  not  do 
any  harm. 

So  far  as  relieving  pain  in  acute  middle-ear  trouble 
is  concerned,  nothing  relieves  it  like  the  use  of  the 
knife.  The  use  of  the  knife  affords  absolute  relief. 

As  to  what  was  said  with  reference  to  placing  a wick 
of  gauze,  this  wick  of  gauze  we  have  made  is  about 
three  millimeters  in  width.  Under  anaesthesia  it  is  easy 
to  make  a clean  incision,  which  enables  you  to  get  more 
room  to  introduce  the  end  of  the  small  wick  through  the 
incision.  It  is  easier  to  do  than  to  do  an  ossiculec- 
tomy or  any  of  the  other  operations.  Possibly  I did 
not  make  myself  clear  regarding  the  point  that  in 
twenty-four  or  forty-eight  hours  I remove  the  wick  of 
gauze  and  put  back  another  one,  carrying  the  end  of  it 
to  the  opening  in  the  drum  membrane.  I fold  it  loosely 
in  the  ear  canal. 

Dr.  Scott:  I understood  you  to  say  that  you  give 
a general  anaesthesia  when  you  put  the  wick  of  gauze  in. 
You  place  it  during  the  anaesthetic? 

Dr.  Dotson  : I do  about  fifty  per  cent  of  cases  under 
general  anaesthesia  and  equally  as  many  under  local.  If 
it  is  an  adult,  I do  not  give  a general  anaesthetic. 


A reliable  disinfectant  which  may  be  made  for 
fifty  cents  per  gallon  has  been  devised  by  the 
United  States  Public  Health  Service. 


HEMOPTYSIS  AND  HEMATEMESIS  IN 

TYPHOID,  WITH  REPORT  OF  CASE.* 

By  Clinton  E.  Brush,  B.S.,  M.D., 
Nashville. 

Judging  from  the  statements  of  various  au- 
thors, hemoptysis  and  hematemesis  in  typhoid 
are  rare,  and  recovery  in  cases  with  hematemesis 
is  still  more  rare. 

Regarding  hemoptysis,  we  find  in  French  that 
slight  hemoptysis  sometimes  takes  place,  and 
should  excite  suspicion  of  pulmonary  infarction. 
According  to  Osier,  hemoptysis  may  occur. 
Creagh  reports  a case  in  which  it  caused  death. 
In  Osier’s  “ Modern  Medicine  ” we  read : “ He- 
moptysis may  occur  in  the  hemorrhagic  type  as 
part  of  the  process.  In  a few  patients  small 
amounts  of  blood  are  brought  up,  most  being 
probably  due  to  an  intense  bronchitis.  It  may  be 
due  to  an  associated  tuberculosis.  It  is  possible 
that  some  cases  are  due  to  small  hemorrhagic  in- 
farcts.” Dieulafoy  and  Striimpell  make  no  men- 
tion of  the  condition  as  a complication. 

As  to  hematemesis,  we  find  still  less.  French 
states  that  it  is  “ rare.”  Osier,  in  his  “ Practice,” 
says  it  occurred  in  four  out  of  fifteen  hundred 
cases,  while  in  his  “ Modern  Medicine  ” no  men- 
tion is  made  of  it.  Dieulafoy  states  that  it  may 
be  seen  and,  when  a part  of  a hemorrhagic  type, 
is  always  fatal. 

In  view  of  the  rarity  of  these  two  conditions 
as  complications  of  typhoid  fever,  I feel  that  I 
am  justified  in  reporting  in  detail  a case  that 
came  under  my  care.  This  is  especially  so  be- 
cause it  appeared  to  be  part  of  a hemorrhagic 
type  of  typhoid,  and  the  patient,  although  desper- 
ately ill,  made  an  ultimate  recovery. 

Patient ; iMiss  H. ; age,  28.  Occupation,  nurse 
in  training.  Admitted  to  hospital  October  24, 
1914. 

Complaint:  Fever  and  malaise. 

Present  illness : A definite  date  of  onset  could 
not  be  given.  Since  taking  a course  of  prophy- 
lactic vaccine  against  typhoid,  in  May,  1914,  the 
patient  had  not  felt  well.  She  had  been  able  to 
continue  her  work,  however,  up  to  the  day  of  ad- 
mission to  the  hospital.  There  was  no  history  of 
chills,  nausea,  vomiting,  or  bowel  disturbance 
prior  to  her  entrance  to  the  hospital ; but  she  had 

♦Read  at  the  annual  meeting  of  the  Tenneseee  State  Med- 
ical Association,  Knoxville,  April,  1916. 
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had  an  elevation  of  temperature  for  a month  be- 
fore admission,  being  99.5  to  101  degrees  when- 
ever she  took  it. 

Past  history : Negative,  except  for  measles  and 
whooping  cough  in  childhood,  the  latter  at  twelve 
years  of  age. 

Family  history : Father  dead ; age,  fifty-six ; 
mind  impaired  for  several  months  before  his 
death.  Mother  living  and  well.  Three  brothers 
living  and  well ; no  brothers  dead ; never  had  any 
sisters. 

Physical  examination : A well-nourished,  rath- 
er nervous  woman  ; face  flushed,  expression  dull ; 
pupils  dilated  and  equal;  tongue  heavily  coated 
and  tremulous ; pulse  100,  rather  weak ; heart 
and  lungs  normal ; abdomen  distended  slightly ; 
spleen  not  palpable ; a few  suspicious  rose  spots 
on  abdomen.  Urine  highly  colored;  sp.  gr.  1026; 
strongly  acid ; no  albumin ; no  sugar ; no  bile ; 
diazo  reaction  positive.  Blood,  W.  B.  C.  8,400 
Hb  84  per  cent ; Widal  negative. 

From  the  time  that  I first  saw  this  patient  it 
was  evident  that  she  had  a very  virulent  infec- 
tion. The  temperature  was  not  excessive,  rang- 
ing from  101  to  104  degrees  during  the  first  week 
in  bed.  The  pulse  rate  during  the  same  time  was 
from  100  to  120,  and  the  respiration  20  to  24. 
Fler  general  condition,  however,  was  not  good. 
She  looked  toxic.  On  the  sixth  day  of  her  con- 
finement to  bed  she  became  irrational.  That 
same  day,  October  29,  she  had  two  attacks  of 
epistaxis.  Two  days  later  she  had  an  attack  of 
epistaxis  at  9 a.m.,  and  an  hemoptysis  at  1 p.m. 
The  hemoptysis  was  small  in  amount.  The  next 
day  at  about  3 a.m.  there  was  another  epistaxis, 
and  at  4:30  p.m.  another  hemoptysis,  larger  than 
that  of  the  preceding  day  and  accompanied  by  a 
fall  of  temperature  from  103  to  98.6  degrees. 
From  then  until  November  4 there  was  no  blood, 
and  the  temperature  range  was  from  101  to  104 
degrees,  and  pulse  from  100  to  128.  On  this  day 
there  was  a small  amount  of  changed  blood  in 
the  bowel  movement.  Two  days  later  she  had 
another  hemoptysis  at  9 a.m.,  and  passed  a large 
clot  from  the  boAvels  at  5 p.m.  Calcium  lactate 
was  used  in  doses  of  grs.  xv.  q.  4.  h.  On  the 
next  day,  November  7,  at  about  10  p.m.,  she  had 
a small  hemorrhage  from  the  bowels,  and  at  2 
A.M.  there  was  a large  hemorrhage  from  the  bow- 
els, the  temperature  falling  from  104  to  99.2  de- 
grees and  her  pulse  running  from  120  to  130. 
At  9 A.M.  she  was  given  10  c.  c.  of  horse  serum. 


At  3 o’clock  that  afternoon  she  had  another 
hemoptysis.  Then  for  three  days  there  was  no 
sign  of  bleeding,  and  it  was  hoped  that  the  horse 
serum  had  definitely  checked  the  hemorrhage. 
But  it  was  too  early  to  draw  conclusions,  for  at 
9 P.M.  on  the  11th  she  had  another  large  hemor- 
rhage from  the  bowels,  the  temperature  falling 
from  102.6  to  99.4  degrees.  The  following  night 
she  had  an  hemoptysis,  followed  by  epistaxis  in 
a few  hours.  The  next  morning  she  had  another 
hemoptysis.  At  this  time  she  also  developed 
slight  bleeding  of  the  gums  and  a petechial  rash 
appeared  on  the  trunk.  On  the  following  day, 
November  14,  she  had  an  hemoptysis  and  epi- 
staxis at  8 A.M.,  with  a large  hemoptysis  at  8 p.m. 
Her  pulse  went  up  to  140,  and  ranged  from  120 
to  140  during  the  succeeeding  four  days,  with 
temperature  ranging  from  101  to  103.6  degrees. 
On  the  night  of  the  14th  she  received  a dose  of 
coagulose.  On  November  25th  the  temperature 
began  to  show  marked  daily  remissions,  and  it 
was  thought  that  there  would  be  no  more  bleed- 
ing, as'  eleven  days  had  passed  with  none  other 
than  a slight  bleeding  of  the  gums;  but  on  No- 
vember 28th  she  had  a hematemesis,  the  tempera- 
ture falling  from  102.2  to  99.2  degrees.  This 
was  the  only  hematemesis  during  the  course  of 
the  disease.  The  question  naturally  arose  wheth- 
er the  blood  came  from  the  gums  and  was  swal- 
lowed and  then  vomited,  as  it  was  changed  blood. 
This,  I thought,  could  be  eliminated,  because  of 
the  fact  that  she  had  been  vomiting  frequently 
during  the  preceding  days,  when  her  gums  had 
also  been  bleeding,  and  there  was  not  sufficient 
blood  swallowed  to  be  manifest  in  any  of  that 
vomitus.  On  December  1st  there  was  another 
hemoptysis,  and  on  that  day  her  temperature 
touched  normal.  This  was  the  last  evidence  of 
hemorrhage  of  any  kind. 

From  December  1 until  December  17  she  ran 
the  usual  course  of  a patient  convalescing  from  a 
very  severe  attack  of  typhoid,  except  that  she 
complained  of  severe  pain  in  her  back.  On  the 
17th  she  began  to  show  definite  mental  disturb- 
ance, manifesting  itself  as  a despondency  and  re- 
fusal to  eat.  Associated  with  this  was  a hypo- 
thermia, as  is  so  often  the  case.  The  mental  dis- 
turbance (which,  of  course,  was  a post-typhoid 
psychosis)  continued  during  the  balance  of  her 
stay  at  the  hospital.  Her  appetite  was  poor,  and 
she  frequently  refused  all  nourishment.  She  was 
taken  away  from  the  hospital  on  January  3,  1915, 
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mentally  impaired,  unable  to  walk,  and  with  a 
typical  typhoid  spine,  and  went  to  her  home  in 
the  country.  For  several  weeks  her  mental  con- 
dition showed  little  change,  and  then  gradually 
improved.  She  was  first  able  to  walk  in  April — ■ 
five  months  after  defervescence.  She  was  con- 
sidered to  be  normal  physically,  but  not  quite  nor- 
■ mal  mentally,  in  June — seven  months  after  defer- 
vescence. That  part  of  her  history  that  occurred 
after  she  left  the  hospital  is  not  based  on  personal 
observation,  but  on  the  statements  of  her  brother. 
She  returned  to  the  hospital  to  complete  her 
training  in  June ; but,  owing  to  her  mental  con- 
dition not  being  normal,  we  sent  her  away  to  be 
amid  changed  surroundings,  with  instructions  to 
remain  until  well.  She  returned  again  in  Sep- 
tember, apparently  normal, 
i This  case  presents  a number  of  unusual  fea- 
''  tures. 

1.  In  a case  of  typhoid  following  prophylac- 
tic inoculation  and  coming  on  in  less  than  six 
li  months  after  the  inoculation  was  given.  I did 
not  give  the  inoculation ; but  was  told  that  it  was 
with  typhoid  vaccine  alone,  and  not  with  the 
, mixed  typhoid  and  paratyphoid.  Regardless  of 
I that,  however,  this  is  probably  a case  of  true 
ij  typhoid  infection,  because  her  blood  never  did 
give  a positive  agglutination  with  paratyphoid. 
An  agglutination  test  made  with  the  typhoid 
^ , bacillus  at  the  beginning  of  her  illness  and  sev- 
eral subsequent  ones  were  all  negative.  Toward 
! the  end  of  her  illness,  at  the  time  when  her  tem- 
! perature  became  normal,  her  blood  gave  a posi- 
tive reaction  with  the  typhoid  bacillus.  There- 
' fore,  this  may  be  considered  as  a case  of  typhoid- 
ti  al  infection  developing  five  months  after  inocu- 
i.  lation  and  well  within  the  period  of  immunity 
I that  should  result  from  the  inoculation  with  the 
I vaccine.  Not  only  did  the  inoculation  fail  to  pre- 
I vent  the  incidence  of  the  disease  in  this  case,  but 
1 also  it  probably  did  not  influence  the  course.  The 
1 infection  could  not  have  been  more  severe  with- 
1 out  a fatal  ending,  I believe.  I do  not  wish  it  to 
q be  inferred  from  these  remarks  that  I am  a dis- 
believer in  the  value  of  the  prophylactic  immuni- 
zation against  typhoid.  On  the  contrary,  I am 
; very  strong  in  my  confidence  of  its  efficacy.  My 
I only  explanation  for  its  failure  in  this  case  is  that 
: the  vaccine  may  have  lacked  potency,  or  this  may 
j be  one  of  those  individuals  in  whom  it  seems  im- 
i possible  to  establish  an  immunity, 
j 2.  This  was  a case  of  hemorrhagic  typhoid. 


which  is  unusual ; and  the  patient  recovered, 
which  is  still  more  unusual. 

3.  It  was  featured  by  the  tendency  to  hemor- 
rhage from  the  lungs,  there  being  eight  definite 
hemoptyses.  What  caused  these,  I cannot  say. 
There  was  no  evidence  of  infarct  formation. 
The  only  physical  signs  were  those  of  a diffuse 
bronchitis,  with  no  signs  of  localization.  It  can 
be  said  almost  with  certainty  that  they  were  not 
due  to  an  associated  tuberculosis,  as  is  shown  by 
the  subsequent  course  of  the  case. 

4.  Hematemesis — a most  unusual  symptom — 
was  also  present.  It  occurred  once. 

5.  Other  evidences  of  the  hemorrhagic  type 
were  the  epistaxis,  which  occurred  on  numerous 
occasions  before  her  admission  and  during  her 
stay  in  the  hospital;  hemorrhage  from  the  bow- 
els, which  occurred  five  times;  bleeding  from  the 
gums  ; and  a petechial  ervtption. 

6.  It  was  not  apparent  that  horse  serum  or 
coagulose  or  the  calcium  salts  had  any  effect  upon 
the  hemorrhagic  tendency.  Whether  they  would 
have  done  so  if  they  had  been  administered  ear- 
lier, I cannot  say.  It  has  long  been  my  custom 
to  administer  calcium  lactate  in  intermittent 
courses  of  dosage  to  my  typhoid  patients  as  a 
routine  treatment  in  all  cases  without  gastric  irri- 
tability, hoping  to  be  able  to  maintain  a high  co- 
agulability of  the  blood.  It  has  been  my  impres- 
sion that  with  that  line  of  treatment  I have  seen 
less  evidence  of  hemorrhage  than  without  it,  but 
my  cases  have  been  too  few  in  number  to  war- 
rant the  drawing  of  any  definite  conclusions. 
My  reason  for  not  giving  this  patient  calcium 
from  the  beginning  was  that  she  had  an  irritable 
stomach,  and  there  is  no  doubt  that  calcium  will 
frequently  induce  vomiting,  or  aggravate  that 
condition  if  already  present.  Adrenalin  I never 
use  for  hemorrhage  in  typhoid,  because  it  cannot 
possibly  reach  the  bleeding  point  in  sufficient  con- 
centration to  exert  a local  effect ; and  there  is 
the  theoretical  objection  that  the  possibility  of 
its  checking  hemorrhage  by  its  systemic  effect 
through  vasoconstriction  at  the  site  of  hemor- 
rhage may  be  more  than  counterbalanced  by  the 
general  rise  in  blood  pressure  caused  by  it,  there- 
by tending  to  increase  the  flow  of  blood  from  the 
ruptured  vessel.  Furthermore,  in  these  cases  the 
bleeding  is  almost  invariably  from  a hole  in  the 
side  of  the  vessel,  caused  by  the  erosion  of  the 
ulcer,  and  not  by  complete  severance  of  the  ves- 
sel. The  vasoconstriction  produced  by  adrenalin 
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will  have  less  efifect  in  diminishing  the  orifice  of 
an  erosion  through  the  wall  of  a vessel  than  it 
will  in  lessening  the  actual  transverse  diameter  of 
a severed  vessel. 

7.  There  Avere  two  sequelae — a typhoid  spine 
and  a post-typhoid  psychosis — the  typhoid  spine 
persisting  for  three  or  four  months  and  the  psy- 
chosis for  more  than  six  months  after  leaving  the 
hospital. 


BONE  AND  TENDON  TRANSFERENCE.* 

By  J.  P.  Baird,  M.D., 

Dyersburg. 

The  very  rapid  advance  of  surgical  technic 
during  the  past  feiv  years,  including  more  nearly 
perfected  asepsis,  the  development  of  apparatus, 
devices,  and  instruments  of  precision,  and  the 
recognition  of  the  necessity  of  applying  these 
according  to  the  exact  and  mechanical  laws,  has 
greatly  improved  the  former  results  of  opera- 
tion, especially  those  dealing  with  bone  and  ten- 
don Avork,  and  has  Avidened  out  and  opened  up 
neAv  fields,  making  possible  many  serviceable  and 
life-saving  results  AA'hich  until  the  present  Ave 
never  hoped  to  attain.  With  our  constantly 
groAving  knoAvledge  of  physiology,  laws  govern- 
ing the  groAvth  of  cell  life,  transference,  preserva- 
tion and  guidance  of  growing,  reproducing  tis- 
sue ; and  by  the  wonderful  aid  of  the  X-ray 
apparatus,  mechanically  perfect  instruments,  elec- 
trically driven  motor  saAVS,  drills,  shapers,  and 
agents  too  numerous  too  mention ; and  by  the 
operations  of  these  Avith  precise  and  careful  me- 
chanical ability,  results  are  uoav  obtained  which 
are  satisfactory  and  even  surprising  in  nature. 

The  last  qualification — namely,  real  mechan- 
ical ability,  producing  neat  and  perfect  adjust- 
ment and  proper  alignment  and  coadaptation  of 
the  parts,  assuring  both  cosmetic  and  functional 
results — is,  if  anything,  one  of  the  most  neces- 
sary elements  of  success,  and  has  been  frequently 
underestimated,  Avhich  has  often  been  the  cause 
of  surgical  failure. 

And  of  equal,  if  not  of  more  importance  than 
any  of  the  above-named  requirements,  is  the 
after  care  and  postoperative  skill  in  handling 

♦Read  at  the  meeting  of  the  West  Tennessee  I\teclical  and 
Surgical  Association  at  Jackson,  May,  191G. 


February,  1917. 

these  cases  in  a manner  which  will  produce  the 
maximum  of  results. 

These  points  are  insisted  on  as  most  essential 
by  the  great  leaders  in  this  line  of  work,  such  as 
Cheyne  and  Lane,  of  London;  Albee,  of  New 
York ; and  Murphy,  of  Chicago.  This  month’s 
issue  of  “ Murphy’s  Clinic  ” you  will  find  almost 
entirely  devoted  to  this  line  of  work,  with  several 
interesting  cases  reported. 

I will  briefly  mention  a few  points  in  the  tech- 
nic of  tendon  transference,  as  this  Avork  is  so 
frequently  closely  connected  with  bone  transfer- 
ence in  certain  cases,  especially  in  the  various 
forms  of  “ talipes,”  or  clubfoot.  Here  it  is  nec- 
essary, in  severe  cases,  to  obtain  the  best  appear- 
ance and  functional  results,  not  only  to  change 
the  shape  and  position  of  some  of  the  bones,  but 
to  transfer  the  action  of  tendons  of  normal,  live 
muscles  to  other  tendons  paralytic  Avith  loss  of 
function,  or  to  other  bones  or  parts  of  the  foot 
Avhere  the  tendon  action  Avill  be  of  more  advan- 
tage than  in  its  normal  position.  To  get  results 
in  these  cases  requires  careful  consideration  of 
the  anatomy  and  physiology  of  the  tendons  and 
the  exact  action  and  poAver  Ave  hope  to  develop 
in  the  neAv  location  in  which  they  are  implanted. 

A firm  attachment  must  be  secured  at  the  ncAV 
points  of  insertion  of  the  tendon,  or  it  Avill  not 
stand  the  pull  of  the  muscular  contraction  Avhen 
the  time  comes  for  it  to  stand  the  test  of  prac- 
tical use.  This  can  be  made  secure  by  splitting 
the  end  of  the  tendon  and  inserting  same  through 
the  side  of  the  receiving  tendon,  or  deeply  bury- 
ing it  beneath  the  periosteum,  if  implanting  on 
a bone,  or  even  inserted  through  a drill  hole  in 
the  bone  and  stitched  to  the  opposite  side,  as  Ave 
frequently  do  Avith  the  tendon  of  the  tibialis  anti- 
cus,  putting  it  entirely  through  one  of  the  tarsal 
bones,  lifting  up  the  bone,  and  firmly  attaching 
tendon  to  the  under  surface,  Avhich  is  of  much 
service  in  the  correction  of  ordinary  ” flat-foot.” 

I Avill  mention  more  of  the  technic  of  the  trans- 
ference later,  during  the  exhibition  of  a few 
cases,  and  after  I have  devoted  a fcAV  moments 
to  the  consideration  of  “ bone  graft  results.” 
Transplantation  of  this  tissue  has  been  practiced 
to  a more  or  less  limited  degree  for  more  than  a 
hundx'ed  years  in  practice  and  experimentation 
on  man  and  animals,  including  small  pieces  of 
bone,  fragments  of  cartilage,  AA'hole  bone  ends 
with  articular  cartilage,  and  even  an  occasional 
transplant  of  a whole  joint ; but  the  practice  had 
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not  become  very  extensive  until  the  last  few 
years,  since  faulty  surgical  technic  has  been  al- 
most eliminated,  since  which  experimenters  have 
been  more  bold  to  try  out  various  procedures  and 
have  developed  with  their  extensive  practice 


measures  which  are  becoming  of  enormous  ben- 
efit to  a^cted  mankind. 

Aftet'  co;isiderable  experimenting  with  grafts 
from  animals  and  bones  from  other  parties  and 
with  various  methods  of  preserving  bones  for  a 
period  of  time  before  transplanting,  it  has  been 
found  that  the  best  results  are  obtained  by  the 
autogenous  bone  graft,  or  bone  removed  from 
the  same  patient  and  transplanted  to  its  new  bed 
soon  after  its  separation  from  the  parent  bone. 
This  method,  which  has  been  so  perfectly  devel- 
oped by  Albee  and  others  of  late,  is  so  uniformly 
successful  that  it  is  being  used  in  an  almost  un- 
limited number  of  conditions  and  is  taking  the 
place  of  other  methods  of  bone  repair,  such  as 
metal  plates,  screws,  nails,  and  foreign  materials 
in  general,  which  have  been  used  so  extensively 
and  with  remarkable  success  by  such  men  as  Lane 
and  John  B.  Murphy.  But  even  applied  with 
their  science  and  ingenuity,  all  foreign  material 
tends  to  cause  absorption  of  the  contiguous  bone 
and  becomes  loose  and  useless.  The  substitution 
of  the  strip  of  bone  for  the  metal  plates  and  the 
bone  peg  for  screws  and  nails  is  undoubtedly  a 
great  advance. 

An  absolutely  aseptic  field  is,  of  course,  to  be 
desired  for  the  best  results ; but  the  good  results 
reported  by  Albee  in  tuberculous  joints  and  in 
Potts’  disease  of  the  spine  (numerous  cases  of 


such  being  reported  cured),  and  in  even  bridg- 
ing mildly  pyogenic  cavities,  shows  that  its  use- 
fulness is  not  entirely  limited  to  aseptic  cases. 

A few  of  the  uses  possible  when  the  conditions 
are  favorable  for  bone  transplants  are  in  the  de- 
formities, congenital  and  acquired,  in  clubfoot, 
deficient  or  destroyed  tarsal  bones  from  tuber- 
culosis, paralytic  scoliosis,  immobilization  by  in- 
lay strips  for  the  cure  of  tuberculosis  in  the 
various  joints,  or  replacing  of  bone  thereby  de- 
stroyed, Potts’  disease,  fractures,  either  fresh  or 
united,  of  various  bones  congenitally  absent  or 
bones  destroyed  by  infection  or  malignancv,  fre- 
quently recurring  dislocations  of  relaxed  joints, 
face,  skull,  or  nose  deficiencies,  completion  of 
maxilary  arch  in  the  harelip  and  cleft  palates, 
flail  joints  of  ankles  and  knees  paralytic  in  ori- 
gin, and  in  cases  of  spina  bifida  where  bone  is 
congenitally  absent. 

(Several  of  these  deformities,  with  technic  of 
correction  and  results,  were  demonstrated  by  lan- 
tern slides  during  the  West  Tennessee  Medical 
Association  meeting  in  Jackson;  but,  owing  to 
the  space  being  limited  for  illustrations,  I will 
only  insert  pictures  of  two  cases,  with  brief  de- 
scriptions of  same.) 

Case  1 ( A and  B ) . — Spina  bifida  ; male,  age, 
seven  years.  The  tumor  was  of  the  meningo- 


A 


myelocele  variety,  which  had  grown  from  the  size 
of  a hen’s  egg  at  birth  to  be  more  than  five  inches 
in  diameter  at  the  time  of  operation,  April  27, 
1916.  Operation  was  consented  to  at  this  time 
because  of  rapid  growth  during  the  last  year  and 
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extreme  and  progressive  thinness  of  posterior 
tumor  wall,  with  rupture  and  infection  imminent. 
Patient  placed  on  face,  hips  elevated  (as  in 


Kraskes’  operation  for  exsecting  rectum),  with 
object  of  retaining  a nearly  normal  amount  of 
cerbro  spinal  fluid  to  prevent  loss  of  tension  in 
canal.  Large  semicircular  skin  flap  elevated  to 
prevent  skin  incision,  on  inclosure,  from  coming 
directly  over  opening  in  spine.  Skin,  fat,  and 
muscles  were  then  retracted  and  tumor  sac  care- 
fully uncovered  to  its  neck  at  emergence  from 
spinal  canal.  Over  a quart  of  fluid  carefully 
withdrawn  and  portion  of  lateral  surface  of  sac 
saved  to  cover  canal.  The  opening  in  posterior 
wall  of  the  bony  canal  measured  about  one  inch 
laterally  by  two  and  a half  inches  horizontally, 
and  the  defect  corresponded  to  the  absent  poste- 
rior arches  of  the  last  lumbar  and  first  section  of 
sacral  vertebra.  Several  fibers  of  the  cauda  equina 
spread  out  through  tumor  and  were  attached  in  a 
line  on  posterior  surface  of  its  wall.  These  and  a 
narrow  strip  of  sac  at  point  of  attachment  were 
carefully  replaced  in  position  in  canal,  lateral  sac 
flaps  sutured  over,  reinforced  by  dense  fibrous 
flaps  from  either  side  of  spine.  The  posterior 
layer  of  the  canal  covering  was  covered  by  a 
strip  of  bone  transplant  (%  inch  by  3 inches) 
taken  from  the  flat  surface  of  the  tibia  and  firmly 
attached  by  kangaroo  tendon  sutures  to  the  thor- 
oughly denuded  surfaces  of  the  spinous  process 
above  and  below  the  canal  defect.  Bone  graft 


then  covered  by  thick  flaps  of  muscle,  fat,  and 
skin,  sutured  in  position,  and  fixation  apparatus 
applied  to  back  and  pelvis  to  maintain  immobil- 
ity of  lower  part  of  spine. 

Wound  healed  at  once,  and  patient  made  an 
uneventful  recovery.  X-ray  three  months  later 
showed  bone  graft  in  position  and  function  of 
spine  perfect. 

Incidentally  same  patient  had  double  talipes 
equino-varus,  trophic  ulcers  over  lower  limbs, 
and  paralysis  of  bladder,  all  of  which  irequently 
accompany  spina  bifida. 

The  clubfeet  were  corrected  three  weeks  after 
spinal  bone  graft  by  tenotomies,  transference  of 
bone  wedge  from  outer  to  inner  tarsus,  and  trans- 
ference of  insertion  of  tibialis  anticus  tendon 
from  internal  to  external  side  of  foot.  Feet 
over-corrected  and  placed  in  casts.  At  present 
time  the  patient  is  walking  without  crutches, 
spine  erect  and  in  good  condition,  general  health 
and  nutrition  better  than  before  operation, 
trophic  ulcers  do  not  recur,  and  even  a slight  im- 
provement in  bladder  control.  Bone  graft  now 
palpable,  in  position,  and  no  tendency  to  tumor 
reappearance  or  other  complications  after  more 
than  eight  months  have  elapsed. 

Case  2 (C  and  D). — Female;  age,  nineteen; 
infantile  paralysis,  right  foot  in  position  of 


talipes  equino  varus,  left  foot  completely  limber 
at  ankle  joint  from  complete  paralysis  of  all 
muscles  of  the  leg,  and  left  knee  joint  “ flail.” 
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The  method  of  correction  of  the  extreme  back- 
ward flexion  of  knee  is  partly  original,  as  far  as 
I have  been  able  to  find  out,  and  for  that  reason 
I will  report  the  case.  Doubting  the  possibility 
of  getting  a permanent  beneficial  result  from 
the  usual  method  of  shortening  posterior  liga- 
ments and  tendons  of  the  joint,  I decided  not 
only  to  do  this,  which  I did  as  a preliminary  step, 
before  doing  a bone  graft  in  anterior  portion  of 
knee  joint.  This  procedure  seemed  like  taking 
some  chance  for  producing  an  ankylosis ; but 
considering  that  even  preferable  to  the  extremely 
relaxed  and  almost  useless  joint,  we  decided  the 
experiment  justifiable. 

Laying  bare  over  five  inches  of  that  portion  of 
the  flat,  anterior  surface  of  the  tibia  immediately 
below  the  joint  and  just  internal  to  the  tuber- 
osity, all  tissue  was  carefully  separated  from 
periosteum,  so  that  a -strip  of  bone  an  inch  in 
width  and  nearly  five  inches  long  could  be  loos- 
ened with  the  aid  of  the  Albee  motor-driven 
saws.  Before  approaching  the  upper  anterior 
margin  of  head  of  tibia,  the  bone  was  closely  fol- 
lowed with  a periosteal  elevator  separating  peri- 
j osteum,  articular  capsule,  and  joint  cartilage 
' freely  from  bone  and  without  rupturing  or  en- 
tering the  joint  cavity.  By  separating  the  joint 
cartilage  for  some  distance  on  either  side  of  the 
I proposed  bone  graft,  I was  enabled  to  force  it 
upward  some  distance  by  the  strip  of  loosened 
bone  (1  by  4 inches),  which  was  advanced  up- 
ward about  one-half  inch  and  held  in  position  by 
kangaroo  tendons  through  several  small  drill 
holes  in  edges  of  bone.  This  half-inch  projec- 
tion upward  of  the  bone  strips,  lifting  up  joint 
capsule  and  cartilage,  together  with  the  exostosis 
or  callous  formation  naturally  filling  in  around 
' freshly  cut  bone  surfaces,  caused  both  an  appre- 
, ciable  widening  and  elevation  of  the  anterior 
j margin  of  tibial  head  and  serves  as  an  efficient 
i “ bumper,”  or  lock,  preventing  too  much  rotating 
backward.  The  wound  was  closed  and  limb  put 
; in  splint  for  six  weeks  without  testing.  After 
this  time  the  knee  flexed  normally,  but  on  exten- 
sion locked  firmly  in  straight  position.  At  pres- 
! ent,  after  ten  months’  use,  the  knee  has  stood 
1 the  test  of  walking,  and  functionates  properly, 
i This  procedure  in  this  case  was  entirely  satisfac- 
, tory,  both  to  patient  and  surgeon. 

^ Talipes  of  right  foot  was  corrected  in  the  usual 

■ manner;  but  left  foot,  being  more  of  a flail  joint 

■ and  “ drop  foot,”  was  corrected,  or  put  in  bet- 


ter and  more  stable  condition,  by  advancing  a 
strip  of  bone  (%  inch  by  inches)  downward 
through  ankle  joint  from  anterior  plate  of  tibia 
into  the  body  or  anterior  part  of  the  astragalus. 
•This,  with  shortening  the  relaxed  tendons  ante- 
rior to  the  joint,  has  proved  beneficial  for  me  in 
several  cases,  does  not  produce  shortening  of 
limb,  and  does  complete  “ astragalectomy.” 


THE  UROLOGIC  ARMAMENTARIUM— 
ITS  VALUE  IN  DIAGNOSIS,  AND 
SOME  OE  ITS  THERAPEUTIC 
APPLICATIONS.* 


By  Irving  Simons,  B.S.,  M.D., 
Nashville. 

In  taking  up  this  subject,  I intend  merely  to 
call  your  attention  to  some  of  the  more  recent 
urological  procedures  called  into  being  chiefly  by 
the  desire  of  the  modern  cystoscopist  to  avoid 
the  suprapubic  cystotomy  for  vesical  exploration, 
and  made  possible  by  the  cystoscope  and  urethro- 
scope, the  addition  to  them  of  various  operating 
features  and  the  adaptation  to  them  of  the  monop- 
olar (Oudin)  and  bipolar  (D’Arsonval)  type  of 
high-frequency  current. 

The  development  of  the  cystoscope,  as  such, 
reached  a rather  fixed  point  about  1909,  when 
various  cystoscopes  were  devised,  which  com- 
bined a brilliant  lens  system,  having  a corrected 
image,  with  double  ureteral  catheterization  and 
simultaneous  irrigation  of  the  bladder.  Having 
reached  this  stage  of  perfection  in  bladder  exam- 
ination and  a study  of  accurately  separated  renal 
function,  the  instrument  would  have  remained 
entirely  a diagnostic  and  prognostic  instrument, 
with  the  one  exception  of  the  thereapeutic  pro- 
cedure of  lavage  of  the  renal  pelvis,  had  it  not 
been  for  the  ^ingenuity  of  Edwin  Beer,  who  con- 
ceived the  idea  of  using  the  Oudin  high-fre- 
quency current  for  the  destruction  of  superfluous 
tissue  in  the  bladder,  notably  for  the  destruction 
of  bladder  papillomata.  This  current  was  used 
chiefly  because  of  its  power  of  acting  in  a water 
medium,  which,  of  course,  was  necessary  for  ac- 
curate cystoscopy,  as  cystoscopy  in  an  air  medium 
had  never  proved  as  satisfactory  as  had  been 
hoped,  and  was  especially  unsatisfactory  in  the 
male  bladder.  However,  it  was  found  later  that, 

‘Read  before  the  Nashville  ‘teademy  of  Medicine,  October 
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as  this  type  of  cauterization  did  not  develop  much 
heat,  it  was  not  very  painful,  and  in  addition  it 
had  a specific  action  upon  papillomata  of  the 
bladder,  causing  them  to  melt  away  far  more  ex- 
tensively than  the  amount  of  fulguration  done  at 
a sitting  would  lead  one  to  suspect  would  occur. 

Having  arrived  at  this  point,  Buerger  next  de- 
vised a cystoscope  of  ordinary  size  with  an  oval 
instead  of  a round  sheath,  and,  eliminating  his 
catheter  channels,  used  this  entire  space  for  the 
passage  of  a potentially  No.  12  (French)  instru- 
ment. This  gave  him  his  opportunity  for  de- 
vising operating  instruments,  such  as  foreign- 
body  forceps,  punch  forceps  for  removing  tissue 
for  diagnosis,  scissors  for  ureteral  meatotomy, 
ureteral  dilators  with  olivary  tips  and  a connec- 
tion for  D’Arsonval  current,  snare  for  peduncu- 
lated tumors,  etc. 

In  discussing  the  various  therapeutic  proced- 
ures that  are  possible  in  the  upper  urinary  tract 
— i.  e.,  kidney  and  ureter — let  us  take  up  the  fol- 
lowing ; 

1.  Lavage  of  the  pelvis  of  the  kidney  and  of 
the  ureter  with  various  antiseptic  solutions  I shall 
merely  mention  as  one  of  the  most  strikingly  effi- 
cacious of  all  that  I have  used,  but  shall  reserve 
discussion  of  it  for  a future  time,  when  it  can  be 
taken  up  more  fully. 

2.  The  facilitation  of  the  passage  of  a ureteric 
stone.  I have  had  the  experience  twice  in  the  last 
eighteen  months  of  catheterizing  the  ureters  in 
stone  suspects  in  whom  the  radiograph  showed 
nothing.  Both  these  men  passed  small  stones 
within  twenty-four  hours.  In  only  one  man  was 
any  injection  of  the  ureter  made,  and  that  was 
with  collargol  (10  per  cent).  In  another  case 
after  pyelography,  a subsequent  radiograph 
showed  that  a stone  had  moved  from  the  renal 
pelvis  to  the  next  narrow  place  in  the  ureter  (the 
sacroiliac  synchondrosis).  A stone  in  this  re- 
gion should  be  treated  by  dilating  the  mouth  of 
the  ureter  with  the  olive-pointed  bougie,  using  a 
weak  D’Arsonval  current  to  gently  relax  the 
ureter.  This,  or  the  distension  of  the  ureter  with 
warm  paraffin  oil,  may  allow  the  stone  to  descend 
to  the  next  narrow  point,  the  part  of  the  ureter 
that  pierces  the  bladder  wall.  At  this  point  the 
stone  is  usually  marked  by  a massive  edema, 
which  is  due  to  a prolaj)se  of  the  ureteric  mucous 
membrane.  If  the  mouth  of  the  ureter  cannot  be 
found,  the  edema  may  be  relieved  by  puncturing 
the  mass  in  a number  of  places  with  the  high- 


frequency  wire  and  waiting  a day  or  two.  If  the 
ureteric  mouth  becomes  visible,  ureteral  meatos- 
omy  can  be  performed  with  the  cystoscopic  scis- 
sors, and  also  oil  again  injected.  At  times  the 
stone  can  be  seen  peeping  out  and  can  be  grasped 
with  the  foreign-body  forceps  and  removed. 

Should  all  these  methods  fail,  suprapubic 
transcystic  removal  of  the  stone  may  be  done  if 
the  stone  is  low  down  enough,  or  other  met’nods 
used  if  the  stone  is  higher  up. 

In  the  bladder  itself  a number  of  diagnostic 
and  therapeutic  procedures  of  worth  are  feasible : 

1.  Foreign  bodies — such  as  small  stones,  bits 
of  rubber  catheter,  etc. — can  be  removed  through 
the  cystoscope. 

2.  Excision  of  tissue.  Buerger  has  been  able 
to  diagnose  renal  tuberculosis  in  early  cases  by 
punching  out  a bit  of  the  edematous  tissue  at  the 
suspected  ureteric  mouth.  A section  of  this 
showed  tuberculosis.  Papillomata  that  are  pe- 
dunculated can  be  snared  off,  as  this  saves  time, 
and  the  pieces  removed  through  the  cystoscope 
with  the  foreign-body  forceps. 

3.  Simple  ulcer  of  the  bladder.  In  a non- 
luetic  case  I have  recently  obtained  results  by  go- 
ing over  the  edges  of  the  ulcer  with  the  D’Arson- 
val current.  When  very  callous,  Buerger  has 
advised  and  practiced  excision  with  the  punch 
forceps. 

4.  The  treatment  of  benign  tumors  of  the  blad- 
der (papillomata)  with  the  high-frequency  cur- 
rent needs  no  champion.  It  is  almost  specific,  as 
mentioned  above.  At  the  last  Urologic  Section 
of  the  A.  AT  A.,  Beer  claimed  that  if  a tumor 
did  not  rapidly  melt  away  after  high-frequency 
treatment,  it  was  probably  malignant,  and  this 
sort  of  treatment  should  he  desisted  from.  It 
should  never  be  used  in  a carcinoma  of  the 
bladder.  Its  only  disadvantage  is  that  it  requires 
frequent  sittings,  as  only  small  amounts  of  tissue 
can  be  destroyed.  Hence  general  papillomatosis 
requires  open  operation,  and  diathermy  can  then 
be  done  in  the  open  bladder.  Cysts  of  the 
bladder  can  be  easily  punctured  and  evacuated, 
but  bullous  edema  should  be  avoided. 

5.  Other  procedures  possible  in  the  bladder 
are:  (a)  The  catheterization  of  the  golf-hole 
ureters  with  large,  stiff  catheters  (8-10  French), 
(b)  The  employment  of  three  catheters  at  one 
time,  (c)  The  division  of  stenosed  ureteric  ori- 
fices where  symptoms  are  present. 
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Urethroscopes  and  Urethroscopy. 

As  far  as  some  of  us  are  concerned,  very  little 
worth  while  can  be  seen  with  the  ordinary  ante- 
rior urethroscope,  or  endoscope,  as  it  does  not 
magnify,  nor  does  it  spread  out  the  mucous  mem- 
brane of  the  uretha.  This  is  all  the  more  so  in 
the  posterior  endoscope,  even  where  there  is  air 
distension,  as  most  of  the  air  goes  back  into  the 
bladder.  This  problem  has  been  solved  by  the 
water  dilatation  posterior  urethroscope,  of  which 
good  examples  are  Wossidlo’s  and  McCarthy’s. 
The  advantages  are  great  magnification,  and  con- 
sequently accurate  detail  due  to  the  fact  that  the 
distending  fluid  balloons  out  the  canal  sufficiently 
to  allow  the  operation  of  a good  lens  system. 
As  diagnostic  instruments  these  are  valuable,  as 
they  allow  accurate  inspection  of  the  vesical 
sphincter,  especially  that  portion  that  leads  to  the 
supramontane  region.  Coming  forward,  we  next 
come  to  the  verumontanum,  or  seminal  mound, 
with  at  times  the  visible  openings  of  the  utricle 
and  the  ejaculatory  ducts,  and  in  front  of  this 
the  acclive  leading  to  the  “ colle  fibreuse,”  or 
membranous  urethra.  Up  to  this  point  the  Wos- 
sidlo  is  superior,  but  the  McCarthy  can  be  used 
in  the  bulb  and  the  anterior  urethra. 

Urethroscopic  Therapy. 

Of  course  cutting  instruments  can  be  used  in 
the  urethra,  and  occasionally  one  can  extract  a 
stone  from  the  urethra  with  foreign-body  for- 
ceps, but  as  a rule  one  can  do  all  that  is  neces- 
sary with  the  high-frequency  current.  Just  inside 
the  bladder  McCarthy  has  recently  used  his  in- 
strument with  brilliant  results.  He  destroyed 
with  the  current  small  enlargements  of  the  mid- 
dle lobe  of  the  prostate  in  several  men  about  fifty 
years  of  age  who  had  a little  residual  urine. 
This  recalls  the  old  Bottini  operation,  without  its 
horrors. 

At  the  vesical  neck  I have  been  able  to  remove 
granulations  and  polypoid  excrescences,  and  to 
relieve  symptoms  in  cases  that  might  have  been 
termed  vesical  neuroses. 

Further  down,  one  of  the  commonest  lesions  in 
vesical  neurosis  and  sexual  neurasthenia  is  a con- 
dition of  verumontanitis,  in  which  excess  granu- 
lation tissue  is  present  on  the  seminal  mound. 
The  D’Arsonval  current  is  here  far  more  accu- 
rate and  less  painful  than  the  brutal  cauterization 
of  this  region  with  25  per  cent  silver  nitrate,  with 


its  concomitant  burns  of  the  surrounding  mucous 
membrane  that  needs  no  cauterization.  In  the 
anterior  urethra,  however,  we  find  the  most  com- 
mon lesions,  as  here  in  practically  all  chronic 
cases  of  gonorrhea  there  are  in  greater  or  less 
number  residual  infections  of  the  glands  of  Littre 
or  of  Tyson  or  of  the  crypts  of  Morgagni.  These 
can  be  cured  only  by  electro  cauterization,  and 
D’Arsonvalization  is  very  satisfactory. 

In  closing,  I should  like  to  stress  these  points : 

In  all  obscure  cases,  before  diagnosing  neurosis 
of  the  bladder,  impotence,  neurasthenia,  vesical 
irritability  due  to  acid  urine,  etc.,  it  is  advisable 
to  have  a good  survey  of  the  entire  urinary  tract 
made — not  merely  a cystoscopy. 

There  are  many  cases  with  pathological  lesions 
in  the  urinary  tract  that  may  not  need  an  open 
operation,  provided  that  the  necessary  judgment, 
skill,  and  instruments  are  at  hand. 

The  treatment  of  chronic  gonorrhea  and  its 
sequelae  is  a question  of  instrumentation,  rather 
than  immunization  or  psychotherapy. 


ACUTE  INFECTIVE  OSTEOMYELITIS.* 

By  Edward  T.  Newell,  B.S.,  M.D., 
Chattanooga. 

Having  just  recently  come  under  my  observa- 
tion two  cases  of  the  above-named  condition,  and 
having  had  several  subacute  cases  of  this  trouble 
in  the  past  year,  I felt  that  a short  paper  on  this 
subject  might  be  interesting  to  this  society  to- 
night. 

I know  of  no  subject  that  demands  more 
prompt  and  accurate  diagnosis  than  acute  osteo- 
myelitis. It  has  been  said  that  a gangrenous  ap- 
pendix will  become  fully  so  in  forty-eight  hours, 
and  that  if  you  are  going  to  prevent  gangrene  in 
all  of  the  threatened  gangrenous  appendices,  you 
must  operate  before  the  forty-eight  hours  are  up. 
It  is  even  more  important  in  acute  osteomyelitis 
that  you  operate  early ; for  if  the  infection  in  the 
medullary  canal  is  extensive  and  virulent,  the 
death  of  the  entire  bone  has  been  known  to  take 
place  in  from  eighteen  to  twenty-four  hours. 
The  only  way  to  prevent  this  is  by  an  early  open- 
ing through  the  bone  into  the  canal,  releasing  the 
pus  that  is  under  great  tension,  and  consequently 

*Read  before  the  Chattanooga  Academy  of  Medicine  and 
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is  highly  toxic  to  the  entire  system  and  destruc- 
tive to  the  bone  per  se. 

Acute  osteomyelitis  is  an  affection  of  the  di- 
aphysis  of  the  bone  in  ninety-five  per  cent  of 
cases.  A great  many  physicians  and  some  sur- 
geons are  of  the  erroneous  opinion  that  it  is  an 
affection  of  the  epiphysis.  While  it  occurs  in  the 
majority  of  cases  in  young  adults  or  children 
between  the  ages  of  ten  and  fourteen  years,  most- 
ly in  the  male,  it  is  not  necessarily  confined  to 
childhood,  and  is  frequently  seen  between  the 
ages  of  twenty  and  thirty  years.  The  bones  most 
commonly  affected  in  this  trouble  are  the  femur, 
humerus,  tibia,  and  radius.  It  is  said  that  the 
lower  end  of  the  shaft  of  the  femur,  the  upper 
end  of  the  shaft  of  the  humerus,  the  lower  end 
of  the  radius,  and  the  upper  end  of  the  tibia  are 
the  most  frequent  sites  of  predilection  for  metas- 
tases  to  develop.  This  has  not  been  my  personal 
experience  in  regard  to  the  tibia,  as  most  of  my 
cases  have  developed  at  the  lower  extremity  of 
the  shaft.  Of  course  the  flat  bones  and  irregular 
bones,  such  as  the  oscalcis,  metacarpals,  ribs, 
etc.,  are  quite  frequently  affected. 

It  is  more  than  passing  strange  that  the  con- 
nection with  the  primary  focus  of  infection  as  the 
causative  factor  in  acute  osteomyelitis  was  so 
long  overlooked.  But,  as  Dr.  Murphy  so  tersely 
puts  it,  this  is  not  unexpected,  as  hundreds  and 
thousands  of  autopsies  were  held  during  the  last 
century  for  peritonitis,  and  the  causative  factor 
— the  appendix — was  overlooked,  when  it  stood 
out  so  prominently  as  the  cause.  With  the  excep- 
tion of  the  streptococcus,  which  sifts  through  the 
lymphatic  glands  so  rapidly  and  enters  the  blood 
stream  and  metastasizes  in  the  medullary  canal 
or  under  the  periosteum  and  in  other  organs  and 
structures  so  rapidly,  the  other  organisms  that 
produce  metastases  do  so  at  such  great  length  of 
time  that  the  etiology  of  the  disease  is  easily 
overlooked. 

However,  at  the  present  time  we  now  know 
that  the  various  organisms  that  cause  acute  os- 
teomyelitis go  through  a definite  cycle  before  they 
metastasize,  and  we  know  now  just  when  to  look 
for  this  disease  following  infection  either  in  the 
tonsils,  the  teeth,  or  the  skin.  For  instance,  in- 
fluenza metastasizes  in  from  ten  to  twelve  days, 
gonorrheal  urethritis  in  from  eighteen  to  twenty- 
two  days,  typhoid  fever  in  from  three  to  five 
weeks  (just  as  the  typhoid  ulcer  is  beginning  to 
healj,  diiflitberia  just  after  tbe  membrane  comes 


away.  I may  say  here  that  staphylococcus  pyo- 
genes aurens  heads  the  list  as  the  causative  factor 
in  this  disease. 

Among  the  causes  usually  ascribed  to  acute  os- 
teomyelitis are  exposure  to  cold  and  trauma. 
These  are  in  a measure  the  exciting  causes ; but 
the  real  cause  is  the  primary  infection  that  took 
place  some  days,  weeks,  or  months  before  the 
symptoms  developed.  A typical  case  of  acute 
osteomyelitis  begins  with  sudden  pain  near  a 
joint.  It  is  important  that  we  examine  the  pa- 
tient carefully  and  ascertain  the  point  of  greatest 
intensity  of  the  pain.  This  is  important  in  differ- 
entiating it  from  arthritis  (rheumatism),  for  the 
treatment  is  not  identical  in  the  two  conditions. 
Delay,  on  the  one  hand,  would  not  only  mean 
death  of  a greater  or  larger  mass  of  bone,  Avith 
an  invalidism  of  weeks  and  months,  and  maybe 
years,  but,  if  from  a virulent  organism,  death  to 
the  patient ; Avhile,  on  the  other  hand,  a few  hours’ 
delay,  or  a day  or  tAvo,  Avould,  at  the  most,  mean 
only  an  ankylosed  joint. 

A second  and  A^ery  suggestiA^e  symptom  of  this 
affection  is  a chill  folloAved  by  high  temperature 
— 103  to  105 — often  Avith  delirium,  rapid  pulse, 
etc.  The  pain  is  of  a boring  character,  and  is  fre- 
quently Avorse  at  night.  Nearly  all  cases  require 
a hypodermic  of  morphine — at  least,  this  has 
been  my  experience.  The  SAvelhng  and  oedema 
is  a later  manifestation.  This  is  an  important 
point,  as  it  differentiates  this  serious  malady  from 
arthritis,  on  the  one  hand,  and  periostitis,  on  the 
other,  both  of  Avhich  are  accompanied  early  after 
the  onset  by  SAvelling  and  the  oedema.  Being  en- 
cased in  a bony  Avail,  such  as  the  loAA'er  end  of  tibia, 
you  Avould  not  expect  any  SAvelling,  redness,  beat, 
or  oedema  until  the  Avail  had  giA-en  way  and  the  pus 
ruptured  through  it  and  burrowed  under  the  soft 
structure,  finally  rupturing  in  a Aveek  or  ten  days 
through  the  skin.  This  is  a pitiful  condition  and 
a sad  commentary  on  the  profession  Avhen  it  has 
occurred.  It  may  be  said  of  the  aboA'e  condition, 
as  has  so  often  been  said  of  appendicitis  AA'hen 
pus  is  found  on  the  outside  of  the  appendix  and 
free  in  the  peritoneal  cavity : “ The  doctor  in 
charge  has  loafed  on  the  case.”  The  leucocyte 
count  is  very  high  in  this  disease  in  its  incipiency, 
running  from  20,000  to  40,000.  This  is  because 
the  pus  is  encased  in  bone  and  held  under  high 
tension.  This  alone  will  help  you  to  make  a diag- 
nosis. 

The  sudden  onset,  with  the  deep,  boring  pain. 
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the  initial  chill,  an  extremity  that  is  incapacitated 
in  less  than  forty-eight  hours,  will  brand  the 
trouble  as  acute  osteomyelitis,  infectious,  but  not 
tubercular,  as  it  takes  several  weeks  of  inconven- 
ience of  the  extremity  before  incapacity  takes 
place  in  this  last  condition.  The  pus  may  travel 
from  one  extremity  of  the  bone  to  the  other,  or 
may  burrow  through  the  bone  and  travel  a great 
distance  under  the  periosteum  and  produce  death 
of  the  entire  bone,  necessitating  its  removal  and 
in  its  place  a transplant  from  the  other  extremity, 
or  it  may  be  localized  at  the  original  point  that 
the  metastasis  took  place  and  produce  only  a 
small  sequestra  that  comes  away  several  weeks 
(six)  after  the  pus  has  evacuated  itself  through 
the  skin. 

The  treatment  of  these  cases  is  the  simplest 
part  in  the  handling  of  them,  provided  you  have 
made  an  early  and  accurate  diagnosis.  If  you  are 
going  to  prevent  the  death  of  the  bone,  and  pos- 
sibly of  your  patient,  and  not  have  the  mortifica- 
tion of  seeing  a sequestra  come  away  later,  you 
must  operate  in  acute  infectious  osteomyelitis 
within  the  first  twenty-four  hours.  An  ordinary 
pocket  case,  such  as  all  beginners  in  the  practice 
of  medicine  possess,  and  those  practicing  in  the 
country  where  they  cannot  be  ladened  with  ex- 
tensive operating  outfits,  will  suffice  to  relieve  the 
condition. 

I remember  the  first  case  that  came  under  my 
observation  occurred  when  I had  been  practicing 
medicine  only  a few  weeks,  ten  miles  in  the  coun- 
try. It  was  a young  mulatto  boy,  who  gave  the 
most  typical  history  of  the  condition  that  I had 
ever  seen.  I had  my  pocket  case,  but  no  bone  in- 
struments ; so  I borrowed  an  ordinary  wood  hand 
gimlet,  such  as  is  found  in  all  tool  boxes.  Under 
local  anaesthesia  I anaesthetized  the  skin  over  the 
upper  end  of  the  tibia,  cut  through  the  perios- 
teum down  to  the  bone.  With  the  gimlet  I bored 
three  small  holes  in  the  medullary  canal.  The 
pus  fairly  spurted  out  of  these  openings.  I had 
no  chisel  to  connect  the  three  openings ; but  in 
spite  of  the  small  caliber  of  them,  the  boy  made 
a complete  recovery  in  five  or  six  weeks. 

I will  not  detail  to  you  the  cases  that  have 
come  to  me  of  chronic  ostitis  following  attacks 
of  acute  osteomyelitis,  ranging  from  one  to 
twenty-five  years,  but  will  relate  one  or  two  re- 
cent cases  of  acute  osteomyelitis  that  came  under 
my  observation  early. 

One,  a child  of  twelve  years,  taken  with  the 


characteristic  syndrome,  chill,  high  fever,  rapid 
pulse,  pain  in  the  region  of  the  internal  malleolus 
not  definitely  located  at  the  site  of  the  joint,  the 
joint  not  swollen  to  any  extent.  She  was  suffer- 
ing horribly,  had  been  treated  by  a doctor  in  a 
near-by  town  for  three  or  four  days  for  rheuma- 
tism. She  was  extremely  toxic.  I saw  her  at 
eleven  o’clock  in  the  morning,  diagnosed  the  case 
as  osteomyelitis,  and  operated  at  twelve.  The 
pus  was  in  the  metaphysis,  and  flowed  freely.  A 
liberal  incision  in  the  skin,  as  well  as  a liberal 
opening  in  the  bone,  was  made.  A probe  was 
passed  up  the  medullary  canal  carefully,  yet  for 
a distance  of  two  or  three  inches.  No  curette- 
luent  was  done ; the  cavity  was  simply  wiped  out 
with  gauze  around  a Carmalt  forceps.  Pure 
iodine  was  then  applied  freely  in  the  bone  cavity, 
the  wound  drained  with  one-quarter-inch  rubber 
tubing,  and  the  skin  sutured  with  silkworm  gut, 
interrupted.  The  patient  did  beautifully  for  five 
or  six  days.  The  temperature,  pulse,  and  pain 
subsided  with  the  opening  of  the  bone.  On  the 
sixth  day  she  had  another  severe  chill ; her  tem- 
perature rapidly  rose  to  104  4-5  and  pulse  to  130. 
She  became  very  restless,  with  intense  pain  in  the 
third  metatarsal  bone  of  the  opposite  foot.  A 
diagnosis  of  acute  osteomyelitis  was  made  in  a 
few  hours  after  the  chill,  as  the  blood  count, 
which  had  been  previously  taken  before  the  first 
operation,  showed  a rajjid  increase  in  leucocytes 
and  a high  percentage  of  P.  M.  N.’s.  The  bone 
was  opened  along  its  dorsal  aspect.  Pus  flowed 
from  the  bone,  but  not  so  much  as  in  the  first  in- 
• stance.  With  the  opening  of  the  bone  the  tem- 
perature and  all  other  pathological  symptoms  sub- 
sided. The  patient  went  home  at  the  end  of  two 
weeks  from  the  time  of  entry,  twelve  days  from 
the  second  operation.  Both  bones  were  still  dis- 
charging, but  very  little.  Tlie  foot  had  the  char- 
acteristic secondary  oedema  that  you  so  often  see 
in  these  cases,  and  the  patient  was  still  incapaci- 
tated. She  would  not  stay  longer ; and  although 
I gave  her  dressings  and  alcohol  to  last  for  ten 
days,  I heard  at  the  end  of  the  month,  that,  while 
she  was  going  around,  she  still  had  some  dis- 
charge from  the  sinuses.  A later  report,  not  di- 
rect from  the  family,  stated  that  she  was  all  right. 
These  cases  are  slow  to  heal,  requiring  some  time 
for  complete  recovery,  even  though  the  operation 
is  promptly  done. 

A second  and  more  recent  case  was  that  of  a 
young  married  woman,  aged  twenty-two,  native 
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of  Mississippi ; two  children,  youngest  five 
months  old.  She  came  to  the  mountains  for  the 
summer.  After  being  here  two  weeks,  she  devel- 
oped pain  in  the  region  of  the  right  ankle,  fol- 
lowed by  a slight  chill,  temperature  103.  I saw 
her  on  the  second  day ; and  after  a close  investi- 
gation of  her  case  and  examination  of  her  ton- 
sils, skin  all  over  the  body,  a vaginal  examina- 
tion, oral  examination,  I came  to  the  conclusion 
that  she  had  osteomyelitis  of  a mild  character  in 
the  lower  end  of  the  shaft  of  the  tibia.  She  suf- 
fered extreme  boring  pain,  but  could  not  tell 
whether  it  was  in  the  joint  or  in  the  bone.  How- 
ever, she  did  not  give  any  history  of  any  trouble 
during  her  recent  labor,  nor  of  any  considerable 
leucorrhea  or  any  primary  focus  of  infection. 
As  she  had  a nursing  baby,  I temporized  with  her 
for  twenty-four  hours,  she  being  ten  miles  out  of 
town,  giving  her  salicylate  and  local  applications 
to  the  affected  limb,  as  well  as  cathartics,  etc. 
At  the  end  of  this  time  she  was  about  the  same 
as  when  seen  on  the  second  day.  On  the  fourth 
day  I brought  her  to  the  sanitarium,  made  a white 
blood  count,  which  was  high,  and  operated  over 
the  tenderest  point.  Only  a small  amount  of  pus 
was  found.  The  pain  in  the  limb  and  the  tem- 
perature subsided,  and  she  made  an  uneventful 
recovery,  leaving  the  hospital  in  three  weeks. 
The  wound  healed  completely  at  the  end  of  the 
fourth  week.  This  case  was  drained  for  a week 
and  the  usual  treatment,  as  outlined  in  the  former 
case,  followed.  I knew  there  must  be  some  cause 
for  this  osteomyelitis,  so  I radiographed  all  of  her 
teeth  and  found  that  two  of  them  showed  distinct 
abscesses  at  the  roots.  These  were  pulled,  upon 
the  advice  of  a competent  dentist,  and  the  ab- 
scessed mass  was  found  hanging  to  the  roots  of 
the  teeth — the  causative  factor. 

In  operating  for  acute  osteomyelitis,  I do  not 
believe  that  one  should  use  the  curette,  as  you  are 
liable  to  spread  the  infection,  just  as  you  will  do 
in  curetting  a case  of  acute  endometritis.  Sim- 
ply opening  to  the  pus,  which  is  under  great  ten- 
sion, mopping  it  out  and  sterilizing  with  a good 
antiseptic,  with  drainage,  is  all  that  is  necessary. 

At  the  Mercy  Hospital  they  begin,  as  soon  as 
the  operation  is  over,  with  auto-sensitized  vac- 
cines, claiming  that  the  auto-sensitized  vaccines 
give  better  results  than  the  ordinary  autogenous 
vaccines  in  these  cases.  On  this  last  case  we  are 
still  using  the  autogenous  vaccine,  but  1 believe 
with  the  Murphy  Clinic  that  the  auto-sensitized 


vaccines  will  give  better  results.  You  can  give 
larger  doses  of  them  and  at  the  same  time  get 
none  of  the  unpleasant  symptoms  of  severe  re- 
action which  you  sometimes  encounter  with 
stock  vaccine  or  autogenous  vaccine. 

In  conclusion,  I will  say  that  the  dentists  in 
ordinary  toothache  recognized  long  ago  that  sim- 
ply boring  a hole  with  a burr  through  the  apical 
foramen  into  the  abscessed  cavity  relieved  the 
pain  and  cured  the  condition,  and  the  same  holds 
good  in  acute  infectious  osteomyelitis.  Bore  a 
hole  into  the  affected  bone,  and  do  it  quickly,  be- 
fore the  death  of  the  bone  takes  place  and  before 
general  systemic  infection  takes  place,  with  the 
possible  death  of  the  patient. 

Discetssion.  , 

In  very  early  cases  of  acute  osteomyelitis  the 
radiograph  is  valueless,  as  no  destruction  of  bone 
has  taken  place. 

In  'case  you  do  not  strike  pus  when  operating 
early,  that  is  visible  to  the  eye,  you  must  not 
conclude  that  you  are  mistaken  in  your  diag- 
nosis. You  have  at  least  prevented  gross  lesions 
from  forming,  or  possibly  you  have  missed  the 
pocket  of  pus ; but  in  all  events  drain,  and  the 
pus  will  make  its  way  to  the  opening  that  you 
have  made  in  the  bone. 

I forgot  to  say  that  tubercular  bone  disease  al- 
ways begins  in  the  epiphysis.  Syphilis  more  fre- 
quently starts  in  the  periosteum,  and  is  felt  as 
nodules  along  the  crest  of  the  tibia  and  other 
bones.  A frequent  site  is  the  cranial  vault.  Both 
of  these  affections  are  much  slower  in  progess 
and  not  nearly  so  painful.  A syphilitic  bone  ab- 
scess is  not  circumscribed  and  sharply  walled  in, 
as  acute  osteomyelitis  is.  The  gumma,  which  are 
late  manifestations  of  this  disease,  are  soft  and 
spongy. 

The  Wasserman  reaction,  on  the  one  hand, 
and  tuberculin  reaction,  on  tbe  other  hand,  as  well 
as  the  inoculation  of  the  guinea  pig  and  the  low 
leucocyte  count  in  the  latter,  would  help  to  dif- 
ferentiate in  both  the  syphilitic  and  the  subacute 
type  of  osteomyelitis. 


Typhoid  fever  is  contracted  by  swallowing 
sewage. 


Tbe  maintenance  of  bealth  is  tbe  first  duty  of 
the  patriotic  American. 
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FAT  INDIGESTION  IN  INFANCY.* 


By  J.  M.  Lee,  M.D., 
Nashville. 


Of  all  the  etiological  factors  in  infant  morbid- 
ity and  infant  mortality,  disturbances  of  nutrition 
are  the  most  important.  They  in  themselves  are 
many  times  fatal,  and  often  they  prepare  the  soil 
for  acute  infections  which  turn  the  tide  against 
recovery.  The  most  frequent,  and  usually  the 
first,  evidence  of  a disturbance  of  the  nutrition 
of  an  infant  is  diarrhea.  In  five  years  there  were 
reported  in  New  York  City  26,563  deaths  from 
diarrheal  diseases  in  children  under  two  years  of 
■ age,  being  3,233  more  deaths  than  were  reported 
( to  have  been  caused  by  measles,  scarlet  fever, 

; diphtheria,  whooping  cough,  and  tyjdioid  fever 
in  all  ages  for  the  same  period. ^ According  to  a 
i recent  bulletin  issued  by  the  Tennessee  State 
State  Board  of  Health,  there  were  reported  in 
‘ Tennessee  in  1915,  1,107  deaths  in  children  under 
, two  years  of  age  from  diarrhea  and  enteritis.” 

These  figures  do  not  include  those  cases  in  which 
i the  cause  of  death  was  ascribed  to  “ marasmus,” 
“ malnutrition,”  or  “ infantile  atrophy,”  condi- 
i tions  which  are  primarily  and  necessarily  pro- 
duced by  disturbances  of  nutrition. 

From  these  facts  we  see  that  the  problem 
whose  solution  means  the  reduction  of  infant 
mortality  exists  in  every  community,  and  it  is  the 
duty  of  every  member  of  our  profession  to  lend 
his  best  efforts  to  the  prevention  of  this  enor- 
mous wastage  of  human  life.  We  appreciate  the 
i many  obstacles  to  be  overcome  and  the  complex 
i nature  of  such  an  undertaking,  but  this  fact 
, stands  out  from  the  rest : A comprehensive 
knowledge  of  the  principles  of  infant  feeding 
! intelligently  applied  is  our  most  effective  weapon. 

, According  to  Holt,  less  than  5 per  cent  of  the 
I severe  cases  of  diarrhea  are  among  the  breast- 
; fed,  and  fatal  cases  in  the  exclusively  breast- 
, fed  are  rare.^  Breast  feeding  is,  as  a rule,  suc- 
i cessfully  managed  by  the  average  mother  with- 
! out  digestive  trouble  for  the  baby,  but  occasion- 
1 ally  we  see  the  exception  to  that  rule.  Artificial 
' feeding  is  one  of  the  most  important  causative 
i factors  in  nutritional  disturbances.  It  demands 
! a knowledge  of  physiology  and  metabolism  not 
I ordinarily  possessed  by  the  mother,  and  the  feed- 
i 

I *Read  before  the  Nashville  Academy  of  Medicine  and  the 
- Davidson  County  Medical  Society. 
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ing  will  not  be  successful  unless  it  is  done  with 
intelligence,  good  milk,  and  some  experience. 

It  is  a well-known  fact  that  a proper  food  for 
an  infant  should  contain  fat,  carbohydrate,  pro- 
tein, salt,  and  water ; and,  furthermore,  these 
elements  must  be  combined  in  the  proportions 
that  best  fit  the  digestive  capacity  and  satisfy  the 
caloric  requirements  of  the  growing  child.  So 
in  ordering  a formula  for  an  infant,  we  must  not 
lose  sight  of  the  fact  that  we  are  prescribing  cer- 
tain definite  substances  to  meet  certain  definite 
conditions  and  requirements.  And  just  as  we 
know  the  dosage,  the  physiological  action,  the 
indications,  and  the  contraindications  for  the  use 
of  drugs,  so  should  we  be  familiar  with  the  prop- 
erties of  the  foods  we  use.  The  same  thought 
and  care  exercised  in  the  selection  of  each  drug 
employed  in  a prescription  should  be  given  each 
element  in  the  food,  for  many  digestive  disturb- 
ances in  infancy  are  due  to  the  improper  use  of 
a single  food  element.  But  a discussion  of  the 
uses  and  abuses  of  the  various  parts  of  an  in- 
fant’s dietary  would  lead  us  too  far  afield,  so 
for  the  present  we  shall  confine  ourselves  to  a 
consideration  of  the  improper  use  of  fat  in  infant 
feeding. 

The  fats  usually  employed  in  infant  feeding 
are  derived  from  human  or  cow’s  milk.  Gersten- 
berger,  Haskins,  jMcGregor,  and  Ruh,'*  in  search 
of  an  artificial- milk  similar  in  all  of  its  important 
characteristics  to  human  milk,  used  successfully 
a food  in  which  the  fat  was  supplied  by  various 
combinations  of  lard,  cocoanut  oil,  cocoa  butter, 
and  cod  liver  oil.  Ladd  has  used  with  marked 
success  homogenized  olive  oil  in  cases  with  an 
intolerance  for  cow’s  fat.  These  foods,  how- 
ever, require  specially  eciuipped  laboratories  for 
their  preparation,  and  are  not  as  yet  available 
for  general  use. 

In  human  milk  the  fat  is  in  a very  fine  emul- 
sion. When  the  number  of  fat  globules  are 
counted  in  a counting  chamber,  there  are  al- 
ways more  in  human  milk  than  in  cow’s  milk.-’’ 
This  may  be  one  reason  why  the  curd  formed 
from  human  milk  in  the  gastric  digestion  is 
smaller,  more  flocculent,  and  not  so  tough  as 
the  curd  from  cow’s  milk.  And  this  physical 
difference  in  the  curds  from  the  two  milks  nat- 
urally makes  the  curd  from  human  milk  moie 
readily  accessible  to  the  digestive  juices,  and 
therefore  more  readily  digested. 

In  human  milk  the  percentage  of  fat  varies  at 
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different  times  during  the  day ; but  if  all  the 
milk  secreted  in  twenty-four  hours  is  collected, 
the  daily  percentage  will  remain  constant,  even 

if  the  total  amount  of  milk  is  increased.®  The 

« 

percentage  of  fat  is  smallest  at  the  beginning  of 
nursing  and  largest  at  the  end  of  nursing,  vary- 
ing between  one  per  cent  for  the  first  milk  drawn 
and  ten  per  cent  for  the  last  milk  taken.  For 
practical  purposes  the  fat  content  of  human  and 
cow’s  milk  is  usually  reckoned  as  averaging  four 
per  cent  in  each.  Some  infants  may  utilize  the 
fat  of  cow’s  milk  as  well  as  that  of  human  milk, 
and  may  thrive  on  artificial  foods  containing 
approximately  the  same  amount  of  fat  as  human 
milk.  But  this  is  possible  only  when  the  toler- 
ance for  cow’s  fat  is  built  up  by  giving  at  first 
feedings  low  in  fat  and  gradually  increasing  the 
amount.  If,  however,  we  should  change  the 
baby’s  food  abruptly  from  human  milk  to  cow’s 
milk,  and  feed  the  same  percentage  of  cow’s  fat 
as  human  fat,  we  would  surely  invite  disaster. 

The  reason  why  some  infants  cannot  tolerate 
the  same  amount  of  fat  from  cow’s  milk  as  from 
human  milk  has  never  been  proven,  but  Niemen’^ 
attributes  this  to  the  fact  that  cow’s  milk  contains 
more  than  ten  times  as  much  of  the  volatile  fatty 
acids  as  human  milk.  In  proof  of  this  theory 
he  shows  that  children  who  cannot  take  cow’s- 
milk  fat  with  safety  may  be  fed  large  amounts 
of  oil,  and  that  the  best  oils  are  those  containing 
the  smaller  amounts  of  the  lower  volatile  fatty 
acids. 

Perhaps  the  most  frequent  cause  of  fat  indi- 
gestion in  breast-fed  infants  is  improper  diet  of 
the  mother.  The  error  usually  lies  in  permitting 
her  to  take  too  freely  of  a too  liberal  diet. 
Contrary  to  the  older  teachings,  the  fat  content 
of  breast  milk  is  not  influenced  by  the  protein 
content  of  the  mother’s  diet,  but  is  due  to  an 
excess  of  food  in  general,  rather  than  to  an  ex- 
cess of  any  one  element,  and  can  be  diminished 
by  cutting  down  the  food  as  a whole.® 

As  a predisjmsing  cause,  atmospheric  heat 
plays  a part  in  all  forms  of  indigestion.  The  ex- 
act manner  in  which  it  affects  the  physiology 
and  metabolism  of  the  infant  has  never  been 
explained  satisfactorily ; but  it  is  a well-known 
fact  that  it  is  a very  important  factor  in  pro- 
ducing intestinal  disturbances,  presumably  by  its 
powerful  depressing  influence  on  the  vital  forces. 

In  all  acute  infectious  diseases  the  digestive 
power  is  weakened,  and  unless  the  food  is  diluted 


diarrhea  is  quite  the  rule.  But  neither  atmos- 
pheric heat  nor  the  acute  infectious  diseases 
show  any  selective  action  on  the  fat  digestion. 
They  are  predisposing  causes  to  intestinal  dis- 
turbances, and  any  intestinal  disturbance  that  is 
prolonged  may  result  in  a fat  intolerance. 

A large  portion  of  the  fat  absorbed  from  the 
intestinal  tract  goes  through  the  portal  veins  to 
the  liver ; the  rest  of  it  is  carried  by  the  lymphat- 
ics through  the  thoracic  duct  to  the  blood  stream.^ 
Tuberculous  peritonitis  in  babies  is  primarily  a 
disease  of  the  lymphatic  system,  and  when  the 
mesenteric  glands  become  caseous  they  form  a 
dam  beyond  which  the  fat  cannot  pass.  Hence, 
in  such  cases  there  is  an  intolerance  for  fats, 
they  are  not  absorbed,  and  large  amounts  are 
found  in  the  stools. 

Czernyi®  believes  that  babies  with  an  exuda- 
tive diathesis  can  be  harmed  by  fats.  He  finds 
that  an  increase  in  the  amount  of  fat  will  cause 
eruptions  on  the  skin.  Steinitz  and  Weigerff^ 
have  apparently  proved  the  correctness  of  this 
assumption  by  a metabolism  experiment. 

According  to  Morse  and  Talbot,  indigestion  is 
more  often  due  to  an  excess  of  fat  in  artificial 
food  than  to  any  other  single  element.  The  re- 
sults of  a disturbance  of  the  digestion  from  this 
cause  are,  moreover,  more  far-reaching,  more 
lasting,  and  more  difficult  to  correct  than  those 
due  to  any  other  element.^-  In  many  cases  of 
chronic  fat  indigestion  there  is  a history  of  over- 
feeding of  carbohydrates,  so  that  a case  may 
start  with  a carbohydrate  indigestion  and  develop 
a fat  indigestion.  These  are  the  most  difficult 
of  all  to  treat,  because  we  must  give  low  fat  and 
low  carbohydrate  foods,  and  depend  on  the  pro- 
tein alone  to  supply  the  caloric  requirements. 

As  ordinarily  used,  feedings  made  up  from 
])roprietary  foods  contain  low  percentages  of  fat, 
and  when  such  feedings  are  employed  over  long 
periods  the  infant’s  digestive  capacity  for  fats  is 
proportionately  lowered  through  disuse.  So  if 
we  attempt  to  give  a mixture  containing  as  much 
cow’s  fat  as  is  ordinarily  given  to  such  an  in- 
fant, we  will  find  that  it  has  a fat  intolerance 
and  cannot  digest  as  much  fat  as  a normal  in- 
fant the  same  age  and  size  would  digest. 

The  pathological  changes  in  the  gastroenteric 
tract  in  digestive  disturbances  in  infants  are  in- 
significant. There  may  be  thinning  of  the  intes- 
tinal wall,  reddening  of  the  surface,  and  an  ex- 
cessive secretion  of  mucus,  or  desquamation  of 
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the  epithelium.  The  microscopic  changes  are 
unimportant.  In  the  chronic  cases  there  is  a 
general  wasting  of  all  the  tissues  in  the  body, 
while  both  acute  and  chronic  cases  may  show 
degenerative  changes  in  the  parenchymatous  or- 
gans.^® 

Indigestion  from  any  cause  may  produce  loss 
of  appetite,  vomiting,  regurgitation  of  food,  gas 
on  the  stomach,  failure  to  gain  or  loss  in  weight, 
and  a cross,  irritable  baby.  And  there  may  be 
nothing  in  these  symptoms  to  indicate  the  exact 
source  of  the  trouble.  Sometimes  an  accurate 
history  may  disclose  that  there  has  been  an  over- 
feeding of  fat,  and  this  would  point  to  the  diag- 
nosis in  the  presence  of  the  symptoms  given 
above.  But  we  must  remember  that  often  the 
case  that  began  as  a carbohydrate  indigestion  de- 
velops a secondary  fat  indigestion,  and  that  the 
fat  indigestion  may  be  the  more  serious  matter. 

In  acute  cases  of  fat  indigestion  there  may  be 
a temporary  elevation  of  temperature,  and  usu- 
ally there  is  diarrhea.  The  stools  are  watery, 
loose,  acid  in  reaction,  and  contain  small,  soft, 
yellow  curds  and  mucus.  They  may  be  irritat- 
ing to  the  skin  and  excoriate  the  buttocks, 
though  this  more  often  results  from  fermenting 
carbohydrate.  They  may  be  yellowish  or  green- 
iish  in  color,  and  are  usually  oily  looking,  having 
the  greasy  appearance  of  scrambled  eggs.  In 
such  a stool  the  presence  of  undigested  fat  is 
shown  roughly  by  rubbing  a portion  between  two 
layers  of  smooth,  white  paper,  which  gives  the 
paper  the  appearance  of  having  been  oiled. 
There  are  other  tests  for  determining  the  amount 
of  fat  in  the  stool,  and  of  these  the  microchem- 
ical method  is  the  most  practical  for  ordinary 
work. 

Not  only  is  there  a loss  of  an  excess  of  fat  in 
these  stools,  but  the  body  is  drained  of  an  abnor- 
mal amount  of  salts,  so  that  a relative  acidosis 
may  develop  with  hyperpnoea,  cherry-red  lips, 
restlessness  or  stupor,  and  this  may  terminate 
■ fatally. 

Chronic  indigestion  from  fat  in  the  breast-fed 
I I have  never  seen  described.  I find  no  reference 
to  such  a condition  in  the  literature,  and  have 
never  seen  a case  so  diagnosed.  But  there  are 
cases  that  cannot  tolerate  breast  milk  unless  it  is 
I skimmed  that  have  developed  a fat  intolerance 
while  taking  cow’s  milk. 

In  the  artificially  fed  we  may  not  be  able  to 
make  a diagnosis  of  chronic  fat  indigestion  until 


after  several  days’  observation.  Usually  there  is 
a history  of  repeated  attacks  of  diarrhea,  with 
periods  between  in  which  there  is  little  or  no  gain 
in  weight.  In  these  intervals  the  baby  may  be 
constipated,  and  the  constipation  may  be  due  to 
the  excess  of  fat  ingested.  The  stools  at  this 
time  may  be  large,  grayish,  dry,  hard,  and  at  times 
crumbly.  On  microchemical  examination  they 
will  show  an  excessive  amount  of  soaps.  These 
cases  show  a peculiarity  that  has  been  described 
by  DumT'*  as  a “ fat  blow-up,”  and  in  the  fol- 
lowing paragraphs  I shall  cjuote  freely  from  his 
discussion  on  the  subject.  He  summarizes  the 
typical  features  of  these  cases  in  these  words : 
“ Inability  to  gain  with  fat  and  inability  to  gain 
without  it.”  When  the  fat  is  increased  in  these 
babies,  in  the  hope  of  obtaining  a gain  in  weight, 
the  fat  intolerance  is  not  shown  at  once,  but  the 
infant  does  gain  in  weight.  But  excessive  soap 
appears  in  the  stool,  and  after  many  days,  per- 
haps, there  is  a “ fat  blow-up,”  the  infant  vomits, 
has  a diarrhea,  and  within  a day  or  two  loses 
more  weight  than  he  has  gained.  Sometimes 
these  “ blow-ups  ” result  in  collapse,  cyanosis, 
cold  extremities,  and  may  even  be  fatal.  But  if 
the  baby  survives  the  upset,  its  chances  of  recov- 
ery are  not  only  postponed,  but  are  decreased. 
The  more  “ fat  blow-ups  ” the  baby  has,  the 
less  chance  of  ultimate  recovery.  Where  this 
condition  of  diarrhea,  alternating  with  constipa- 
tion, persists,  with  one  or  two  “ fat  blow-ups  ” 
added,  the  child  soon  presents  the  characteristic 
picture  of  “ marasmus,”  or  “ infantile  atrophy.” 

The  prognosis  in  acute  indigestion  from  fat 
varies  with  the  severity  of  the  attack.  In  even 
the  milder  cases  the  tolerance  for  fat  is  built  up 
slowly,  and  the  more  severe  cases  may  result 
fatally.  In  the  chronic  cases  the  prognosis  de- 
pends on  the  duration  of  the  condition  and  the 
degree  of  disturbance  of  the  nutrition.  Relapses 
are  frequent,  and  the  least  excess  of  fat  produces 
them,  making  ultimate  recovery  very  slow. 

Treatment  in  this,  as  in  many  other  conditions, 
more  properly  begins  with  prevention.  A few 
directions  carefully  given  to  the  nursing  mother 
regarding  her  habits,  diet,  and  exercise  may- 
spare  the  breast-fed  infant  an  upset.  For  the 
bottle-fed  baby,  we  should,  in  addition  to  assur- 
ing it  a good  milk  properly  handled  and  super- 
vised, prescribe  a mixture  that  fits  its  digestive 
capacity  with  as  much  care  as  we  would  pre- 
scribe the  most  potent  drugs.  In  extremely 
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warm  weather  it  is  a safe  procedure  to  dilute 
the  feedings.  And  this  should  always  be  done 
in  the  presence  of  acute  infectious  diseases. 

Given  a breast-fed  infant  with  a fat  indiges- 
tion, it  usually  suffices  to  have  the  mother  eat 
less,  take  more  exercise  out  of  doors,  and  to 
nurse  the  baby  for  a shorter  period.  If  the  baby 
is  vomiting  after  the  feedings,  it  may  be  well  to 
give  a teaspoonful  of  lime  water  with  an  equal 
amount  of  sterile  water  just  previous  to  nursing. 
Very  rarely  it  may  be  necessary  to  draw  the  milk 
with  a breast  pump  and  skim  it  before  giving 
it  to  the  baby.  Don’t  be  too  hasty  in  weaning 

the  baby,  for  it  can  more  easily  adjust  itself  to 

breast  milk  than  to  cow’s  milk. 

In  an  acute  indigestion  from  fat  in  an  arti- 
ficially fed  baby  the  first  indication  is  to  remove 
the  offending  element.  In  the  presence  of  tem- 
perature and  a distended  abdomen  in  a well- 

nourished  infant  a preliminary  clearing  of  the 
intestinal  tract  with  castor  oil  is  advisable.  In 
the  absence  of  these  symptoms  the  oil  is  perhaps 
best  omitted,  especially  if  the  baby  is  much  de- 
pleted from  diarrhea,  but  it  would  be  well  to 
wash  out  the  lower  bowel.  It  may  suffice  to 
reduce  the  fat  in  the  food  of  the  milder  cases, 
but  in  all  cases  it  is  better  to  remove  all  fat  for 
a few  days.  We  do  no  barm  to  the  baby  by  giv- 
ing for  a few  days  a fat-free  mixture,  and  al- 
ways time  is  saved  and  recovery  is  hastened  by 
such  a measure.  As  soon  as  the  symptoms  have 
subsided  and  the  stools  improved,  we  may  add 
small  quantities  of  fat  to  the  food  slowly,  wait- 
ing several  days  between  the  additions.  Some 
cases  do  not  yield  to  such  a plan  of  treatment, 
but  become  chronic. 

Often  in  the  chronic  cases  we  must  give  a fat- 
free  food  for  a much  longer  period,  even  though 
there  is  a failure  to  gain  or  loss  of  weight. 
It  is  well  to  remember  that  fat  has  twice  the 
caloric  value  of  protein  or  carbohydrate,  so  that 
in  giving  a fat-free  food  we  should  supply  part 
of  the  calories  required  in  the  form  of  carbohy- 
drate and  protein,  though  these  elements  should 
not  be  given  in  excess,  for  either  of  them  may 
produce  an  upset.  These  cases  seem  to  do  better 
when  the  added  sugar  is  some  form  of  malt 
sugar.  Dunn*^  thinks  that  maltose  aids  the  pow- 
er of  digesting  and  absorbing  fat;  and  if  this 
is  true,  it  lends  support  to  the  assumption  that 
indigestion  and  fermentation  from  other  forms 
of  sugar  are  predisposing  causes  of  fat  indiges- 
tion. 


When  these  chronic  cases  show  more  nearly 
normal  stools  and  some  general  improvement,  we 
may  begin  to  give  very  small  amounts  of  fat  at 
intervals  of  several  days.  After  each  addition  of 
fat  a careful  microchemical  examination  of  the 
stools  should  be  made  daily.  If  excessive  soap  is 
found  persistently,  then  the  baby  is  taking  more 
fat  than  he  can  properly  care  for,  and  it  should 
be  decreased,  or  a “ fat  blow-up  ” will  reslilt. 
The  presence  of  free  fat  in  the  stool  is  always 
an  indication  for  a fat  reduction  in  the  food. 
Dunn  found  in  the  cases  he  studied  that  there 
was  always  an  excess  of  soap  or  free  fat  in  the 
stool  before  a “ fat  blow-up.” 

In  spite  of  the  most  careful  management,  some 
of  these  cases  show  no  improvement  on  artificial 
foods,  and  then  breast  milk  must  be  resorted  to. 
x\nd  although  they  cannot  tolerate  the  smallest 
amount  of  cow’s  fat,  they  may  take  breast  milk, 
even  though  it  may  contain  three  and  one-half  or 
four  per  cent  fat,  and  thrive.  Furthermore,  after 
a period  of  breast-milk  feeding  their  tolerance  for 
cow’s  fat  will  be  built  up  so  that  they  can  again 
return  to  artificial  food  and  may  tolerate  even 
higher  percentages  of  fat  than  previously. 

Flnfortunately,  a few  of  these  severe  cases  can- 
not digest  and  assimilate  breast  milk,  and  in  such 
cases  it  is  barely  possible  that  by  giving  skimmed 
breast  milk  and  gradually  adding  the  fat  a tol- 
erance for  the  fat  of  human  milk  may  be  acquired 
and  in  time  the  baby  be  able  to  take  cow’s  milk. 
However,  the  prognosis  in  such  a case  is  exceed- 
ingly  grave. 
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THE  NASHVILLE  MEETING. 

The  regular  annual  meeting  of  the  Tennessee 
State  Medical  Association  will  be  held  in  Nash- 
ville on  April  3,  4,  and  5.  Dr.  C.  N.  Cowden, 
President,  will  be  in  the  chair. 

The  Committee  of  Arrangements,  composed  of 
members  of  the  Nashville  Academy  of  Medicine 
and  the  Davidson  County  Medical  Society,  will 
have  announcements  in  the  Journal  for  March. 
The  preliminary  program  will  appear  in  this  num- 
ber of  the  Journal,  too. 

County  Societies  which  have  not  elected  dele- 
gates and  alternate  delegates  should  do  so  at 
once,  and  their  names  should  be  forwarded  to 
the  Secretary  of  the  State  Association.  Every 
County  Society  is  entitled  to  at  least  one  dele- 
gate in  the  House  of  Delegates.  Societies  having 
more  than  fifty  members  and  less  than  one  hun- 
dred are  entitled  to  two  delegates ; those  with 
more  than  one  hundred  and  less  than  one  hun- 
dred and  fifty-one  members  are  entitled  to  three 
delegates ; those  with  more  than  one  hundred  and 
fifty  and  less  than  two  hundred  and  one  mem- 
bers may  send  four  delegates.  An  alternate  dele- 
gate should  be  chosen  for  each  delegate. 

The  House  of  Delegates  will  meet  at  two 
o’clock  on  the  first  day,  unless  otherwise  an- 
nounced, and  at  eight  o’clock  and  at  two  o’clock 
each  day  thereafter  until  all  business  is  com- 
pleted. The  County  Societies  should  send  strong 
men  as  delegates.  The  business  of  the  State 
Association  is  important  business,  and  needs  the 
thoughtful  attention  of  our  very  best  men.  In 
the  absence  of  a delegate,  an  alternate  delegate 
must  serve  in  the  House  of  Delegates ; hence  the 
alternates  should  be  selected  with  as  much  care 
as  is  given  to  the  choosing  of  delegates. 

Whatever  is  presented  to  the  House  of  Dele- 
gates should  be  presented  in  proper  form  and 
after  careful  thought.  Resolutions  should  be 
written  out,  and  any  new  business  which  involves 


precedent,  or  which  will  necessitate  expenditure 
of  money,  or  which  will  commit  the  Association 
in  any  manner,  should  be  brought  before  the 
House  of  Delegates  in  such  manner  that  its  whole 
import  and  effect  may  be  readily  explained  and 
its  advantages  made  clearly  apparent.  Too  often 
has  it  been  that  action  of  far-reaching  importance 
has  been  taken  “ on  impulse  ” and  without  a 
clear  understanding  upon  the  part  of  the  House 
of  Delegates  as  to  just  what  was  involved. 

The  attendance  at  the  Nashville  meeting 
should  be  larger  than  any  yet  recorded.  Our 
1916  membership  was  considerably  larger  than 
in  any  previous  year,  and  1917  reports  are  com- 
ing in  pretty  well.  We  hope  to  have  a good  pro- 
gram and  to  have  some  new  features  which  will 
be  intended  to  interest  and  instruct  our  members. 

Make  your  plans  to  be  on  hand  in  Nashville 
not  later  than  eight  o’clock  Tuesday  morning, 
April  3,  and  to  stay  until  everything  is  over. 


ANESTHETICS  AND  NURSES. 

The  state  medical  societies  and  boards  of  med- 
ical examiners  of  several  states  are  all  “ het  up  ” 
over  the  employment  by  surgeons  of  nurses  as 
anaesthetists.  The  situation  is  especially  acute  in 
Kentucky  and  Ohio,  and  is  becoming  hot  in  sev- 
eral other  states.  The  Kentucky  State  Medical 
Association  received  a report  from  a committee 
which  declares  that  surgeons  who  use  nurses  as 
anaesthetists  are  guilty  of  unethical  practice,  and 
talks  about  “ quackery  ” and  so  on.  In  Ohio  a 
hospital  in  which  the  guiding  spirit  is  a surgeon 
of  world-wide  fame  has  been  declared  unfit  for 
recognition  as  a training  school  for  nurses  be- 
cause anaesthetics  are  given  in  this  institution  by 
nurses.  Surgeons  and  doctors  are  saying  hard 
things  about  each  other  because  the  surgeons 
want  to  employ  nurses  and  the  doctors  don’t 
want  them  employed  as  anaesthetists. 

An  awful  lot  of  fuss  is  being  made,  much  of 
which  is  not  to  the  point,  and  is  not  only  profit- 
less, but  positively  harmful,  to  the  surgeons  and 
to  the  doctors  alike.  If  the  wranglers  are  not 
careful,  “ somebody’s  goin’  to  tell  the  truth  here 
to-rectly  and  break  up  this  here  meetin’.”  Still, 
there’s  lots  of  fun  in  it,  and  we  might  as  well 
enjoy  it  while  it  lasts. 


“ Surgeons,  in  these  days  of  their  highness  and 
mightiness,  find  it  hard  to  discover  any  ability  in 
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any  doctor  not  a surgeon,  and,  since  some  of 
the  most  widely  known  operators  began  to  use 
nurse  anaesthetists,  they  have  noticed  that  one  of 
the  great  outstanding  deficiencies  of  the  common 
doctor  is  to  be  found  in  his  absolute  inability  to 
give  anaesthetics  decently.”  So  said  a doctor  to 
us  lately,  and  then  went  on : “ Now  who  has 
given  their  anaesthetics  all  these  years  ? The 
licensed,  educated  doctor — that’s  who.  Did  you 
ever  see  one  of  these  surgeons  try  to  give  an 
anaesthetic?  Rotten,  all  of  ’em!  It  is  surprising 
indeed  that  they  will  so  outrageously  disregard 
all  rules  of  law  and  ethics,  as  they  do  when  they 
employ  nurses — with  no  medical  training  and  no 
license  to  practice — to  give  anaesthetics.  The 
doctor  of  to-day  is  surgeon-ridden,  and  this  last 
move  of  the  surgeons  is  just  one  more  to  boost 
their  own  game  and  lessen  the  income  of  the 
doctor.  Why  shouldn’t  doctors  continue  to  do 
what  the}'  have  done,  under  the  law,  and  accord- 
ing to  the  principles  of  ethics,  ever  since  anaes- 
thesia has  been  known  ? And  why  shouldn’t  they 
have  their  five  or  ten  dollars  for  this  expert  ser- 
vice ? ” 


\A’ell,  we  asked  a few  surgeons  “why?” 
This  is  what  some  of  them  said : “ The  ordinary 
doctor  is  a very  poor  anaesthetist.  He  is  not 
trained  properly  in  the  art  of  giving  anaesthetics. 
He  looks  at  the  operation.  He  is  thinking  of 
other  things,  because  the  giving  of  anaesthetics  is 
a ‘ side  line  ’ matter  with  him,  through  which  he 
picks  up  five  or  ten  dollars  in  spare  hours. 
[Horrors!  Just  think  of  paying  a doctor!  In 
these  days  when  surgeons  can’t  get  rich  in  less 
than  five  years,  even  though  nurse  anaesthetists 
are  employed!  (That  wasn’t  said  by  the  sur- 
geons.)] The  ho.spital  interne,  ordinarily,  is  a 
poor  anaesthetist,  too — much  for  the  same  reason 
that  the  average  doctor  is.  And  what  have  these 
kicking  doctors  to  say  of  their  own  infractions 
of  rules  of  ethics  and  law?  Don’t  they  often  use 
just  any  bystander  to  give  chloroform  in  obstet- 
rics? Don’t  they?  And  don’t  they  have  nurses 
— unlicensed  nurses — to  give  ‘ hypodermics  ’ for 
them  ? ” 


I his  matter  of  the  i)roper  administration  of 
anaesthetics  is  one  of  very  great  importance.  And 
it  is  one,  too,  it  seems  to  us,  that  concerns  not 


only  the  surgeon  and  the  doctor.  There  is  a 
third  party  who  is  a necessary  factor  in  most 
surgical  or  medical  procedures,  and  who  is  gen- 
erally the  producer  of  the  coin  which  pays  for 
them  all — the  patient.  While  none  of  the  sur- 
geons nor  of  the  doctors  to  Avhom  we  talked 
about  this  matter  of  nurse  anaesthetists  had  any- 
thing to  say  of  him,  we  are  somewhat  inclined  to 
the  view  that  the  patient  is  entitled  to  some  con- 
sideration in  these  premises.  In  fact,  we  almost 
are  ready  to  believe  that  the  whole  thing  can  be 
settled  decently  and  right  on  a basis  of  what  will 
contribute  most  to  the  safety  of  the  patient. 

If  a nurse  trained  to  administer  anaesthetics 
can  better  suit  the  responsible  surgeon  and  con- 
tribute to  the  factor  of  safety  in  his  work,  let 
him  have  his  nurse — licensed  to  administer  an- 
aesthetics. 

If  the  doctor,  already  licensed,  wants  to  give 
anaesthetics,  let  him  give  them  for  whomsoever 
wants  him  to  perform  such  service. 


And  there  will  always  be  times,  as  always  there 
have  been,  when  no  doctor  nor  any  nurse  can  be 
had  to  give  exclusive  attention  to  the  anaesthetic. 
At  such  times  we  will  all  do  what  always  we 
have  done — have  the  best  available  somebody  to 
hold  the  inhaler. 


THE  AMERICAN  BOARD  EOR  OPHTHAL- 
MIC EXAMINATIONS. 

The  American  Board  for  Ophthalmic  Exam- 
inations held  its  first  examination  in  Memphis 
on  December  12  and  13,  1916.  The  Board  is 
composed  of  representatives  of  the  American 
Ophthalmologist  Society,  the  American  Acad- 
emy of  Ophthalmology  and  Oto-Laryngology, 
and  the  Section  of  Ophthalmology  of  the  Amer- 
ican IMedical  Association,  and  is  for  the  purpose 
of  examining  into  and  certifying  to  the  qualifica- 
tions of  those  desiring  to  practice  ophthalmology. 
Detailed  information  is  being  sent  out  to  all  oph- 
thalmologists, and  it  is  hoped  that  all  who  are 
qualified  to  receive  the  indorsement  of  the  Board  (| 
will  apply  for  and  receive  the  certificate.  To 
those  whose  record,  standing,  and  years  of  ser- 
vice justify  it  the  certificate  will  be  issued  with- 
out examination,  while  others  will  be  asked  to 
submit  to  a test.  The  examination  includes  the  1 
submission  of  case  histories,  to  be  followed  by  a 
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written  and  practical  examination  covering  all  the 
subjects  that  an  ophthalmologist  should  be  versed 
in.  The  next  examination  will  be  held  in  New 
York  City  preceding  the  meeting  of  the  A .M.  A. 
It  will  be  a source  of  pride  in  the  future  that  the 
work  of  this  board  was  begun  in  our  state,  and 
that  the  first  licentiates  were  our  fellow-practi- 
tioners. The  Secretary  of  the  Board  is  Dr.  F.  C. 
Todd,  Donaldson  Building,  Minneapolis.  E. 


PUBLIC-HEALTH  LECTURE  COURSE. 

During  the  months  of  Eebruary,  March,  April, 
and  May,  1917,  a course  of  lectures  on  public 
health  will  be  given  at  the  Lhiiversity  of  Tennes- 
see College  of  Medicine  by  the  Department  of 
Public  Health  and  Bacteriology.  Twelve  lectures 
will  be  repeated  four  times,  each  set  of  lectures 
being  a complete  course.  The  purpose  of  the 
course  is  to  familiarize  the  student  and  the  physi- 
cian with  the  character  and  extent  of  public 
health  work  in  general,  accentuating  the  problems 
confronting  us  in  this  section  of  the  country. 
The  arrangement  of  repeating  the  course  four 
times  in  as  many  months  is  to  accommodate  the 
senior  students  of  the  department  of  medicine, 
and  at  the  same  time  render  the  course  more 
available  to  county  health  officers  and  other  prac- 
ticing physicians.  The  course  is  open  to  senior 
students  of  the  department  of  medicine,  to  county 
health  officers,  and  to  other  physicians  who  may 
care  to  attend. 

Five  members  of  the  medical  faculty  have  been 
detailed  for  the  work.  The  lectures  will  cover  as 
completely  as  possible  in  so  brief  a course : 

1.  Communicable  diseases,  with  especial  refer- 
; ence  to  the  report  and  control. 

' 2.  Sanitation,  including  water  supply  and  puri- 

fication, sewage  disposal,  and  the  problem  of 
housing. 

3.  Food,  inspection  of,  control  of,  and  pas- 
teurization of  milk  supply,  etc. 

4.  Laboratory,  methods  of  diagnosis  and  ex- 
amination of  foods,  water,  etc. 

I 5.  Medical  inspection,  the  school,  the  work- 
, shop,  etc. 

: 6.  Control  of  special  diseases,  such  as  malaria, 

tuberculosis,  etc. 

' 7.  Vital  statistics. 


1 Efficiency  decreases  as  fatigue  increases. 

i 


DR.  J.  S.  CAIN. 

Nashville,  Tenn.,  December  19,  1916. 
Nashville  Academy  of  Medicine: 

Your  committeee  appointed  to  draft  resolu- 
tions on  the  death  of  Dr.  J.  S.  Cain  would  make 
the  following  report : 

Dr.  Cain,  for  many  years  a resident  of  this 
city,  during  the  whole  of  which  time  he  was  a 
member  of  this  Academy,  departed  this  life  on 
December  3,  1916,  at  the  ripe  old  age  of  eighty- 
seven  years.  He  was  born  in  Sumner  County, 
this  state,  and  grew  into  manhood  in  his  native 
county.  His  medical  education  was  obtained  in 
the  Medical  Department  of  the  University  of 
Nashville,  himself  one  of  the  earliest  graduates 
of  that  school.  A j^art  of  his  medical  career  was 
spent  at  Okolona,  Miss.,  where  he  became  prom- 
inent and  was  beloved  by  the  profession  and 
people  of  his  adopted  state.  A great  student,  he 
qualified  himself  for  the  work  of  teaching,  and 
returned  to  his  native  state  to  take  up  that  work 
as  Professor  of  General  Medicine  in  the  Medical 
Department  of  the  University  of  Tennessee,  then 
located  in  this  city.  Later  he  occupied  the  same 
chair  in  the  combined  Medical  Departments  of 
the  University  of  Nashville  and  Vanderbilt  Uni- 
versity, retiring  from  this  chair  several  years  ago 
that  he  might  establish  the  Medical  Department 
of  the  University  of  the  South  at  Sewanee,  in 
which  he  taught  general  medicine  until  that  de- 
partment was  discontinued.  During  a part  of 
this  period  of  his  life  he  continued  to  reside  in 
this  city.  He  developed  into  a great  teacher,  con- 
tinuing in  this,  to  him,  delightful  work  until  well 
past  threescore  and  ten  years.  His  later  years 
were  quietly  spent  in  the  home  of  his  daughter, 
Mrs.  West,  at  Sewanee,  coming  to  this  city  only 
occasionally,  in  whose  home  he  died. 

Many  of  us  remember  his  active  interest,  not 
only  in  our  local  society,  but  also  in  the  meet- 
ings of  our  State  Medical  Association.  No  one 
was  heard  to  speak  in  these  bodies  with  more 
pleasure  and  interest  on  the  part  of  the  member- 
ship. 

During  the  life  of  the  Southern  Medical  Col- 
lege Association  he  was  an  earnest,  active  mem- 
ber, and  to  his  voice  and  vote  much  that  was 
accomplished  by  that  organization  should  be  cred- 
ited. Lie  wrote  the  constitution  and  by-laws  of 
that  body,  and  was  the  author  of  subsequent 
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amendments  looking  toward  advancement  in 
medical  teaching. 

Resolved,  ( 1 ) That  in  the  death  of  Dr.  Cain 
there  comes  to  a final  close  a medical  life  worthy 
of  emulation.  His  earnestness  as  a student  and 
his  thoroughness  and  gentleness  as  teacher  and 
practitioner  made  for  himself  a name  that  we 
revere.  His  influence  as  a teacher  continues  to 
live  after  him  in  the  activities  of  those  he  taught. 

Resolved,  (2)  That  we  extend  to  the  bereaved 
daughter,  Mrs.  West,  and  son,  i\Ir.  Walter  Cain, 
our  sympathy,  and  that  a copy  of  this  report  be 
sent  to  each  of  them. 

Resolved,  (3)  That  this  report  be  spread  on 
our  minutes,  and  that  publication  of  same  be 
made  in  the  local  medical  journals. 

D.  J.  Roberts,  Chairman ; 
\N  R.  SiFFORD, 

G.  C.  Savage, 

Coiiimittee. 


AN  INVITATION. 

The  Nashville  Academy  of  Aledicine  and  the 
Davidson  County  Medical  Society  extend  a most 
cordial  invitation  to  the  profession  of  the  state 
to  hear  Dr.  J.  A.  Fordyce,  who  will  address  the 
Academy  on  Tuesday  evening,  February  27.  Dr. 
Fordyce  is  Professor  of  Dermatology  in  the  Col- 
lege of  Physicians  and  Surgeons,  of  New  York, 
is  the  head  of  the  Vanderbilt  Clinic  for  Skin  Dis- 
eases, and  one  of  the  foremost  syphilographers 
of  America.  His  address  before  the  Nashville 
Academy  will  be  on  some  features  of  the  general 
subject.  Syphilis.  The  meeting  will  be  held  at. 
the  Tulane  Hotel  at  eight  o’clock  Tuesday  even- 
ing, February  27. 


DAKIN’S  HYPOCHLORITE  SOLUTION. 

The  following  procedure  is  claimed  to  have  su- 
perseded the  previously  published  formulas ; 
Stir  200  gm.  chlorinated  lime  into  5,000  cc.  ordi- 
nary water  and  let  stand  overnight ; dissolve  100 
gm.  anhydrous  sodium  carbonate  and  80  gm. 
sodium  bicarbonate  in  5,000  cc.  cold  water,  and 
pour  this  into  the  chlorinated  lime  mixture  and 
shake  for  one  minute.  After  one  hour,  siphon 
ofif  the  clear  liquid  and  filter  it  through  paper. 
A portion  of  this  must  not  become  red  if  a little 
dry  phenolphthalein  is  added  to  it. — Journal  of 
American  Medical  Association,  December  2, 
1916,  page  1687. 
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1,617  meiubers  on  the  1916  roll ! 


735  members  on  the  1917  roll  up  to  Febru- 
ary 10. 


Dr.  W.  H.  Baldwin  is  now  located  at  712-713 
Exchange  Building,  IMemphis. 


Let’s  have  at  least  1,700  this  year.  We  can  do 
it  easily  if  all  1916  members  will  “ stick.” 


Dr.  J.  Herman  Barnett,  of  Chattanooga,  has 
opened  a private  hospital  at  449  McCallie  Ave- 
nue. 

Dr.  W.  J.  Winter,  of  Chattanooga,  has  just 
returned  from  a visit  to  the  Clinics  at  New  Ou 
leans. 


Dr.  J.  S.  Dye,  formerly  of  Chattanooga,  who 
has  been  in  the  East  for  the  past  few  years,  has 
located  at  Waterbury,  Conn. 


Dr.  Cooper  Holtzclaw,  of  Chattanooga,  has 
fully  recovered  from  his  recent  auto  wreck,  at 
which  time  he  suffered  injuries  to  his  chest. 


Dr.  William  J.  Hillas,  of  Chattanooga,  now 
with  the  troops  on  the  iMexican  border,  writes 
that  he  will  return  to  his  practice  in  February. 


Dr.  George  Werter  Drake,  formerly  an  hon- 
ored member  of  the  Giattanooga  profession, 
died  at  his  home  in  Kansas  City  on  November  3, 
1916. 


The  constitutionality  of  the  Tennessee  \'ital 
Statistics  Act  has  been  upheld  by  the  Supreme 
Court.  An  account  of  the  decision,  handed  down 
by  Justice  Grafton  Green  and  unanimously  con- 
curred in,  will  be  given  in  the  next  Journal. 


The  new  officers  for  1917  of  the  Chattanooga 
.\cademv  of  Medicine  are : President,  Dr.  H.  L. 
Fancher,  Chattanooga ; \’ice  President,  Dr.  John 
B.  Steele,  Chattanooga  ; and  Secretary  and  Treas- 
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urer,  Dr.  H.  P.  Larimore,  Chattanooga,  re- 
elected. 


Mayor  J.  M.  Littleton,  of  Chattanooga,  has 
appointed  Mr.  Milton  B.  Ochs,  of  the  Chatta- 
nooga Times,  on  the  Board  of  Trustees  of  Er- 
langer  Hospital.  On  the  reorganization  of  the 
board,  Mr.  Ochs  was  chosen  President  of  the 
board. 


The  Chattanooga  Academy  of  Medicine  is  at- 
tempting, through  a special  committee,  to  have 
the  County  Court  of  Hamilton  County  provide 
more  adequate  accommodations  for  incurable 
tuberculous  patients  and  for  tuberculous  colored 
patients. 


The  Volunteer  State  Life  Insurance  Building, 
corner  Georgia  Avenue  and  East  Ninth  Street, 
Chattanooga,  is  rapidly  nearing  completion,  and 
many  physicians  have  leased  offices  on  the  fourth, 
fifth,  and  tenth  floors,  which  will  be  equipped  for 
doctors’  offices  exclusively. 


Some  of  our  “ old  reliables  ” have  not  yet  re- 
ported for  1917 — like  Bedford,  Carroll,  Chester, 
Cumberland,  Eayette,  Gibson,  Giles,  Greene, 
Hardeman,  Hickman,  Lauderdale,  Lincoln,  Ma- 
con, McMinn,  Rhea,  Rutherford,  Sevier,  Sum- 
ner, Sullivan,  and  Washington. 


The  last  annual  meeting  of  our  Association  was 
in  several  respects  the  best  meeting.  We  want 
the  next  one  to  be  better.  You  can  help  to  make 
it  so  by  being  on  hand  in  Nashville  early  on  the 
morning  of  April  3 and  staying  until  the  last 
fall  of  the  gavel  on  April  5.  Will  you? 


The  report  of  Secretary  Larimore  shows  that 
the  Chattanoogai  Academy  of  Medicine  held  fifty- 
two  regular  meetings  during  1916,  with  an  aver- 
age attendance  of  members  of  thirty-seven  and 
one-half.  The  lowest  attendance  at  any  one 
meeting  was  eighteen ; the  largest,  ninety-five. 


Dr.  J.  W.  Jobling,  Professor  of  Pathology  in 
j Vanderbilt  School  of  Medicine,  delivered  the 
'I Harvey  Lecture  of  1917  in  Eebruary,  on  the 


subject : “ The  Influence  of  Nonspecific  Sub- 
stances on  Infection.”  To  be  chosen  as  a Har- 
vey lecturer  is  a high  honor — in  this  instance  well 
bestowed. 


The  program  for  the  first  six  months  of  1917 
for  the  Chattanooga  Academy  of  Medicine  is  off 
the  press,  and  contains  sixty  papers,  including 
four  from  out-of-town  visitors.  This  is  the 
largest  effort  ever  made  by  the  Chattanooga  pro- 
fession in  the  way  of  producing  essays,  and  cer- 
tainly shows  a lively  interest  in  the  society  by  its 
membership. 


A secret : One  of  the  doctors  to  whom  we 
talked  about  the  matter  of  the  administration  of 
ansesthetics  by  nurses,  and  the  one  who  roasted 
the  surgeons  worst,  is  in  the  habit,  we  hear,  of 
doing  little  surgical  jobs  on  the  side  and  using 
for  his  anaesthetists  one  young  man  who  is  a drug 
clerk  and  another  who  “ is  going  to  study  medi- 
cine.” He  pays  them — nothing  at  all.  Of  such 
is  not  the  kingdom  of  heaven ! 


A new  advertisement  in  this  Journal  is  that  of 
the  Victor  Electric  Corporation.  The  Advertis- 
ing Manager,  Mr.  Kahl,  writes  us : “ It  is  the 
policy  of  the  Victor  Electric  Corporation  to  stand 
for  the  truth  at  all  times  in  all  of  its  advertising, 
correspondence,  and  sales  work.  If  at  any  time, 
in  going  over  our  copy,  you  find  any  statement 
which  is  questionable,  call  our  attention  to  it,  and 
we  will  furnish  sufficient  proof  of  its  authenticity 
or  will  withdraw  it.”  That’s  the  kind  we  want. 


Some  of  our  “ big  ” surgeons  started  all  this 
fuss  over  nurse-ansesthetists.  If  other  surgeons 
can’t  do  like  the  “ big  uns  ” do — why,  what’s  the 
use  of  being  a surgeon  ? “ Crio  has  a nurse  to 

give  his  anaesthetics,  and  so  has  Mayle.  Goodness 
gracious  ! Eire  the  internes  and  chase  the  doctor- 
anaesthetist  out  of  the  hospital ! Send  a nurse 
to  somewhere  for  a week  or  two  for  training  in 
the  art  of  giving  gas  and  stuff ! It  will  never, 
never  do  not  to  try  to  do  like  Milo  and  Crayle ! 
We  just  must  have  a nurse-anaesthetist — even  if 
we  have  to  pay  her  seventy-five  a month ! ” 


Several  new  physicians  have  recently  located 
in  Chattanooga,  among  them  being  Dr.  E.  H. 
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Adkins,  who  will  specialize  in  general  surgery ; 
Dr.  E.  M.  DeLay,  a native  of  Rome,  Ga.,  has 
located  in  the  Loveman  Building;  Dr.  E.  M. 
Harrison,  a brother  of  Dr.  J.  J.  Harrison,  Jr.,  of 
Loudon,  Tenn.,  has  opened  offices  in  the  James 
Building  (Dr.  Harrison  formerly  practiced  at 
Hartranft,  Tenn.)  ; Dr.  Bernard  Aronchik  has 
located  in  the  Carlisle  Apartments ; Dr.  Lewis 
P.  Brooks,  recently  returned  from  the  European 
war  zone,  where  he  did  service  with  the  German 
Army  Medical  Corps,  has  taken  offices  in  the 
VanDeman  Building. 


SOCIETY  PROCEEDINGS 


LAYETTE  COUNTY. 

The  Fayette  County  Medical  Society  met  Jan- 
uary 2,  1917,  and  the  following  officers  were 
elected  for  the  ensuing  year : Dr.  C.  W.  Robert- 
son, President;  Dr.  J.  E.  Parkes,  Vice  President; 
Dr.  PI.  C.  Aloorman,  Secretary  and  Treasurer. 
Dr.  J.  A.  Albright  was  elected  Delegate  to  the 
State  Association  meeting,  and  Dr.  George 
Brinkley,  Alternate. 

“ Pneumonia  ” was  chosen  as  the  general  sub- 
ject for  discussion  at  the  next  meeting,  which 
will  be  Eebruary  6. 

H.  C.  Moorman,  Secretary. 


DICKSON  COUNTY. 

A letter  from  Dr.  Hartwell  Weaver,  Secretary, 
brings  word  that  the  Dickson  County  Medical 
Society  has  had  a good  year.  The  meetings  of 
the  society  have  been  held  regularly  on  each 
“ first  Tuesday,”  and  from  one  to  three  papers 
have  been  read  at  each  meeting.  The  discus- 
sions have  been  spirited,  and  have  been  entered 
into  by  most  of  the  members.  Dr.  Weaver  has 
reported  eleven  members  for  1917.  The  officers 
are : President,  Dr.  L.  F.  Loggins ; Vice  Presi- 
dent, Dr.  A.  C.  Dickson;  Secretary-Treasurer, 
Dr.  H.  Weaver;  Delegate,  Dr.  W.  J.  Sugg;  Alter- 
nate Delegate,  Dr.  J.  C.  Guerin. 


MAURY  COUNTY. 

The  Maury  County  IMedical  Society  met  Jan- 
uary 1,  1917,  in  regular  session  in  the  Elks  Club, 
Columbia,  Tenn.,  at  which  meeting  the  new  offi- 
cers for  the  year  topk  charge — viz. : President, 


Dr.  P.  H.  Eaucet ; Eirst  Vice  President,  Dr.  J.  G. 
Waldrop ; Second  Vice  President,  Dr.  J.  G.  Wil- 
liamson, Jr.;  Secretary-Treasurer,  Dr.  M.  A. 
Beasley.  On  roll  call,  fourteen  members  were 
present. 

Reports  on  cases  and  new  business  were  dis- 
pensed with  and  the  essay  for  the  day  was  taken 
up.  Subject,  “ The  Importance  of  the  Relation 
of  the  County  Medical  Society  to  Public  Health 
Conditions,”  by  Dr.  W.  K.  Sheddan.  This 
proved  one  of  the  most  interesting  subjects  we 
had  heard  presented  in  many  meetings,  and  its 
being  so  ably  presented  by  the  essayist  opened 
up  a wide  field  of  discussion  by  Drs.  L.  E.  Rags- 
dale, H.  A.  Gant,  R.  S.  Perry,  and  O.  J.  Porter. 
So  much  enthusiasm  was  aroused  that  the  Maury 
County  Society,  by  a unanimous  vote,  went  on 
record  as  being  in  favor  of  a full-time  health 
officer,  and  a legislative  committee  was  appointed 
to  confer  with  the  Legislative  Committee  of  the 
State  Society  as  to  the  needs  of  Maury  County 
in  regard  to  public-health  problems  and  how  best 
to  meet  them. 

The  subject  for  the  Eebruary  meeting  was  then 
announced,  “ The  Use  of  the  X Ray  in  the  Diag- 
nosis and  Treatment  of  Eractures,”  by  Dr.  J.  G. 
Williamson,  Jr.  The  meeting  then  adjourned  to 
meet  Eebruary  5,  1917. 

]\I.  A.  Beasley,  Secretary. 


OBION  COUNTY. 

The  Obion  County  IMedical  Society  met  in 
regular  monthly  session  at  Union  City  on  De- 
cember 9,  1916.  Dr.  H.  W.  Qualls  occupied  the 
chair,  and  ten  members  responded  to  the  roll  call. 
The  essayist  for  this  meeting,  Dr.  Prather,  Jr., 
was  not  present,  being  in  attendance  at  the  bed- 
side of  his  father.  Dr.  Prather,  Sr.  In  the  ab- 
sence of  an  essay,  the  society  heard  a good  talk 
on  “ Pneumonia  ” by  Dr.  W.  E.  Roberts.  Two 
of  our  veteran  members  were  absent  from  this 
meeting — Dr.  D.  i\I.  Pierce,  reported  quite  ill, 
and  Dr.  P.  N.  jMatlock,  who  was  celebrating  his 
seventy-third  birthday  at  his  home.  I'heir  ab- 
sence from  the  meetings  of  the  society  is  always 
keenly  felt.  J.  D.  Carlton,  Secretary. 


HAMBLEN  COUNTY. 

The  Hamblen  County  Medical  Society  met 
Friday  nigbt  and  elected  the  following  officers 
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for  1917:  President,  Dr.  L.  H.  Milligan;  Vice 
President,  'Dr.  W.  G.  Ruble ; Secretary  and 
Treasurer,  Dr.  C.  T.  Carroll,  Jr.;  Delegate  to  the 
State  Society,  Dr.  D.  E.  Shields ; Alternate  Del- 
egate, Dr.  G.  P.  Bingham.  Dr.  C.  J.  Fuller  was 
elected  a member  of  the  society. 

Dr.  J.  F.  Campbell,  after  an  interesting  meet- 
ing, took  the  following  doctors  to  the  J.  B.  Wil- 
lis Cafe  for  a fine  oyster  and  turkey  banc[uet, 
and  to  say  that  Dr.  Campbell  was  a generous 
host  is  to  put  it  very  mildly : Drs.  Campbell, 
Milligan,  Henderson,  Shields,  Ruble,  Howell, 
Pangle,  Fuller,  Bingham,  Carroll,  Ryburn ; and 
Messrs.  Turner,  Freels,  and  Clark. 


MEETING  OF  TFIE  MEMPHIS  SOCIETY 
OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, NOVEAI- 
BER  29,  1916. 


(Dr.  Richmond  McKinney  in  the  Chair.) 


Removal  of  Dislocated  Lens. 

Dr.  Fagin  presented  M.  B.,  aged  forty-nine 
years,  whom  he  had  presented  to  the  society  on 
two  previous  occasions.  The  first  time,  which 
was  a year  ago,  patient  had  congenital  cataracts, 
conical  comes,  tremulous  irides,  and  vision  of 
4-2000  in  left  eye  and  light  perception  only  in 
right  eye.  On  December  28,  1915,  a needling  was 
done  on  lens  of  right  eye.  The  lens  was  found 
to  be  very  hard  and  firm,  and  when  pressure  was 
made  with  the  knife  needle  the  lens  was  pushed 
backward  into  the  vitreous  and  was  loosened 
from  all  its  attachments  except  those  toward  the 
inner  canthus.  Vision  was  restored  to  the  extent 
of  20-200  in  this  eye.  In  Februai'y,  1916,  patient 
was  again  presented  to  the  society.  The  lens  was 
still  hanging,  and  would  move  backward  and  for- 
ward like  a door  on  its  hinges.  This  gave  no 
trouble,  and  vision  even  grew  better  until  April 
2,  1916.  On  this  date  a typical  attack  of  irido- 
cyclitis came  to  this  eye.  Other  attacks  followed, 
and  in  June,  1916,  a second  needling  was  per- 
formed, wkich  entirely  liberated  the  lens  from  all 
of  its  attachments,  the  lens  itself  falling  back 
into  the  vitreous  and  remaining  stationary  in  the 
vitreous  at  its  lowest  level.  The  eye  was  quiet 
again  until  along  in  August ; then  the  attacks  of 
iridocyclitis  returned.  From  "the  number  of 
them  that  followed,  it  was  plainly  seen  that  the 


dislocated  lens  was  acting  as  a foreign  body,  so 
I resolved  to  remove  the  lens.  Patient  went  to 
the  hospital  on  November  1,  1916.  The  eye  was 
thoroughly  cocainized ; the  patient  was  then 
asked  to  look  up,  rolling  the  eyeballs  up  as  far 
as  possible.  A knife  needle  was  then  pushed 
through  the  sclera,  behind  the  ciliary  body,  and 
into  the  vitreous,  catching  the  dislocated  lens  on 
its  point  and  pushing  the  lens  up  toward  the  di- 
lated pupil.  The  patient  was  then  asked  to  look 
down,  and  while  my  partner.  Dr.  Simpson,  held 
the  knife  needle  I did  the  regular  section  for 
removing  a senile  lens.  Then  Dr.  Simpson 
pushed  the  lens  into  the  anterior  chamber,  and  I 
took  it  through  the  opening  which  I had  made, 
and  not  one  bit  of  vitreous  was  lost,  and  the  eye 
now  has  a 20-200  vision  without  glasses  and  is 
perfectly  quiet. 

Dr.  Ellett  spoke  of  the  fact  that  the  course  of 
this  case  represents  what  happened  in  the  eyes 
in  which  cataracts  were  “ couched  ” — namely, 
that  iridocyclitis  caused  the  loss  ultimately  of 
nearly  all  of  them,  and  the  operation  was  aban- 
doned. In  this  patient’s  eye  the  tension  is  greatly 
reduced  and  some  degeneration  of  retinal  detach- 
ment might  yet  occur,  though  the  present  result 
is  excellent.  The  opacity  in  the  pupillary  space 
appeared  to  Dr.  Ellett  to  be  membranous,  not  lens 
matter.  He  had  expressed  himself  as  to  the 
keratoconus  when  the  patient  w^as  shown  the  first 
time. 

Dr.  Dulaney  has  seen  but  one  case  similar  to 
Dr.  Fagin’s,  and  this  was  in  a boy  fourteen  years 
of  age.  With  each  pulsation  of  the  eye,  lens 
would  be  thrown  forward,  as  it  was  dislocated 
backward  into  the  vitreous.  Recently  enucleated 
the^  eye,  as  same  was  injured,  and  resulted  in 
panophthalmitis.  Both  eyes  in  this  case  are  the 
largest  he  has  ever  seen  in  a human  being. 

Dr.  Johns  said  that  Dr.  Fagin  was  to  be  com- 
plimented upon  his  result. 

Dr.  Savage  wanted  to  know  if  there  was  any 
escape  of  vitreous. 

Dr.  Fagin,  in  closing,  said  that  no  vitreous  was 
lost,  lens  came  out  easily,  and  the  eye  healed 
without  giving  further  trouble. 

Chronic  Glaucoma. 

Dr.  Ellett  presented  a case  of  chronic  glaucoma 
on  which  a LaCrange  operation  had  been  done. 
The  history  was  a vague  one  of  failing  vision, 
the  patient  being  a mulatto  woman  aged  forty 
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years  or  more.  Her  mental  status  is  indicated 
by  the  fact  that  she  went  blind  without  seeking 
any  advice  as  to  the  cause  of  her  trouble  or  its 
relief.  O.  D.  Pupil  dilated  and  fixed.  Anterior 
chamber  shallow.  Very  deep  cupping  of  disk. 
Vision,  perception  of  light.  Tension,  130  (iMc- 
Lean)  O.S.  Exactly  the  same,  with  the  addi- 
tion of  a mature  cataract  and  no  light  perception. 

The  LaGrange  operation  was  done  on  Novem- 
ber 22,  under  local  anaesthesia.  The  area  of  the 
wound  is  quite  prominent,  and  through  the  con- 
junctival covering  the  scleral  flap  can  be  seen,  as 
well  as  the  defect  caused  by  removal  of  the  tip 
of  the  flap.  A broad  iridectomy  was  done  to  the 
root  of  the  iris ; the  pillars  of  the  coloboma  are 
free  and  straight.  The  operation  has  the  advan- 
tage over  other  forms  of  sclerostomy : ( 1 ) In 
that  no  new  technic  is  to  be  learned,  the  steps 
being  similar  to  that  for  cataract  extraction,  and 
the  same  instruments  being  used.  (2)  The  con- 
junctival covering  of  the  wound  is  not  thinned 
by  dissecting  it  off,  and  is  quite  substantial  and 
offers  the  maximum  of  resistance  to  late  infec- 
tion. (3)  A broad  iridectomy,  certainly  an  ad- 
vantage, is  easily  secured.  Since  a visit  to  Pro- 
fessor LaGrange  at  Bordeaux,  in  1910,  Dr.  Ellett 
has  practiced  the  operation  from  time  to  time 
with  gratifying  results. 

Dr.  Eagin  saw  the  woman  at  hospital.  On 
examining  eyes  found  marked  cupping  of  the 
disc  in  right  eye,  but  could  not  see  disc  of  left 
on  account  of  cataract.  The  result  in  this  case 
certainly  seems  most  gratifying. 

Dr.  Ellett,  in  closing,  commented  upon  the  fact 
that  this  woman  lives  here  in  town  and  has  gone 
stone  blind  without  trying  to  have  something 
done,  although  there  are  two  eye  dispensaries 
withiti  her  reach.  This  case  illustrates  the  need 
of  missionary  work  among  these  people. 

Buphtiialmos. 

Dr.  Ellett  presented  a patient  with  buphthal- 
mos,  on  whom  trephining  had  been  done. 

A negro  baby,  aged  three  months,  was  seen 
March  29,  1916,  with  the  statement  that  the  eyes 
seemed  large.  The  cornea  was  hazy;  right,  13 
m.  m.  in  diameter;  left,  12  m.  m.  The  fundus 
could  not  be  seen  distinctly,  tbe  balls  looked 
larger  than  normal,  and  the  tension  was  increased 
(fingers).  Gorneo-schleral  trephining,  with  pe- 
ripheral iridectomy,  was  done,  under  chloroform, 
on  A])ril  1.  On  April  22  the  left  eye  was  tre- 


phined, with  peripheral  iridectomy  by  Dr.  Stan- 
ford. While  under  the  anaesthesia  the  tension  was 
taken  for  the  first  time — O.  D.  40,  O.  S.  100  (i\Ic- 
Lean).  In  September  the  child  was  put  on  mer- 
curial inunctions,  half  a dram  every  night  for 
two  weeks,  and  then  left  it  off  for  two  weeks. 
The  eye  grounds  can  now  be  seen,  the  cornea 
having  cleared.  They  are  normal,  and  in  par- 
ticular there  is  no  cupping  of  the  discs.  The  ten- 
sion is  normal  to  the  fingers,  and  apparently  the 
disease  has  made  no  progress  in  eight  months. 
If  the  case  shows  anything,  it  is  the  value  of  the 
operation  done  early,  just  as  is  the  case  in  other 
forms  of  hypertonias. 

Dr.  Stanford  said,  in  regard  to  the  case  just 
shown,  that  he  had  read  an  article  last  summer, 
published  in  the  American  Journal  of  Ophthal- 
molog>%  on  secondary  glaucoma,  by  Dr.  Charles 
Abadie.  In  this  article  the  author  states  that  in- 
fantile glaucoma  is  always  secondary,  and  says 
that  he  has  not  operated  on  one  of  these  cases  in 
years.  He  says  that  he  has  cured  all  of  them  or 
arrested  their  development  by  a prolonged  mer- 
curial treatment.  After  reading  this  article,  I 
put  this  child  on  inunctions  of  mercury,  which 
he  has  used  ever  since.  He  has  an  inunction 
every  night  for  two  weeks,  and  then  a two-weeks' 
intermission.  It  is  too  early  to  say  whether  or 
not  any  benefit  has  been  derived  from  this  treat- 
ment. 

]\Ialignant  Tumor  of  L.\rvnx. 

Dr.  Levy  presented  Mr.  W.  C.,  who,  when 
first  seen  on  October  8,  1916,  gave  the  following 
history : 

Has  been  hoarse  the  past  three  weeks,  which 
was  preceded  by  ordinary  summer  cold,  as  he 
thought.  Since  throat  trouble  has  noticed  hard 
k:mp  on  right  side  of  same.  Lately  has  had 
shooting  pains — referred  to  right  ear.  Eainily 
history  negative.  Examination  of  throat  showed 
marked  hyperjemia  of  membrane,  with  a small, 
whitish  area  on  anterior  pillar. 

Larynx  showed  marked  congestion,  with 
shaped  deformity  of  epiglottis.  General  hyper- 
trophy of  membranes,  and  unable  to  get  good 
views  of  cords.  To  right  side  of  epiglottis  could 
be  seen  a mass  of  tissue  which  presented  a rough- 
ened area  on  top.  On  external  surface  of  throat 
could  palpate  a large  and  firm  mass  on  right  .side. 

Vasserman  and  T.  B.  tests  negative  and  blood 
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count  normal  ( both  red  and  white  and  differen- 
tial counts  made). 

Treatment  advised  was  X-ray,  but  same  was 
refused.  Gave  Rx.  Sat.  Sol.  K.  I.  in  increasing 
doses. 

November  3. — Throat  seems  worse,  spitting 
up  a little  blood  lately,  and  breathing  with  more 
difficulty.  Pains  to  ear  seem  worse. 

November  6. — Finally  agreed  to  take  X-ray 
treatment,  and  started  on  same. 

November  7. — Mass  in  neck  has  now  appar- 
ently disappeared.  Voice  a great  deal  clearer, 
although  changes  as  seen  by  mirror  not  very 
marked  on  inside.  Mass  on  either  side  of  epi- 
glottis seems  less,  but  epiglottis  about  same  as  to 
form.  Is  still  on  Sat.  Sol.  K.  L,  and  Dr.  Law- 
rence is  giving  him  large  doses  of  X-ray  filtered 
through  3 m.m.  of  aluminum. 

Dr.  Farrington  would  like  to  have  this  case 
shown  again  at  some  future  time.  It  is  interest- 
ing to  watch,  as  X-ray  and  K.  I.  seem  to  have 
retarded  the  growth. 

Dr.  Ellett  stated  that  there  is  now  some  radium 
in  the  city,  and,  should  the  tumor  seem  to  resist 
X-ray  treatment  later  on,  might  be  well  to  con- 
sider use  of  radium. 

Dr.  McKinney  stated  that  while  in  Pittsburgh 
he  watched  some  cases  that  Dr.  Jackson  was 
treating  with  radium.  Dr.  Jackson  was  not 
pleased  with  the  results.  One  of  the  cases  shown 
was  very  similar  to  the  one  seen  to-night.  Saw 
this  case  some  time  ago  with  Dr.  Levy,  and  the 
X-ray  certainly  seems  to  be  retarding  same.  The 
question  is  : Should  the  X-ray  be  stopped  ? Will 
not  the  tumor  recur?  And  if  it  is  really  an  epithe- 
lioma, sooner  or  later  the  patient  will  die  from 
same  ? 

Dr.  Levy,  in  closing,  stated  that  potassium  of 
iodide  seemed  to  have  made  patient  worse,  and 
it  is  only  since  use  of  the  X-ray  that  patient  has 
been  better,  although  Dr.  Lawrence  wanted  the 
potassium  iodide  kept  up.  Dr.  Lawrence  had  no 
radium  at  the  time  X-ray  was  started,  and  there 
was  none  in  the  city. 

Burn  of  the  Eyelids. 

Dr.  Ramsey  presented  a boy  about  five  years  old 
with  burns  of  lower  and  upper  lids.  The  upper 
lid  was  completely  gone,  and  there  was  a marked 
ectropion  of  lower.  A small  corneal  opacity  at 
lower  margin,  probably  due  to  ulcer  at  time  of 
burn.  Marked  purulent  conjunctivitis.  The  case 


is  presented  in  order  to  get  views  as  to  best  man- 
ner of  treating  same. 

Dr.  Fagin  thought  that  upper  lid  could  be  im- 
proved with  a plastic  operation.  Conjunctiva  of 
lower  lid  suffering  from  exposure,  due  to  ectro- 
pion. 

Dr.  Ellett  asked  Dr.  Fagin  what  kind  of  opera- 
tion he  thought  of  doing. 

Dr.  Fagin,  in  reply,  said  he  would  have  to 
study  case  out  first. 

Dr.  Ellett  said  that  the  important  point  in  this 
case  is  what  kind  of  plastic  to  do.  The  boy  has 
no  skin  on  face  or  head  that  could  he  used.  The 
best  chance  in  this  case  will  probably  be  the  use 
of  Tiersch’s  graft,  as  one  gets  a nicer  result  from 
this  and  it  does  not  leave  padded  places  like  flaps 
of  skin.  The  question  also  arising  is ; Will  there 
be  motion  to  eyelid,  or  would  you  have  a com- 
plete ptosis?  The  lower  lid  will  not  be  hard  to 
correct. 

Dr.  Shea,  in  speaking  of  case,  said  that  from 
the  experience  of  the  present  war  there  seems 
to  be  quite  a few  papers  written  about  plastic 
work  done.  Saw  in  one  article  where  a new  orbit 
was  made.  It  might  be  well  to  look  into  these 
papers  and  from  them  get  an  idea. 

Dr.  Ramsey,  in  closing,  said  the  case  looked 
worse  this  evening,  on  account  of  patient  having 
had  no  treatment  during  the  day.  Might  derive 
quite  a bit  of  benefit  from  an  operation  on  the 
lower  lid  ; for  upper,  had  thought  of  doing  Wolf’s 
graft.  However,  this  is  the  hard  part  of  the  case, 
and,  as  Dr.  Ellett  has  suggested,  you  might  give 
protection  to  the  eye,  yet  have  complete  ptosis. 

Spontaneous  Hemorrhage  from  the  Ear. 

Dr.  Shea  reported  the  following  case : 

W.  C.  B.,  aged  three,  was  brought  to  me  for 
an  acute  ear,  which  I opened  under  gas  anaesthe- 
sia on  October  12,  freeing  a large  quantity  of 
pus.  The  case  was  seen  daily  by  me,  and  the 
canal  kept  clean.  Suction  was  gently  used  to 
drain  the  middle  ear  through  the  opening  in  the 
drum.  When  the  child  reported  on  the  16th  for 
treatment,  I noticed  that  the  secretion  was  tinged 
with  blood.  That  evening  I was  called  by  the 
mother  to  stop  a hemorrhage  from  the  ear. 
When  I had  cleaned  out  the  canal,  I found  that 
there  was  a gentle  flow,  through  the  opening  in 
the  drum,  of  blood,  which  came  steadily  and  was 
dark  in  color.  I packed  the  canal  with  a fine 
tape,  and  the  bleeding  apparently  ceased.  Two 
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hours  later  I was  again  called  back,  and  this  time 
found  a very  free  flow  from  the  ear;  the  canal 
would  fill  up  faster  than  it  could  be  wiped  out. 
It  was  necessary  to  pack  the  ear  again,  and  to 
exert  pressure  with  a mastoid  bandage  to  stop 
the  flow.  The  following  day  I gently  removed 
the  packing,  and  no  further  hemorrhage  occurred. 

The  points  of  possible  hemorrhage  are ; ( 1 ) 
Membra  Tympanum,  (2)  Internal  Carotid,  (3) 
Lateral  Sinus,  (4)  Jugular  Bulb. 

Membra  Tympanum. — I could  not  find  any 
knowledge  upon  so  large  a vessel  in  the  drum  or 
its  immediate  region. 

Internal  Carotid. — The  flow  was  steady  and 
dark  in  color  and  easily  stopped  by  pressure. 

Lateral  Sinus. — This  would  presuppose  a 
caries  of  its  wall  with  an  ulceration  of  the  sinus. 
But  inasmuch  as  there  were  no  mastoid  symp- 
toms, we  can  exclude  the  sinus. 

Jugular  Bulb. — The  negative  pressure  exerted 
by  the  suction  may  have  exerted  pressure  upon 
the  thin  wall  of  the  bulb  and  started  the  trouble. 
The  signs  point  to  the  hemorrhage  as  having  been 
venous ; therefore,  I think  that  it  was  from  this 
source. 

Another  interesting  feature  was  that  the  blood 
clot  in  the  middle  ear  hastened  the  condition. 
Whether  this  was  due  to  the  bactericidal  action 
of  the  blood  or  not,  is  the  question. 

Dr.  McKinney  recalls  a case  that  he  had  four 
or  five  years  ago,  in  which  the  drum  ruptured, 
and  four  or  five  days  afterwards  had  profuse 
bleeding.  Thought  at  that  time  it  was  from  gran- 
ulation tissue.  Had  to  pack  a number  of  times, 
however,  before  same  subsided.  When  bleeding 
subsided,  suppuration  seemed  to  have  immediately 
cleared  up. 

Secondary  Hemorrhage  After  Removal  of 
Adenoids. 

Dr.  Savage  reported  the  following  case : 

R.  M.  H.,  Jr.,  aged  five,  with  history  of  repeated 
attacks  of  sore  throat  and  mouth  breathing  and 
occasional  attacks  of  earache,  was  operated  upon 
by  me  October  31,  at  which  time  the  tonsils 
were  removed  in  capsule  and  adenoids  were  also 
thoroughly  removed.  The  patient  did  nicely  fol- 
lowing the  operation  till  the  sixth  day,  when  I 
was  called  over  the  phone  and  told  the  child  was 
bleeding  from  both  nose  and  mouth.  On  my  ar- 
rival, thirty  minutes  later,  I found  the  bleeding 
had  about  ceased,  but  the  postpharyngeal  space 


filled  with  clot  of  blood.  This  clot  was  removed ; 
and  as  it  did  not  seem  inclined  to  bleed  any  more, 
I left  Rx  1-2000  adrenalin  to  spray  through  nos- 
trils, should  any  more  bleeding  occur.  The  sec- 
ond night  following — that  is,  November  8 — was 
called  at  midnight,  and  found  same  condition  as 
on  previous  visit.  The  child  had  been  bleeding 
for  three  or  four  hours.  Removed  the  clot  from 
postpharyngeal  space  and  put  ice  packs  on  bridge 
of  nose.  Absolute  rest  in  bed  for  two  days. 
There  was  no  further  trouble.  At  no  time  were 
tonsils  bleeding — all  was  from  where  adenoids 
were  removed. 

Foreign  Body  in  the  Esophagus. 

Dr.  McKinney  reported  the  following  case : 

W.  G.,  aged  three  years,  was  brought  in  by  his 
parents  with  the  following  history : On  August 
28,  1916,  child  swallowed  a five-cent  piece.  Re- 
peated attempts  had  been  made  by  their  physi- 
cian at  home  to  shove  same  into  the  stomach,  as 
the  X-ray  picture  showed  it  near  the  cardiac  end 
of  the  esophagus.  These  having  failed,  the  child 
was  referred  to  me.  The  following  method  was 
used  in  removing  same : Under  light  chloroform 
anaesthesia,  object  was  removed  with  long  for- 
ceps, watching  same  under  the  fluoroscope. 

Louis  Levy,  Secretary. 


LEADING  EDUCATORS  PRESS  FOR 
PHYSICAL  TRAINING  IN 
PUBLIC  SCHOOLS. 

Adopting  as  its  slogan  President  Wilson’s  re- 
cent statement  that  “ physical  training  is  needed, 
but  can  be  had  without  compulsory  military  ser- 
vice,” a committee  of  leading  educators  has  been 
formed  to  press  for  the  adoption,  in  the  various 
states,  of  a “ model  ” state  bill,  drafted  b}>  Dr. 
Dudley  A.  Sargent,  of  Harvard,  providing  for 
the  introduction  of  physical  training,  without 
military  features,  in  the  public  schools.  The  new 
committee,  which  bears  the  title  of  “ The  Com- 
mittee for  Promoting  Physical  Education  in  the 
Public  Schools  of  the  United  States/'  has  opened 
headquarters  in  the  Munsey  Building,  in  Wash- 
ington, with  i\Irs.  Harriet  P.  Thomas  as  Secre- 
tary in  Charge. 

The  committee  consists  of  Dr.  John  Dewey, 
of  Columbia  University;  J.  Y.  Joyner,  State  Su- 
perintendent of  Public  Instruction,  North  Caro- 
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lina ; Mrs.  Ella  Flagg  Young,  former  Superin- 
tendent of  Schools  in  Chicago  ; President  David 
B.  Johnson,  of  the  Winthrop  Normal  and  Educa- 
tional College,  of  Rock  Hill,  S.  C. ; Carroll  G. 
Pearse,  of  Milwaukee,  President  of  the  Milwau- 
kee State  Normal  School ; Mrs.  Mary  C.  C.  Brad- 
ford, of  Denver,  State  Superintendent  of  Public 
Instruction  of  Colorado;  Francis  G.  Blair,  State 
Superintendent  of  Public  Instruction  in  Illinois ; 
Mrs.  Josephine  Preston,  State  Superintendent  of 
Public  Instruction  in  the  state  of  Washington ; 
and  Dr.  Sargent,  the  physical  education  expert 
of  Harvard. 

In  its  announcement  the  committee  says,  in 
part : “ We  believe  that  the  time  has  come  when 
the  public  schools  can,  and  should,  enter  delib- 
erately and  purposefully  upon  a definite  plan  for 
the  preparation  of  our  youth  physically  for  the 
exigencies  of  life  and  for  all  the  demands  of  cit- 
izenship. We  need  to  spend  more  money  and 
time  upon  physical  training  intended  to  develop 
the  body  so  that  both  boys  and  girls  may  be  pre- 
pared equally  for  the  pursuits  of  peace  or  the 
vicissitudes  of  war.” 

The  bill  is  officially  entitled,  “A  bill  to  upbuild 
national  vitality  through  the  establishment  of 
physical  education  and  training  in  the  public 
schools  of  the  state.”  It  is  described  as  a tenta- 
tive draft  which  may  be  easily  modified  to  meet 
the  varying  financial  and  educational  conditions 
in  the  different  states.  Its  proponents  are  care- 
ful to  assert  that  they  are  not  proposing  to  im- 
pose an  “ elaborate  and  expensive  machinery  ” 
upon  any  state — merely  to  indicate  the  way  to 
begin,  in  the  belief  that  public  opinion  has  now 
been  educated  to  the  point  where  it  ■'will  support 
physical  training  in  the  schools,  especially  when 
that  training  is  shorn  of  military  features. 

The  bill,  with  suitable  modifications,  has  been 
introduced  in  the  Massachusetts  General  Assem- 
bly (by  mutual  consent)  and  in  the  Legislatures 
of  California  and  Indiana.  Its  introduction  in 
other  states  is  expected  to  follow  shortly. 


WANTED. — A Location  near  Nashville, 
Franklin,  Gallatin,  Columbia,  Murfreesboro,  or 
Lebanon.  Would  like  a practice  in  a good  vil- 
lage of  from  400  to  1,000,  on  or  near  railroad 
I or  trolley.  Do  not  want  to  buy  real  estate,  but 
will  if  suited  for  a permanent  home.  Address 
I Editor  of  Journal  of  Tennessee  State  Medical 
Association,  349  Doctors’  Building,  Nashville. 
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SECOND  ANNUAL  REPORT  OF  INTERNA- 
TIONAL HEALTH  COMMISSION,  Wickliffe  Rose, 

Director  General. 

The  International  Health  Commission  is  one  of  the 
units  of  the  Rockefeller  Foundation.  Originally  or- 
ganized 'with  two  definite  tasks  assigned  to  it — coopera- 
tion with  the  United  States  and  other  countries  for  the 
relief  and  control  of  hookworm  disease,  and  to  help  in 
the  development  of  agencies  for  the  promotion  of  pub- 
lic sanitation  and  the  spread  of  the  knowledge  of  scien- 
tific medicine — the  Commission  devoted  its  efforts  dur- 
ing its  first  year  almost  entirely  to  hookworm  disease.  As 
is  shown  in  this  report  of  activities  for  the  second  year, 
the  Commission  has  largely  widened  its  field  of  opera- 
tions until  its  health-saving  service  has  gone  into 
nearly  all  parts  of  the  world,  and  until  several  of  the 
most  widespread  diseases  have  come  under  the  scope 
of  its  studies  and  its  active  and  thorough  preventive 
campaigns. 

In  the  United  States — the  Southern  United  States — 
the  Commission  is  working  in  cooperation  with  state 
Boards  of  Health  in  intensive  community  campaigns, 
the  object  of  which  is  to  sanitate  as  thoroughly  as  can 
be  done  every  home  and  school  in  comparatively  small 
areas  which  may  then  serve  as  object  lessons  to  other 
communities.  This  particular  work  has  accomplished 
a great  deal  in  securing  the  application  of  preventive 
measures  in  rural  districts  in  the  South.  This  “com- 
munity plan  ” has  altogether  taken  the  place  of  the  dis- 
pensaries and  other  agencies  utilized  in  former  years 
by  the  International  Health  Commission  and  its  pred- 
ecessor, the  Rockefeller  Sanitary  Commission. 

A Yellow  Fever  Commission,  with  General  Gorgas  at 
its  head,  is  one  of  the  newer  arms  of  the  International 
Health  Commission,  which  will  endeavor  to  find  and 
eradicate  the  foci  from  which  yellow  fever  continues  to 
send  out  its  fatal  influences. 

Malaria  is  being  attacked  in  one  of  its  strongholds — 
Southern  Mississippi ; and  while  the  Commission  frank- 
ly states  that  the  work  against  malaria  is  in  a purely 
experimental  state,  it  will  no  doubt  be  persisted  in  until 
something  of  practical  benefit  has  been  worked  out. 

Other  activities  of  the  Commission  are  covered  by 
this  second  annual  report,  which  is  intensely  interesting 
to  any  who  are  at  all  interested  in  preventive  medicine. 


AN  INQUIRY  INTO  THE  PRINCIPLES  OF 
TREATMENT  OF  BROKEN  LIMBS.  By  William 
F.  Fluhrer,  M.D.,  Consulting  Surgeon  to  Bellvue 
and  Mount  Sinai  Hospitals,  New  York.  Rebman 
Company,  New  York.  1916. 

This  is  an  essay  in  which  is  set  out,  sometimes  at 
great  length,  descriptions  of  inventions  of  the  author 
used  in  his  treatment  of  fractures,  and  containing 
numerous  references  to  the  practices  of  days  long  gone. 
Some  of  it  is  interesting,  in  a way,  and  some  of  it  is 
not.  Much  of  it  is  elementary — or  was,  many  years  ago. 
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BOOK  REVIEWS. 


February,  1917. 


One  quotation:  “The  guides  for  the  correct  adjustment 
of  the  fragments  at  the  time  of  their  immobilization 
are : the  assurances  of  the  touch,  palpitation ; the  proper 
outline  of  the  limb  as  disclosed  by  its  uninjured  fel- 
low; and  possibly  [italics  ours]  the  revelations  of  the 
fluoroscope  or  X-ray.” 


effect  to  be  compared  with  that  produced  by 
mercury  and  potassium  iodide.  In  cases  of 
syphilis  with  mucous  patches,  sodium  cacodylate 
is  worse  than  useless. — Journal  of  American 
INIedical  Association,  December  30,  1916,  page 
2012. 


PRACTICAL  MEDICAL  SERIES.  OBSTETRICS. 
Vol.  VIL  1916.  Edited  by  Joseph  B.  DeLee,  M.D., 
and  H.  M.  Stowe,  M.D.  The  Yearbook  Publishers, 
Chicago. 

This  is  a splendidly  comprehensive  review  of  the 
whole  worth-while  literature  on  obstetrical  subjects. 
The  editors  have  done  their  work  with  painstaking  care, 
and  the  editorial  notes,  sprinkled  so  liberally  through- 
out the  volume,  are  of  the  greatest  value. 


THERAPEUTICS.  PREVENTIVE  MEDICINE. 

Vol.  VIII.  1916. 

The  section  on  Therapeutics  in  this  volume  of  the 
Practical  Medical  Series  is  edited  by  Dr.  George  F. 
Butler,  and  is  divided  into  three  parts.  Part  1.  deals 
with  “ Drugs,”  each  drug  discussed  being  taken  up  in 
alphabetical  order.  Part  11.  is  a review  of  the  year’s 
literature  on  “ E.xtracts  of  Animal  Organs,  Bacterial 
Preparations,  Serums,  and  Vaccines;”  while  Part  III. 
is  given  over  to  “ Electricity,  Rontgen  Rays,  Radium, 
and  Radio-active  Substances.”  The  section  on  Preven- 
tive Medicine  is  edited  by  Dr.  W.  A.  Evans,  which  fact 
insures  the  value  of  the  work.  The  subjects  discussed 
are  varied  and  of  present-day  interest  and  importance. 


THE  MEDICAL  CLINICS  OF  CHICAGO.  Vol.  IL, 
No.  4.  January,  1917.  W.  B.  Saunders  Company, 
Philadelphia. 

This  is  perhaps  the  best  number  of  the  Chicago  Clin- 
ics. The  contributors  are  Abt,  Beifeld,  Case,  Ham- 
burger, Hamill,  Mix,  Portis,  Strouse,  Tice,  C.  S.  Wil- 
liamson, and  Frank  Wright.  The  subjects  discussed 
have  been  chosen  with  the  same  good  judgment  which 
has  been  exercised  in  the  past,  and  which  has  gone  far 
to  make  the  Chicago  Clinics  a very  widely  read  period- 
ical. 


TPIE  STATUS  OF  ANTIPNEUMOCOCCUS 
SERUM. 

The  injection  of  the  proper  antipneumococcus 
serum  in  pneumonia  caused  by  pneumococcus 
Type  1 is  believed  to  be  beneficial,  but  the  serum 
treatment  of  pneumonia  is  still  in  the  experimen- 
tal stage.  The  pneumococci  fall  into  various 
groups,  according  to  their  immunologic  relations, 
and  the  first  requisite  for  a rational  use  of  the 
serum  treatment  of  pneumonia  is  the  determina- 
tion of  the  particular  type  of  the  pneumococcus 
concerned  in  a given  case. — Journal  of  American 
IMedical  Association,  December  30,  1916,  page 
2030. 


NEUTRAL  SOLUTION  OF  CHLORI- 
NATED SODA. 

( Solution  Chlorinated  Soda — Dakin  ; Solution 
Chlorinated  Soda — Carrel-Dakin. ) 

- A chlorinated  soda  solution,  containing  0.43  to 
0.48  per  cent  of  available  chlorine,  free  from 
caustic  alkali.  It  is  prepared  by  treating  a sus- 
pension of  chlorinated  lime  in  water,  with  defi- 
nite amounts  of  sodium  carbonate  and  sodium 
bicarbonate,  and  adjusting  the  separated  clear 
liquid  to  the  required  content  of  available  chlo- 
rine. The  solution  is  not  reddened  by  j^henol- 
phthalein.  It  must  be  protected  from  light.  The 
solution  has  been  used  for  the  irrigation  of 
wounds,  especially  infected  war  wounds. 


Unpasteurized  milk  kills  many  babies. 


SODIUM  CACODYLATE  IN  SYPHILIS. 

While  Nichols  has  shown  that  sodium  cacody- 
late is  worthless  as  a spirocheticide,  it  is  still  be- 
ing used  in  the  treatment  of  syphilis,  and  it  is  the 
essential  constituent  of  venarsen,  a j)roprietary 
sy])hilis  remedy.  As  a result  of  extensive  clinical 
trials.  Dr.  H.  N.  Cole  concluded  that  sodium 
cacodylate  has  no  si)irocheticidal  value.  At  the 
utmost,  it  has  [)erhai)S  a slight  action  on  the  papu- 
lar and  nodular  syphilids ; but  in  no  case  is  this 


The  full-pay  envelope  is  the  great  enemy  of 
tuberculosis. 


FOR  ^ A I F Cincinnati,  Ohio.  $7,000.00 

^ medical  practice,  and  resi- 

dence containing  elegant  offices,  by  physician  in  gen- 
eral practice,  established  twenty  years,  and  ready 
to  retire  at  forty-eight  years  of  age.  Practice  still 
increasing.  Excellent  property  in  good  condition. 
Large  garage  on  premises.  A thorough  inspection 
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WHO  SHOULD  OPERATE? 

A PLEA  FOR  A MORE  CAREFUL  PREOPERA- 
TIVE STUDY  OF  OUR  SURGICAL  CASES.* 

By  C.  P.  Fox,  M.D., 

Greeneville. 

Thirty  years  ago,  in  the  beginning  of  my  pro- 
fessional life,  there  were  no  hospitals  in  East 
Tennessee.  There  were  none  except  in  the  larger 
cities,  and  a surgical  operation  of  any  nature  was 
rarely  heard  of.  An  occasional  amputation,  re- 
moval of  surface  tumor,  draining  an  abscess, 
rarely  a perineal  lithotomy,  constituted  about  all 
the  surgery  that  was  then  undertaken  in  this  sec- 
tion of  Tennessee.  The  Johns  Hopkins  Hospital, 
which  is  now  a household  name  throughout  the 
South,  was  never  heard  of.  The  Mayos,  Deaver, 
IMurphy,  and  many  other  well-known  surgeons 
were  not  known  to  the  profession,  not  to  men- 
tion the  laity.  It  is  true  that  we  then  had  our 
Gross,  Agnew,  and  Sims ; but  they  were  known 
only  to  the  medical  profession.  I do  not  believe 
that  it  would  be  an  exaggeration  to  say  that  there 
are  more  surgical  operations  performed  now  each 
day  in  East  Tennessee  than  were  then  done  in 
any  of  the  larger  cities. 

I was  then  a medical  student  in  New  York 
City,  and  I remember  that  the  bulletin  of  oper- 
ations that  would  be  posted  at  the  Academy  of 
Medicine  for  all  the  hospitals  in  the  city  would 
rarely  amount  to  one  dozen  in  any  one  day.  Why 
is  this  remarkable  increase  in  the  number  of  sur- 
gical operations?  Is  it  because  of  the  great  ad- 
vancement of  surgical  technic — its  perfection  and 
its  simplification?  Is  it  because  of  the  greater 
prevalence  of  surgical  diseases — their  easier  and 

*Read  at  the  annual  meeting-  of  the  Tennessee  State  Med- 
ical Association.  Knoxville,  April,  1916. 


earlier  recognition?  Is  it  the  result  of  a higher 
standard  of  medical  education  and  better  equip- 
ment of  the  doctor?  These  are  important  fac- 
tors in  producing  greater  efficiency  and  in  ex- 
tending the  scope  of  surgery.  These  are,  how- 
ever, not  the  only  factors  in  bringing  about  this 
increase  in  the  number  of  surgical  operations. 
There  are  others  of  which  we  wish  to  speak. 

A surgical  operation,  through  commercialism 
in  the  profession,  has  become  a cheap  commod- 
ity. Anybody  can  have  one,  whether  he  needs  it 
or  not.  If  he  cannot  pay  the  price,  he  can  get  it 
at  his  own  price.  Anybody  can  do  one  if  he  can 
write  “ ]\I.D.”  after  his  name,  whether  he  is  a 
surgeon  or  not.  Commercialism  is  rapidly  steal- 
ing from  the  profession  of  surgery  its  high  and 
honorable  tenets  based  on  scientific  study  of  sur- 
gical pathology  and  its  scientific  treatment,  and 
is  reducing  surgery  to  a mere  trade  of  human 
butchery.  Any  man  who  can  write  “ M.D.” 
after  his  name  and  holds  a license  to  practice 
medicine  is  authorized  to  perform  any  kind  of 
surgical  operation  he  will  undertake,  provided 
he  can  get  the  consent  of  the  patient,  regardless 
of  his  qualifications,  equipment,  or  his  knowledge 
of  anatomy  or  pathology.  These  are  nonessen- 
tials, provided  he  has  the  bravado  to  undertake 
it.  The  result  of  all  this  is  to  commercialize  sur- 
gery, and  the  man  who  will  undertake  an  oper- 
ation for  the  smallest  fee  or  pay  the  largest  com- 
missions will  usually  get  the  case.  The  laity  has 
little  means  of  judging  of  the  competency  of  the 
surgeon,  and  will  usually  take  the  advice  of  the 
family  doctor.  If,  perchance,  the  family  doc- 
tor should  know  of  a surgeon  who  will  pay  him 
a large  commission,  for  the  sake  of  the  dollar  he 
will  take  his  patient  to  the  highest  bidder. 

Let  us  imagine  a case,  for  instance.  Dr  A has 
a patient,  IMrs.  B,  who  has  an  attack  of  right-side 
abdominal  pain,  tenderness  in  the  right  ilio-lum- 
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bar  region,  an  elevation  of  temperature,  perhaps 
vomiting.  He  makes  a diagnosis  of  appendicitis, 
and  he  knows  a Dr.  C,  who  operates  on  any  kind 
of  case.  He  takes  his  patient  to  Dr.  C,  who 
concurs  in  the  diagnosis  without  careful  exami- 
nation of  the  patient.  Dr.  C operates  at  once — 
perhaps  at  midnight  or  in  the  wee  small  hours  of 
the  morning.  Like  most  thieves,  his  greatest 
successes  are  achieved  in  the  darkest  hours  of  the 
night.  Perhaps  he  is  afraid  to  delay — not  in  his 
patient’s  interest,  but  in  fear  that  some  other 
professional  thief  may  steal  his  patient.  The 
patient  likely  survives  the  operation,  but  gets  no 
relief  of  symptoms.  The  pain  and  temperature 
continue ; a tenderness  and  swelling  appear  in 
the  right-kidney  region.  A urinary  examination 
is  made,  blood  is  found  in  the  urine,  and  it  is 
then  discovered  that  the  patient  had  not  appen- 
dicitis, but  a surgical  kidney.  The  surgeon  got 
one  hundred  dollars  for  his  operation,  the  family 
doctor  got  twenty-five  dollars  for  referring  the 
case.  The  patient  has  faced  the  dangers  of  an 
anaesthetic  and  a laparotomy,  and  has  a surgical 
kidney  for  his  consolation. 

While  this  is  an  imaginary  case,  it  has  its  par- 
allel in  real  cases  that  are  occurring  almost  daily 
under  the  observation  of  men  who  are  doing  con- 
scientious work,  whose  highest  motive  is  to  re- 
lieve pain,  to  cure  disease,  and  to  prolong  life ; 
who  undertake  operation  when  operation  is  indi- 
cated, and  then  only  in  the  interest  of  the  patient. 

In  order  to  emphasize  the  principal  idea  of  this 
paper,  I wish  to  report  briefly  a few  cases  which 
have  only  recently  come  under  the  writer’s  ob- 
servation and  which  are  illustrative  of  the  impor- 
tance of  carefully  studying  each  case  before  ad- 
vising operation. 

Case  1 : A woman,  twenty-four  years  of  age. 
a stenographer,  consulted  me  in  reference  to  a 
right-side  pain  which  she  complained  had  trou- 
bled her  for  three  years.  Two  years  before  sbe 
went  to  a doctor  and  told  him  about  the  pain. 
She  told  him  she  had  a swelling  in  her  right 
groin  when  standing,  which  disappeared  when 
lying  down.  He  did  not  examine  her  standing, 
but  told  her  that  she  had  trouble  with  her  appen- 
dix, and  advised  an  operation.  He  opened  her 
abdomen  and  did  some  intra-abdominal  work 
the  exact  nature  of  which  she  did  not  know. 
She  made  a fairly  good  recovery  from  the  oper- 
ation, but  got  no  relief  from  her  pain,  and,  on 
getting  on  her  feet,  observed  the  same  swelling 
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in  her  groin.  Examining  her  on  her  feet,  I dis-  ■ 
covered  that  she  had  a right  inguinal  hernia. 

Case  2;  IMiss  ]\I.,  aged  twenty-six,  was 
brought  to  the  hospital  for  a recurrent  attack  of  . 
abdominal  pain,  with  constipation,  vomiting,  ab- 
dominal tenderness.  Two  years  previously  she 
had  had  an  operation  for  appendicitis,  but  the  at- 
tacks had  been  quite  as  frequent  as  before.  On 
opening  the  abdomen,  I found  a diverticulum  of 
the  ilium  within  six  inches  of  the  coecum.  A re- 
section was  done,  and  the  patient’s  symptoms 
were  relieved. 

Case  3 ; i\Irs.  S.,  aged  thirty-five,  was  taken 
with  severe  abdominal  pain  and  vomiting.  x\  ten-  ' 
der  mass  appeared  in  the  abdomen  to  the  right 
of  the  umbilicus.  A diagnosis  of  appendicitis 
was  made  and  operation  advised.  The  patient 
refused  operation,  and  was  brought  to  the  hos-  { 
pital  for  examination.  We  suspected  a hydrone-  1 
phrosis,  and  were  preparing  to  do  a ureteral 
catherization,  when  the  mass  suddenly  disap- 
peared with  a profuse  flow  of  urine.  The  pa- 
tient left  the  hospital  with  a diagnosis  of  neph- 
roptosis, causing  a Dietl’s  crisis.  A binder  was 
applied ; and  though  two  years  have  passed,  she 
has  had  no  recurrence  of  her  pain. 

Case  4;  Mrs.  H.  was  taken  with  acute  ab-  j 
dominal  pain,  vomiting,  and  abdominal  tender- 
ness.  The  pain  was  in  the  right  side,  and  was  | 
referred  in  the  direction  of  the  bladder.  There 
was  constant  desire  to  urinate.  The  doctors 
made  a diagnosis  of  appendicitis  and  insisted  on 
an  operation.  A vaginal  examination  showed  a 
small  mass  in  the  right  ureter  close  to  the  blad-  .j 
,der.  \\'hile  examining  the  mass,  it  suddenly 
slipped  into  the  bladder,  and  the  pain  was  imme-  i 
diately  relieved. 

Case  5 : P.  H.,  male,  aged  twenty-six,  was  ; 
taken  with  abdominal  pain,  vomiting,  distension, 
chill ; temperature,  104  degi'ees ; pulse,  120.  ^ 
diagnosis  of  appendicitis  was  made.  He  was 
brought  to  the  hospital  in  my  absence,  and  de-  ! 
dined  an  operation  until  I could  be  consulted. 
Being  absent  from  town,  I did  not  see  the  patient 
for  two  days  after  the  beginning  of  the  symp- 
toms. On  examination,  a tender  mass  could  be 
felt  in  the  right-kidney  region.  A urinary  ex-  ' 
amination  showed  pus  in  the  urine.  The  pain,j 
rapid  pulse,  and  tenderness  continued ; and  with-jj 
in  a few  days  a large  mass  could  be  made  dut,% 
extending  from  the  right  hypochondriac  regioi^ 
downward  into  the  lumbar  and  iliac.  A nephrec-J 
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tomy  was  done,  and  a large  pus  kidney  was  re- 
moved. 

Case  6;  Mrs.  B.,  aged  fifty,  had  complained 
of  increasing  constipation,  with  attacks  of  ab- 
dominal pain.  While  on  a visit  to  her  daughter 
in  a neighboring  city,  she  was  taken  with  an 
acute  attack  of  pain  and  vomiting.  There  was 
no  special  point  of  tenderness  and  no  temper- 
ature. A doctor  was  called,  and  disagnosed  ap- 
pendicitis. The  patient  declined  an  operation ; 
and,  having  been  the  family  physician,  I was 
asked  to  see  the  patient  in  consultation.  On  ex- 
amination, there  was  no  abdominal  tenderness  or 
rigidity,  the  abdominal  muscles  being  lax,  while 
a distinct  peristaltic  wave  could  be  seen,  which 
seemed  to  end  in  the  left  iliac  region.  Palpation 
disclosed  an  irregular  mass  in  the  left  iliac  fossa. 
On  vaginal  examination,  this  mass  could  be  made 
out  through  the  left  broad  ligament.  A diagno- 
sis of  obstruction  of  the  sigmoid  was  made.  On 
opening  the  abdomen,  a carcinomatous  tumor  of 
the  sigmoid  was  found.  Had  the  usual  incision 
for  appendectomy  been  made,  this  tumor  would 
probably  not  have  been  found. 

I might  go  on  and  report  many  similar  cases  in 
which  a little  time  and  sufficient  study  would  have 
cleared  up  a cloudy  diagnosis,  in  the  first  place, 
and  a dangerous  operation  avoided  or,  at  least, 
the  proper  operative  procedure  instituted.  These 
reports  show,  however,  that  incompetent  and  un- 
scrupulous operators  are  ruthlessly  sacrificing 
human  life  in  an  ambition  to  do  surgery  or  from 
pecuniary  motives,  thereby  endangering  the  pub- 
lic health  and  degrading  a great  profession  to  the 
class  of  a mere  trade. 

Bold  and  skillful  surgery  done  in  the  face  of 
grave  dangers  to  save  human  life  and  alleviate 
human  sufifering  should  rank  the  surgeon  with 
the  hero  of  the  battlefield  who  faces  the  enemy’s 
: fire  to  save  a nation’s  honor.  But  the  butchery 
of  the  “ operator,”  who  disregards  the  patient’s 
i interest  for  the  sake  of  a fee,  should  place  him 
under  the  ban  like  the  common  criminal,  to 
iwhose  society  he  justly  belongs. 

The  steps  taken  by  the  Council  on  Medical 
Education  to  standardize  medical  colleges  and 
medical  teaching  was  a long  step  in  medical 
progress,  and  within  a few  years  must  show 
marked  results  in  the  way  of  improved  medical 
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practice;  but  it  seems  far  more  important  just 
now  in  the  interest  of  humanity  that  something 
be  done  toward  standardizing  and  regulating 
medical  practice. 

The  work  of  the  American  College  of  Sur- 
geons seems  most  commendable  in  its  alleged  pur- 
poses, but  in  its  application  and  results  so  far  has 
fallen  short  of  its  enunciated  purposes.  Con- 
trary to  its  declared  purpose  of  putting  down  fee 
splitting  and  commercialism,  it  has  impeached  it- 
self by  admitting  to  membership  some  of  the  very 
progenitors  of  these  nefarious  practices  and  by 
refusing  membership  to  some  of  the  most  capa- 
ble surgeons  who  have  stood  for  and  defended 
the  highest  ideals  in  the  practice  of  surgery.  It 
is  not  my  purpose  to  arraign  and  condemn  the 
motives  of  this  august  body,  which  can  boast 
among  its  members  the  names  of  the  most  illus- 
trious surgeons  of  America,  but  I would  criticize 
any  professional  organization  whose  alleged  pol- 
icy is  to  elevate  and  uphold  our  professional  ten- 
ets, but  permits  the  selection  of  its  members  to 
be  controlled  by  professional  politics  and  per- 
sonal bias,  to  the  exclusion  of  men  who  have 
stood  for  the  highest  principles  of  ethics.  It  is 
to  be  hoped  that  this  great  organization  will  in  the 
near  future  evolve  a better  and  more  just  method 
of  investigating  the  competency  of  it?  candidates 
for  admission  and  will  eliminate  some  of  its  un- 
worthy. If  something  is  not  done  ere  long  in 
the  ranks  of  the  profession  to  standardize  sur- 
gical practice,  it  is  our  opinion  that  it  will  become 
a matter  for  state  legislation.  It  has  not  been 
the  purpose  of  this  paper  to  condemn  alone  the 
incompetent  operator,  who  might  be  easily  elim- 
inated by  legislative  enactment,  which  can  provide 
for  a competent  board  of  examining  surgeons, 
but  to  arraign  another  class  of  more  or  less  skill- 
ful operators,  who  through  competition  have 
sealed  their  consciences  to  all  the  higher  inspira- 
tions of  a great  profession  and,  controlled  by 
avaricious  and  pecuniary  motives,  are  groveling 
in  the  slums  of  commercialism.  The  great 
achievements  of  surgery  should  rank  the  surgical 
profession  above  all  others,  since  the  motives 
which  have  actuated  its  best  men  have  formerly 
been,  and  should  always  be,  born  of  sympathy 
for  that  class  of  humanity  who,  more  than  all  oth- 
ers, should  appeal  to  our  highest  instincts — name- 
ly, the  sick. 
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DISCUSSION  ON  THE  PAPER  OF 
DR.  FOX. 

Dr.  J.  B.  H.aiSKiNS,  Chattanooga:  Dr.  Fox  has  called 
our  attention  to  a great  problem,  and  I am  sure  he  would 
be  very  happy  if  some  one  would  solve  it  for  him. 
Who  should  operate?  That  question  can  easily  enough 
be  answered ; but,  as  he  says,  any  man  that  has  “ M.D.” 
after  his  name  is  permitted  at  the  present  time  to  oper- 
ate if  he  so  desires.  I am  sure  you  all  see  cases  quite 
frequently  that  have  been  operated  upon  by  incompe- 
tent men.  This  question  of  surgery,  as  we  all  know, 
is  a large  question.  I feel  that  I have  had  a fair  surgi- 
cal training,  yet  I feel  my  incompetency  when  I am 
confronted  by  cases  that  humiliate  me  with  my  incom- 
petency. This  is  one  of  the  greatest  questions  that  pre- 
sents itself  to  the  medical  profession  to-day — to  know 
what  to  do  with  the  surgical  part  of  our  profession.  As 
the  doctor  said,  we  are  not  progressing  toward  the  solu- 
tion of  the  problem  very  rapidly ; and  it  is  humiliating 
when  we  who  are  trying  to  do  honest,  competent  sur- 
gery see  results  in  some  cases  that  have  been  subjected 
to  surgery. 

It  is  not  for  every  man  to  operate,  because  it  takes 
special  training,  hard  work,  diligence,  and  perseverance 
for  a man  to  do  surgery. 

Dr.  John  A.  Witherspoon,  Nashville:  That  is,  in- 
deed, a very  important  subject,  and  one  that  has  been 
put  before  us  by  the  essayist  in  a very  forcible  manner. 

As  to  who  shall  operate,  at  this  day  and  time  there  is, 
unfortunately,  in  every  medical  student’s  mind  a desire 
to  go  into  surgery.  It  is  a big  field  that  invites  men, 
whether  they  be  competent  or  not ; and  young  men  who 
are  not  equipped  are  taking  human  life  into  their  hands 
and  doing  major  surgery  without  proper  equipment. 
We  know  that  is  true.  I regret  that  that  condition  of 
affairs  exists.  I believe  that  every  specialist  should  first 
be  an  internist.  ^ believe  that  the  greater  surgeon  will 
be  the  man  who  is  the  greater  diagnostician.  I have  but 
little  patience  with  the  idea  of  making  a surgical  diag- 
nosis. Where  it  is  possible,  the  pathologic  diagnosis 
should  be  made,  and  then  a man  should  have  special 
equipment  and  be  specially  prepared  to  handle  human 
life  with  the  scalpel  in  his  hands.  For  my  part,  I do 
not  hesitate  to  say  that  we  should  have  greater  practi- 
tioners and  greater  internists — men  who  are  well 
grounded  with  accurate  knowledge  of  the  human  body 
and  of  good  anatomical  and  pathological  training;  and 
then  let  them  become  specially  trained  for  this  great 
work  of  surgery  that  is  an  honor  to  the  century.  Let 
them  especially  equip  themselves  for  surgery.  We  know 
it  is  absolutely  necessary  to  become  specially  trained,  to 
liecome  properly  equipped,  for  surgical  work. 

The  practitioner  is  not  infrequently  called  upon  to 
select  a surgeon  for  a patient.  It  is  not  a question  of 
what  the  patient  wants,  frequently,  but  great  care  needs 
to  be  exercised  by  the  practitioner  in  selecting  a fully 
competent  surgeon  who  shall  be  intrusted  to  take  hold 
of  human  life  with  that  delicate  precision  that  means 
, safety. 

As  to  the  division  of  fees,  I do  not  agree  with  the 
essayist  about  that.  1 know  it  occurs  occasionally ; but 


I thank  God  I believe  the  surgeons  of  this  country,  as 
a whole,  are  too  great  and  noble  men  to  divide  fees  and 
take  advantage  of  humankind  in  that  way.  [Applause.] 

I am  not  a surgeon.  As  I told  the  boys  some  years  ago, 

I made  my  mistake  early  in  life  by  having  some  unfor- 
tunate results;  but  I stopped  just  in  time  to  save  the 
rest.  [Laughter.]  The  surgeons  of  to-day  are  not  only 
striving  for  a high  idealism  in  their  work  and  for  , 
greater  skill,  but,  as  a class,  they  are  a high  type  of  men  ; i 
they  are  honest  men,  who  would  not  take  a commission  : 
or  divide  fees;  and  while  a few  isolated  cases  may  ex-  J 
ist,  as  an  internist  I want  to  resent  on  the  part  of  the  I 
surgical  profession  the  charge  of  promiscuous  division  i 
of  fees.  [Applause.]  ! 

Dr.  W.  K.  Sheddan,  Columbia : This  question  of  who  j 
shall  operate  is  certainly  one  that  is  staring  the  Amer-  \ 
ican  profession  plainly  in  the  face,  and  it  is  a question 
that  the  surgeons  themselves  are  not  going  to  settle ; nei- 
ther is  the  American  College  of  Surgeons  going  to  set- 
tle it.  M}'  opinion  is  that  the  only  way  in  which  the 
condition  can  be  improved  is  for  the  good,  capable,  hon- 
est general  practitioner  to  have  more  backbone  and  di- 
rect his  patients  to  men  whom  he  knows  are  capable  and  i 
have  had  sufficient  and  proper  training. 

Mr.  President  and  gentlemen  of  this  association,  there  i 
are  but  few  men  in  the  general  practice  of  medicine  to- 
day who  have  had  a sufficient  acquaintance  with  sur- 
gery, who  have  sufficient  technical  knowledge  and  suffi- 
cient special  training,  to  equip  them  for  the  work  which 
they  undertake.  Surgery  to-day  does  not  occupy  as  i 
high  a position  in  relation  to  the  profession  that  the 
general  practice  of  medicine  does.  We  have  no  Grosses 
and  Agnews  and  Eves  of  a few  years  ago,  who  by 
their  general  make-up  were  the  surgeons  of  that  day, 
as  compared  with  the  Flints  and  Loomises  and  men  of 
that  type.  We  have  men  who  stand  just  as  high  and 
stand  out  as  prominently  and  as  brilliantly  in  general 
medicine  as  any  of  the  men  of  that  day,  as  Flint  or 
Loomis  or  Da  Costa  or  Stille  or  any  of  those  great  f 
men;  but  have  we  these  great  shining  examples  of  sur-  j 
gery  to-day  when  it  comes  down  to  common  honesty?  J 
Back  in  the  older  days  we  had  such  men  as  D.  Hayes  i 
Agnew,  Paul  F.  Eve,  Richardson  and  Logan  (of  New 
Orleans),  Brainerd  and  others  (of  Chicago) , who  would 
have  scorned  the  idea  that  the  prominent  surgeons  of 
this  country  stoop  to.  Those  men  would  turn  over  in 
their  coffins  if  they  could  see  some  of  the  practices  of 
some  of  the  prominent  surgeons  in  this  country.  When 
a capable,  honest,  conscientious  general  practitioner  of 
medicine  turns  his  patients  over  to  a surgeon,  he  should 
do  so  with  the  same  care  and  the  same  thought  as 
though  he  was  going  to  be  the  victim  of  the  surgeon’s  <■ 
knife.  I would  not  advise  a patient  of  mine  to  go  to 
any  surgeon  1 would  not  willingly  submit  myself  to. 
When  you  put  yourself  in  that  attitude,  you  are  going  to  • 
eliminate  a great  manj-  of  these  modern  butchers. 
There  are  thousands  of  men  practicing  surger}-  without 
any  training  for  it,  without  the  first  principles  of  surgi-  ■ 
cal  training,  who  are  blowing  their  horns  loudly  and  at- 
tracting public  attention ; and  1 must  say,  to  the  shame  ; 
of  the  profession,  they  are  creating  a following  among  ' 
the  members  of  the  general  profession.  I know  men 
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|j|  to-day  who  are  attempting  to  do  capital  surgery  when 
they  have  not  been  properly  and  adequately  trained  for 
it.  It  has  been  done  in  this  state  recently.  Some  capi- 
j tal  operations  have  been  performed  by  men  who  have 
\ never  spent  an  hour  in  a hospital,  who  have  never  sat 
y on  the  benches  and  saw  an  operation  done.  I know  of 
several  cases  in  which  capital  operations  of  major  mag- 
nitude have  been  undertaken  by  such  incompetents,  and 
„ the  cases  were  referred  to  them  by  general  practitioners 

I who  knew  better,  or  ought  to  have  known  better.  It  is 
up  to  the  general  practitioner  to  take  charge  of  this 
matter  and  eliminate  that  class  of  men  from  doing  sur- 
\ gery.  They  may  be  your  neighbors  or  your  personal 
!i  friends;  but,  gentlemen  of  the  profession,  that  is  no 
■ excuse  for  their  doing  surgery;  and  if  we  continue  to 
do  that,  we  will  not  improve  the  status  of  this  condition. 

Dr.  Deering  J.  Roberts,  Nashville:  In  looking  back 
over  the  field  for  a great  many  years,  I feel  that  I can 
I say  a few  words  on  this  subject.  During  the  last  quar- 
j ter  of  a century  surgery  has  achieved  wonderful  results, 
j The  glamor  of  the  glittering  scalpel  and  the  rich  finan- 
ji  cial  rewards  have  drawn  too  many  half-baked  surgeons 
into  the  surgical  arena.  It  is  a gory  field,  it  is  an  ex- 
tensive field,  and  not  glorious  in  many  instances ; but, 
sad  to  say,  in  some  instances  men  have  undertaken  sur- 
gical operations  who  ha^fe  not  had  the  training  they 
I should  have  had,  and  these  gory  fields  have  been  fields 
!i  of  sadness. 

I'  I fully  agree  with  Dr.  Witherspoon,  and  I have  con- 

tended for  years  from  observation  and  experience  that 
all  men  cannot  learn  medicine  in  a medical  college.  I 
have  claimed  that  for  a number  of  years.  One  can 
learn  how  to  learn  both  medicine  and  surgery  in  a 
medical  school,  but  he  has  got  to  profit  by  the  e.xperience 

(and  observation  he  gains  at  the  bedside.  The  surgeons, 
many  of  them,  simply  practice  as  an  art  and  not  as  a 
science.  It  is  both  a science  and  an  art.  The  man 

(who  is  a surgeon  once,  I do  not  care  if  it  be  the  ampu- 
tation of  a finger  or  the  treatment  of  a fractured  bone, 
an  ordinary  or  major  operation,  is  a physician  twice 
while  he  is  a surgeon  once.  He  is  a physician  or  general 
practitioner  when  he  makes  the  diagnosis  and  prepares 
his  patient  and  studies  his  case,  understands  the  idio- 
syncrasies of  that  patient,  and  he  is  a surgeon  when  he 
performs  the  operation ; and  again  the  case  should  go 
back  to  him  as  a general  practitioner  for  after  treatment 
when  he,  as  a surgeon,  finishes  the  operation.  Too 
many  men  have  rushed  into  this  brilliant  field  of  late 
years  without  having  had  the  opportunity  to  study  cases 
at  the  bedside.  The  four  years  to-day  in  a medical  col- 
lege, even  with  the  extra  year  of  clinical  work  in  a 
hospital  included,  are  not  sufficient  to  equip  men  fully 
I for  the  magnificent,  the  wonderful  and  grand  domain 
of  surgery.  It  is  very  essential  for  him  to  get  hold  of 
cases  where  he  has  to  depend  upon  his  own  judgment 
and  thought  and  study  out  his  cases,  look  at  the  differ- 
ent phases  that  the  disease  presents,  for  every  case  that 
presents  itself  is  not  surgical.  He  has  got  to  consider 
more  things  than  a mere  butcher’s  art  of  cutting  and 
slashing  and  sawing.  There  is  something  far  more  in 
surgery  than  that.  Of  all  the  good  surgeons  I have 


known,  while  a few  have  set  aside  general  practice  after 
a few  years,  still  I do  not  know  of  any  really  great 
surgeons  in  my  whole  experience  of  one-half  of  a cen- 
tury who  have  ever  attained  a high  degree  of  profi- 
ciency and  standing  in  their  profession  who  were  not 
well  grounded  in  the  principles  of  general  practice  be- 
fore they  began  their  work  as  surgeons.  And  it  is  the 
same  way  with  regard  to  the  specialties.  The  trouble  is 
that  when  a man  goes  into  surgery  as  a specialty  of 
medicine,  or  in  eye  or  ear  work  or  in  throat  work,  very 
frequently  he  is  not  as  well  equipped  and  as  well  trained 
as  he  should  be.  The  trouble  is  that  too  many  men 
commence  to  specialize  before  they  are  well  grounded 
in  the  general  principles  of  medicine,  and  they  magnify 
their  specialty  too  much.  I venture  to  say  that  many 
patients  who  have  undergone  surgical  treatment  in  the 
last  ten  or  twenty  years  would  have  recovered  under 
proper  treatment  without  surgery. 

Dr.  S.  S.  Crockett,  Nashville:  After  I heard  the 
gentleman  read  his  paper,  I thought  that  in  a few  min- 
utes perhaps  this  meeting  would  be  in  the  situation  of 
the  church  sociable  that  was  being  held  by  a colored 
congregation.  They  were  considering  whether  they 
should  have  a debate  or  not,  and  they  had  up  the  ques- 
tion of  what  was  the  most  attractive  part  of  woman. 
They  were  debating  the  eyes,  the  feet,  and  the  hands ; 
and  somebody  said:  “We  will  adjourn  this  meeting, 
because  some  one  will  tell  the  truth  directly  and  break 
up  the  whole  thing.”  [Laughter.] 

Now,  Mr.  Chairman,  honesty  and  integrity  are  indi- 
vidual traits.  Honesty  and  integrity  are  not  confined  or 
limited  to  a class  either  of  surgeons  or  medical  men. 
There  are  just  as  many  honest  surgeons  as  there  are 
honest  medical  men.  The  fact  that  a man  is  a surgeon 
does  not  make  him  a sinner,  nor  does  the  fact  of  his 
being  a medical  man  make  him  a saint.  There  are  just 
as  good  men  practicing  surgery  as  there  are  doing  any- 
thing else,  and  they  are  not  hard  to  find.  You  can  find 
them  anywhere ; you  can  find  them  everywhere.  That 
has  been  my  experience  with  them.  It  is  not  hard  to 
find  honest  medical  men.  You  find  them  everywhere, 
and  you  can  find  just  as  many  rascals  practicing  inter- 
nal medicine  as  you  can  find  practicing  surgery.  But 
honesty  is  not  the  trait  of  a class.  Honesty  and  integ- 
rity are  individual  traits.  As  long  as  there  is  a medical 
profession,  men  will  be  trying  and  striving  and  under- 
taking to  do  some  things  they  cannot  do.  We  all  do  it, 
and  there  is  no  use  in  trying  to  blame  a class  of  men 
because  some  men  are  not  trained  to  do  the  things  they 
undertake  to  do.  It  is  unnecessary  to  attribute  to  them 
dishonesty  because  they  are  trying  to  do  something 
they  cannot  do.  We  all  do  that.  We  try  to  do  things 
greater  than  we  are  doing  to-day.  That  is  not  to  a 
man’s  discredit.  But  what  I want  to  protest  against  is 
in  classifying  people  on  the  basis  of  honesty  and  saying 
that  one  class  is  honest  and  the  other  is  not.  I think 
you  will  bear  me  out  in  stating  that  you  can  find  every- 
where and  almost  anywhere  men  who  are  competent 
and  men  who  are  honest,  who  would  not  take  a dollar 
from  anybody  unless  they  thought  they  were  rendering 
an  equivalent  service.  You  can  find  such  men  any- 
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where  among  medical  men  and  among  surgeons  who 
would  not  ask  or  suggest  the  question  of  division  of 
fees. 

I have  been  practicing  medicine  in  Nashville;  and  if 
surgeons  are  dividing  fees  or  giving  commissions,  they 
never  mention  it  to  me,  and  I do  not  know  of  a finer 
body  of  surgeons  than  we  have  in  Nashville.  We  have 
there  many  industrious  young  gentlemen  who  are  doing 
surgery,  and  doing  it  prett}'  well.  They  wear  good 
clothes ; they  seem  to  get  enough  to  eat ; and  they  never 
show  any  of  that  unselfish  practice  which  is  manifest  in 
other  localities  and  divide  with  their  medical  brethren. 

Dr.  G.  P.  Zirkle,  Kingston : It  is  unfortunate  that 
all  men  are  not  honest.  We  have  in  the  medical  pro- 
fession a few  men  who  are  dishonest.  We  have  some 
surgeons  who  are  likewise  dishonest.  There  is,  or 
should  be,  an  innate  sense  of  right  in  every  man’s  soul, 
whether  he  be  a surgeon  or  physician.  Any  man  who 
has  the  commercial  spirit  to  such  an  extent  as  to  crowd 
out  that  sense  of  right  is  not  fit  to  serve  people  surgi- 
call}-  or  as  an  internist.  I have  often  made  the  remark 
that  when  a man  becomes  a member  of  a lodge  or  se- 
cret order,  it  does  not  make  a man  out  of  him ; that  if 
he  is  a scoundrel  before  he  belongs  to  a lodge,  he  will 
be  a scoundrel  afterwards.  I very  much  fear  that  the 
same  application  can  be  made  to  medicine.  I think 
doctors,  as  a class,  the  majority  of  them,  are  honest. 
Thej'  strive  to  serve  the  people,  and  they  want  to  do  it 
in  an  honest  and  upright  way.  It  is  a fact  that  some 
people  fall  a prey  to  these  dishonest  physicians  and  sur- 
geons. When  a young  surgeon  or  young  physician 
takes  advantage  of  the  ignorance  of  a patient  in  order 
to  fill  up  his  pocket,  he  is  no  longer  worthy  of  the  con- 
fidence of  that  patient.  As  knowledge  becomes  dissem- 
inated, as  people  learn  to  know  more  of  the  physician’s 
Avork  and  the  Avork  of  the  surgeon,  as  the  physician 
becomes  better  acquainted  with  the  ills  of  the  people, 
and  as  the  surgeon’s  AueAv  becomes  broader,  I think  this 
matter  of  commercialism  will  be  left  in  the  background. 
Let  us  hope  this  will  be  true.  We  are  all  striving  to  do 
the  best  Ave  can  for  the  people.  It  is  our  chosen  Avork 
in  life.  It  is  to  aid  suffering  humanity;  and  Avhen  Ave 
stoop  to  commercialism,  Avhen  we  stoop  to  that  Ioav 
level  of  taking  advantage  of  our  patients  who  trust  us, 
Ave  are  no  longer  Avorthy  of  the  confidence  of  those  pa- 
tients, and  Ave  should  not  encourage  this  either  in  sur- 
gery or  in  internal  medicine.  We  should  not  be  guilty 
of  these  things. 

Dr.  C.  P.  McNabb,  Knoxville : This  is  a surgical 
topic  up  for  discussion  by  medical  men,  and  it  seems 
Ave  are  somewhat  out  of  place,  as  Ave  should  let  the  sur- 
geons discuss  it.  Dr.  Fox  mentioned  commercialism  as 
one  of  the  causes  of  young  men’s  engaging  in  surgery 
and  of  a great  many  operations  being  done  by  incom- 
petent men.  I do  not  believe  commercialism  enters  into 
the  doing  of  surgical  operations  by  young  doctors  to  the 
extent  that  it  would  appear  to  some.  Young  men  go 
out  from  our  medical  schools  with  a knife  up  the 
sleeve — not  from  improper  motives,  but  by  doing  a sin- 
gle operation  they  can  start  practice  much  earlier.  Con- 
sequently a great  many  of  them  Avant  to  go  into  surgery. 


It  is  an  inviting  field.  It  is  something  the  people  talk 
about,  and  that  is  Avhy  young  men  go  into  surgery  Avho 
ought  not  to  go  into  it.  It  is  not  for  money,  but  for 
the  reputation  they  hope  to  make  out  of  it. 

As  to  fee  splitting,  I knoAV  nothing  about  it,  and  do 
not  feel  able  to  discuss  that  phase  of  his  subject.  Dr. 
Fox  does  good  surgical  Avork;  and  if  I sent  a case  to 
him  for  operation,  I would  not  expect  that  patient  or 
the  doctor  to  give  or  offer  me  a cent. 

As  to  qualifying  a surgeon  to  do  good  surgery.  Dr. 
Witherspoon  has  said  that  a man  is  far  more  capable 
of  becoming  a good  surgeon  if  he  is  a first-class  intern- 
ist in  the  first  place.  I do  not  believe  it.  Some  of  the 
best  operators  I know  are  the  poorest  diagnosticians  I 
CA’er  saAV.  I believe  the  day  has  come,  or  Avill  soon 
come,  when  the  schools  should  teach  the  fundamental 
principles  of  medicine  in  the  first  and  second  and  third 
years,  and  then  from  that  time  on  time  should  be 
deA'oted  entirely  to  preparing  those  Avho  desire  to  be 
surgeons  or  specialists  in  the  line  of  their  choice.  They 
should  be  gwen  surgical  training;  they  should  be  taught 
practical  ^surgery ; they  should  be  taught  the  diagnosis 
of  surgical  conditions  and  hoAV  to  operate.  These  men, 
when  they  are  called  to  see  patients,  should  be  capable 
of  deciding  Avhat  is  a surgical  case  and  what  is  not;  and 
when  the}^  find  a case  that  is  surgical,  they  should  oper- 
ate; and  if  it  is  a medical  case,  refer  it  to  the  internist. 
The  internist  should  be  educated  to  make  diagnoses  and 
to  treat  disease  in  the  proper  manner.  The  eA'e,  ear, 
nose,  and  throat  men  should  be  taught  from  the  second 
year  on  to  do  the  kind  of  Avork  in  Avhich  they  are  inter- 
ested. The  important  point  is  that  the  surgeon  should 
be  educated  for  surger}’  and  the  Internist  should  be  edu- 
cated for  internal  medicine.  No  man  can  master  the 
whole  field  of  medicine.  He  cannot  be  a good  physician 
and  a good  surgeon;  for  just  as  a surgeon  does  poor 
medical  work,  so  a medical  man  cannot  do  good  surgery. 
Let  us  divide  the  thing.  Let  us  educate  our  boys  right, 
and  Ave  Avill  hear  less  complaint  about  commercialism, 
fee  splitting,  etc. 

Dr.  C.  P.  Fox,  Greeneville  (closing)  ; I am  sorry  to 
detain  you  longer,  but  I Avant  to  correct  some  impres- 
sions Avhich,  if  I can  judge  from  the  trend  of  the  dis- 
cussion, have  perverted  the  real  idea  of  the  paper.  Al- 
though I have  the  reputation  of  speaking  plainly,  I must 
censure  myself  for  not  being  able  to  make  clear  the 
ideas  I Avished  to  convej'. 

In  the  first  place,  I asked  the  question,  “Who  shall 
operate?”  In  ansAver  to  that  question  I tried  to  make 
a plea  for  a more  careful  preoperative  study  of  our 
surgical  cases. 

I Avas  inspired  to  Avrite  this  paper  because  I fre- 
quently have  surgical  cases  referred  to  me  in  Avhich  I 
am  urged  to  operate  on  the  daj'  that  the  case  arrives  at 
the  hospital.  The  doctor  referring  the  case  may  be 
more  capable  of  making  a diagnosis  than  myself.  I am 
fully  conscious  that  there  may  be  many  general  practi- 
tioners that  may  be  better  equipped  to  make  a diagnosis 
than  myself.  If,  hoAvever,  a mistake  is  made  in  the 
operation,  the  responsibility  rests  on  me.  I,  therefore, 
make  it  a rule  to  study  every  case  carefully  unless  the 
diagnosis  is  distinctly  clear.  The  point  I Avant  to  make 
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is  this — and  I know  it  is  being  done  in  every  hospital  in 
this  country — that  doctors  are  taking  patients  and  are 
expecting  surgeons  to  operate  on  them  the  same  day  or 
the  next  day,  with  scarcely  any  examination  having  been 
made  on  the  part  of  the  surgeon.  He  has  not  convinced 
himself  as  to  the  diagnosis,  and  he  is  likely,  therefore, 
to  do  an  operation  that  is  not  indicated.  In  many  cases 
referred  to  me  my  first  impression  was,  after  seeing  the 
patient,  that  he  or  she,  as  the  case  may  be,  needed  an 
operation ; but  after  a careful  study  of  the  case,  I was 
convinced  that  if  I had  acted  on  my  first  impression  I 
would  have  done  the  wrong  thing.  In  my  paper  I have 
given  illustrative  cases  to  prove  it,  and  these  cases  occur 
almost  every  day.  I want,  therefore,  to  make  the  appeal 
' that  no  man  should  operate  on  a case,  unless  it  is  an 
emergency  case  with  a positive  diagnosis,  without  thor- 
i oughly  studying  his  patient.  I did  not  condemn  the  sur- 
gical profession,  and  I am  somewhat  surprised  that  Dr. 
Crockett  should  have  misinterpreted  the  spirit  of  my 
f paper  in  charging  me  with  condemning  the  surgical 
I profession  as  a whole.  I believe  to-day  that  surgery  has 
I advanced  more  than  any  other  science,  and  I regard 
' the  men  who  are  at  the  head  of  the  profession  in  sur- 
I gery,  the  men  I have  mentioned — as  the  Mayos,  Deaver, 
Murphy — and  many  others  too  numerous  to  mention,  as 
I great  men.  Such  men  are  the  equal  of  any  of  the  sur- 
1 geons  who  have  ever  lived.  It  is  not  that  class  of  men 
! to  whom  I had  reference.  I make  a distinction  between 
i the  surgeon  and  “ operator.”  I prefer  to  call  a man 
: who  rushes  into  an  operation  without  considering  his 
patient  an  “ operator  ” rather  than  a surgeon.  There 
: are  too  many  men  engaged  in  surgery  who  are  incapa- 
ble of  operating.  They  have  not  had  sufficient  training 
» and  sufficient  experience,  and  they  are  doing  operations 
that  are  not  only  useless,  so  far  as  the  cure  of  the  pa- 
tient is  concerned,  but  they  are  endangering  the  life  of 
■'the  patient.  I could  go  on  and  elaborate  more  fully 
what  I have  said,  but  I especially  want  you  to  get  the 
idea  that  I am  not  condemning  the  surgical  profession. 

. With  reference  to  fee  splitting,  probably  it  is  a little 
I more  common  than  some  of  you  admit.  I am  some- 
I what  surprised  at  the  medical  side  of  this  house  in  dis- 
! cussing  this  question.  I only  hope  the  shoe  does  not  fit 
'I  any  one,  but  I want  to  tell  you  that  I have  had  numbers 
; of  instances  in  which  men  have  brought  patients  to  me 
! and  would  say  to  me : “ Doctor,  what  do  you  get  for  an 
I appendix  operation?”  Well,  I get  $100  if  the  patient 
I is  able  to  pay  it.  “ How  much  do  you  give  the  man  who 
i brings  a patient  to  you?”  A practitioner  recently  said 
I that  to  me.  And  these  are  not  always  the  little  men  in 

I the  profession,  so  far  as  reputation  is  concerned.  I 

I do  not  pay  a doctor  anything  who  brings  a patient  to 
j me.  This  practitioner  said:  “I  take  my  patients  to 
i Knoxville  and  to  Bristol,  and  I get  a fee  of  so  much.  I 
I get  $2S.  Can’t  you  charge  the  patient  $75  and  give  me 
ij  $2S?”  I replied:  “No,  sir.  If  this  patient  is  able  to 
Ij  pay  me  for  my  operation,  well  and  good;  but  if  he  is 

"[  not  able  to  pay  me,  I will  do  it  for  nothing.  And  you 

i|  charge  him  $100  if  you  like.  That' is  your  business.”  I 
1 am  perfectly  willing  to  do  an  operation  for  nothing,  and 
■ ; I might  say  here  that  fifty  per  cent  of  my  surgery  is 
I done  without  a fee.  I do  not  ask  the  family  whether 


they  have  got  any  money  or  not.  I am  perfectly  willing 
at  any  time  for  a doctor  who  refers  his  case  to  me  to 
collect  his  fee  and  do  without  mine,  but  I am  not  willing 
to  buy  a patient  from  that  man  by  offering  to  give  him 
a fee  for  referring  the  case  to  me.  That  is  what  I 
mean  by  “ commercialism.” 

You  may  try  to  smooth  this  thing  over  and  say  it  is 
not  being  done ; but  since  I have  been  doing  surgery,  I 
have  found  that  the  division  of  fees  is  more  common 
than  is  generally  supposed.  But  there  are  doctors  who 
have  respect  enough  for  their  profession  to  decline  to 
split  fees.  They  are  to  be  commended  for  it.  What- 
ever the  condition  may  be  in  other  sections,  I can  say 
very  candidly  that  it  is  not  an  unusual  practice  through 
this  section  of  the  country  for  a man  to  pay  for  his  pa- 
tient. 


SLIDING  HERNIA,  WITH  REPORT  OF 
FOUR  CASES.* 

By  Charles  G.  McMahon,  M.D., 

Chief  Surgeon,  Tennessee  Copper  Company  Hospital, 

Copperhill. 

Binnie  defines  sliding  hernia  as  a hernia  of  the 
large  intestine,  in  which  that  portion  of  the  pari- 
etal peritoneum  to  which  the  viscus  is  attached 
(with  or  without  meson)  slides  down  and  forms 
part  of  the  sac. 

It  was  first  accurately  described  by  Scarpa  in 
1812.  Although  it  is  rather  uncommon,  its  rec- 
ognition when  present  during  operation  is  of  ex- 
treme importance.  If  unrecognized,  not  only  will 
much  difficulty  be  encountered,  but  also  the  via- 
bility of  the  bowel  may  be  seriously  jeopardized. 

Frequency. 

Judd,  in  a paper  covering  a series  of  1,653 
herniotomies  at  the  Mayo  clinic,  mentions  four- 
teen cases  of  sliding  hernia.  Davis  reports  seven 
cases  in  1,500  herniotomies  at  the  Massachu- 
setts General  Hospital.  Moschowitz  states  that 
the  condition  is  more  common  than  the  number 
of  cases  reported  would  indicate.  He  ascribes 
this  fact  to  one  of  two  reasons — either  the  her- 
nia does  not  excite  sufficient  interest  in  the  op- 
erator to  justify  reporting,  in  his  opinion,  or  (and 
he  says  this  is  more  likely)  the  operator  does  not 
like  to  be  reminded  of  a disagreeable  experience. 
I asked  an  eminent  surgeon  in  one  of  America’s 
leading  surgical  centers  concerning  the  frequency 

♦Read  by  invitation  before  the  Knox  County  Medical  Soci- 
ety, November  28,  1916. 
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with  which  they  encountered  the  condition  in 
their  large  series  of  herniotomies,  and  he  replied : 
“ ]\Inch  oftener  than  we  like  to.” 

Types. 

IMoschowitz,  in  a splendid  article,  describes  two 
types  of  sliding  hernia.  One  he  designates  as  slid- 
ing hernia  due  to  a pulling  mechanism,  and  the 
other  type  he  describes  to  a pushing  mechanism. 
Tliis  classification  seems  eminently  practical  to 
me,  and  has  been  borne  out  by  my  own  very  mod- 
est experiences  with  the  condition. 

Briefly,  the  types  have  the  following  features : 

Types  due  to  pulling  mechanism  : 

1.  Large-sized  hernia. 

2.  Sac  readily  found. 

3.  Piece  of  intestine  that  cannot  be  reduced. 

4.  Deficiency  of  posterior  portion  of  sac,  with 
viscus  firmly  attached  to  an  area  comprising  some 
two-fifths  of  the  circumference.  If  this  condition 
is  not  promptly  recognized  and  adec^uately  dealt 
with,  the  lumen  of  the  gut  may  be  perforated  by 
misguided  efforts  to  break  up  supposed  adhe- 
sions ; or,  worse  yet,  the  blood  supply  may  be  so 
impaired  that  gangrene  results  and  a perforative 
peritonitis  follows. 

Characteristics  of  sliding  hernia  following  a 
pushing  mechanism  : 

1.  Very  small  hernia. 

2.  No  sac  found,  despite  repeated  search  at 
the  usual  site. 

3.  Bulging  posteriorly  and  to  the  outer  side  of 
the  cord  when  the  patient  strains  or  coughs  while 
reacting  to  the  anaesthetic. 

The  vital  factor  in  these  cases  is  prompt  rec- 
ognition ; otherwise  the  lumen  of  the  gut  may  be 
entered  in  boldly  incising  what  the  operator  mis- 
takes for  hernial  sac.  When  recognized,  the  her- 
nia can  readily  be  reduced  into  the  retroperito- 
neal space  by  a little  blunt  dissection.  After  re- 
duction, deep  sutures  are  passed,  being  careful  to 
hold  the  gut  replaced  during  the  process  of  tying. 

Either  type  may  be  left  or  right  inguinal  of 
femoral. 

Operation. 

When  this  condition  has  been  recognized,  the 
operation  must  fulfill  the  following  conditions : 

1.  The  herniated  intestine  must  be  freed  suf- 
ficiently to  permit  of  adecjuate  reduction. 

2.  The  bowel  must  not  be  injured  during  the 
proces.s. 


3.  The  blood  supply  of  the  bowel  must  be  con- ; 
served,  and  an  artificial  mesentery  must  be  con-  , 
structed  to  protect  it.  | 

‘ Various  types  of  operations  have  been  devised  j 
to  attain  these  ends.  Hotchkiss  splits  the  sac  j i 
well  down  the  front  to  allow  of  replacement,  1 1' 
forms  a sort  of  mesentery  from  the  resulting  ; 
flaps,  and  closes  the  remainder  of  the  opening  by 
a purse-string  suture.  ''  I 

Moschowitz  makes  a free  incision  down  the  an- ' i 
terior  wall  of  the  sac,  separates  the  sac  from  the  i I 
cord,  searches  out  the  line  of  cleavage,  and,  by  i ^ 
gentle  dissection,  proceeds  until  the  hernial  sac 
and  the  herniated  bowel,  with  its  blood  vessels 
uninjured,  are  lifted  up  from  the  posterior  wall  i 
of  the  hernial  space.  He  then  holds  the  intes- 
tine and  sac  up  perpendicularly,  allowing  the  sac 
to  fall  over  the  nutrient  vessels  on  both  sides. 
He  fastens  the  sac  in  position  by  a few  inter- 
rupted sutures  over  the  vessels,  forming  an  arti-  ' 
ficial  mesentery.  He  then  closes  the  sac  by  a 
running  suture  and  completes  the  radical  cure 
in  the  ordinary  manner. 

Ransohoff  frees  the  sac,  divides  it  freely  ante- 
riorly, and  separates  a strip  of  the  sac  to  use  as  a 
cover  for  the  internal  ring,  leaving  it  attached  to 
the  peritoneum,  covering  the  internal  aspect  of 
the  ring.  He  then  unites  the  attached  flaps  of  the 
sac  by  running  a suture  on  the  posterior  surface 
of  the  bowel,  reduces  the  bowel,  sutures  the  pre- 
pared peritoneal  flaps  over  the  internal  ring,  and 
completes  the  operation  according  to  the  Bassini 
method. 

Walton  frees  the  sac  from  the  cord,  opens  it 
anteriorly  to  see  the  relation  of  the  contents, 
splits  the  posterior  surface  to  within  one-half 
inch  of  the  contained  bowel,  and  then  divides 
the  sac  along  either  side  of  the  bowel  as  far  as 
the  internal  ring.  He  pulls  forward  the  bowel, 
sutures  the  peritoneal  flaps  over  the  posterior 
surface,  brings  the  edges  of  the  divided  sac  to- 
gether, and  invaginates  by  the  Kocher  method. 
He  then  proceeds  with  the  regular  curative  oper-  , 
at  ion. 

W’alton  has  also  devised  a similar  method  of 
dealing  with  the  bladder  when  found  adherent  to 
the  hernial  sac,  with  the  exception,  of  course, 
that  the  bladder  is  replaced  in  the  space  of  Reti- 
zus,  after  being  freed  from  the  sac. 

Fiaschi  supplements  the  ordinary  sliding  her- 
nia operation  by  anchoring  the  herniated  bowel 
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(after  reduction)  to  the  abdominal  wall  through 
a muscle-splitting  incision. 

Moschowitz  also  reports  a case  in  which  he 
adopted  a similar  method.  In  any  of  these  oper- 
ations more  room  may  be  required  than  can  be 
obtained  by  the  ordinary  hernia  incision.  This 
may  be  obtained  by  splitting  the  internal  oblique 
above  the  internal  ring,  performing  a hernio- 
laparotomy. 

Case  Reports. 

No.  1 : This  case  was  operated  by  the  writer 
at  the  Adams  Hospital,  Ribbing,  IMinn.,  while  as- 
sistant surgeon  there  in  April,  1910.  Case  re- 
ferred by  Dr.  Cummings,  of  Hibbing.  Patient, 
M.  A.,  forty-five,  laborer,  of  alcoholic  tenden- 
cies. History  of  hernia  of  ten  years’  standing. 
On  recovering  from  a spree  lasting  three  days, 
patient  found  hernia  very  painful  and  irreducible. 
Examination  showed  a large  hernial  mass,  ex- 
tending into  the  scrotum,  hard,  tense,  and  ex- 


No  evidence  of  gangrene.  Sac  was  freely  split 
anteriorly,  a hernio-laparotomy  performed,  and 
contents  of  the  sac  treated  and  reduced  by  the 
Hotchkiss  method.  The  incision  in  the  internal 


No.  2 shows  bowel  freed  and  peritoneal  flaps  ready  for 
suture.  (After  Walton,  “Annals  of  Surgery.”) 

oblique  was  then  repaired,  and  the  radical  cure 
completed  by  the  posterior  imbrication  method  of 
E.  Wyllis  Andrews.  Recovery  was  uneventful, 
and  a report  received  from  the  man  several 
months  later  said  that  he  had  no  further  trouble 
and  no  signs  of  recurrence. 

HERNIA  OF  THE  RIGHT  INGUINAL  TYPE. 

No.  2:  Patient,  iM.  A.,  tiventy,  operated  at  the 
Tennessee  Copper  Company’s  Hospital  in  x\pril, 
1914.  Left  inguinal  hernia,  recurrent  after  a pre- 
vious operation  one  year  before.  Recurrence  of 
eight  months’  standing.  Ether  amesthetic.  Bas- 
sini  incision ; some  difficulty  in  exposing  land- 
marks, owing  to  cicatrization  following  previous 
operation.  Canal  found  well  closed  except  at  in- 
ternal ring.  Sac  freed  and  isolated.  On  open- 
ing, large  intestine  was  found  attached  to  the 
posterior  surface.  Sac  was  split  to  the  internal 
ring,  a line  of  cleavage  found,  and  the  bowel 
freed  after  the  IMoschowitz  method.  Separation 
was  fairly  easy,  and  the  blood  vessels  were  not 
injured.  An  artificial  mesentery  was  formed  by 
attaching  the  sac  by  a few  interrupted  Pagen- 


tremely  painful.  Operation,  e'ther  ansesthetic. 
Bassini  incision  revealed  a sac  constricted  at  the 
internal  ring.  Sac  cautiously  opened,  and  adhe- 
rent large  intestine  found  on  the  posterior  wall. 


No.  1 shows  anterior  wall  of  sac  opened  and  herniated 
bowel  adherent  to  posterior  wall.  Dotted  lines  represent  line 
of  incision  in  order  to  show  relationships.  An  excessive 
amount  of  the  anterior  wall  has  been  removed.  (After  Wal- 
ton. “Annals  of  Surgery.’’) 
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steelier  sutures  in  the  position  in  which  it  natu- 
rally fell  over  the  bowel  when  both  were  held  up 
perpendicularly.  Remainder  of  the  sac  was 
closed  by  running  suture,  and  cure  completed  by 
Andrews’  anterior  imbrication  method.  Recov- 
ery uneventful,  and  examination  two  and  one- 
half  years  later  showed  no  signs  of  recurrence. 

No.  3 : F.,  operated  at  Tennessee  Copper  Com- 
pany’s Hospital,  December,  1914.  Small  incar- 
cerated femoral  hernia  on  right  side.  Pain  in  the 
epigastrium  and  vomiting  for  a few  hours.  Good 
results  from  enemas  and  no  pain  in  hernial  re- 
gion, but  operation  advised  and  accepted  because 
of  the  danger  of  incarcerated  hernia  in  this  re- 
gion, owing  to  the  unyielding  nature  of  the  struc- 
tures of  the  femoral  ring.  Operation,  ether  an- 
aesthesia. Incision  parallel  to  Poupart’s  ligament 
over  center  of  the  hernia.  Small  lipoma  first  en- 
countered. This  was  carefully  separated,  and  re- 
vealed a protrusion  through  the  femoral  ring. 
It  seemed  too  thick  and  red  for  peritoneum,  and 
showed  a few  small  injected  blood  vessels  on  the 
surface.  The  mass  was  the  size  of  a small  hazel- 
nut. In  order  to  obtain  room  to  establish  the  ex- 
act anatomic  relations,  Poupart’s  ligament  was 


No.  3 shows  peritoneal  flaps  sutured  and  bowel  ready  for 
reduction.  Sac  has  been  reconstructed  and  is  ready  for  in- 
vagination. (After  Walton,  “Annals  of  Surgery.’’) 

incised  at  right  angles  some  distance  from  the 
ring,  and  a little  very  careful  blunt  dissection  re- 
vealed the  nature  of  the  hernia.  There  was  a 
portion  of  large  intestine  in  the  retroperitoneal 


space,  and  a small  portion  of  its  lateral  wall  had 
pushed  through  the  femoral  ring  and  become  in- 
carcerated. As  there  was  no  evidence  of  im- 


No.  4 shows  bowel  has  been  reduced  and  invag-ination  of 
sac  is  begun  according  to  Kocher’s  second  method.  This  is 
followed  by  completion  of  the  operation  by  the  Andrews  or 
Bassini  method.  (After  Walton,  "Annals  of  Surgery.”) 

pairment  of  the  circulation  in  the  constricted  por- 
tion and  communication  was  readily  established 
between  it  and  the  main  lumen,  it  was  reduced; 
and  after  repairing  the  incision  in  Poupart’s  liga- 
ment, the  ring  was  closed  by  the  Bassini  method. 

This  was  an  excellent  example  of  IMoscho- 
witz’s  hernia  by  pushing  mechanism,  as  well  as  of 
the  so-called  “ Richter  hernia.”  There  was  ab- 
solutely no  sign  of  any  sac.  Patient  shows  no 
evidence  of  recurrence  eighteen  months  after  op- 
eration. 

No.  4:  ]\I.  A.,  seventy-three,  laborer,  oper- 
ated at  Tennessee  Copper  Company’s  Hospital, 
September  7,  1916.  Left  inguinal  hernia  that 
could  not  be  held  by  truss.  Some  hesitancy 
about  advising  operation  because  of  advanced 
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age ; but  heart  arteries  and  kidneys  were  in  ex- 
cellent condition,  and  he  was  extremely  rugged. 
Furthermore,  he  was  seriously  handicapped  in 
regard  to  earning  capacity,  and  was  exposed  to 
the  danger  of  the  hernia  becoming  strangulated 
in  some  isolated  labor  camp  where  he  might  die 
before  he  could  be  gotten  to  a surgeon.  In  view 
of  these  facts,  operation  was  advised  and  ac- 
cepted. Operation,  ether  anesthesia,  iodine  prep- 
aration. Andrews’  incision ; sac  separated  from 
cord,  and,  upon  opening,  large  intestine  found 
protruding  from  internal  ring  and  firmly  ad- 
herent to  sac.  Large  intestines  readily  recog- 
nized by  longitudinal  band.  The  sac  was  split 
freely  anteriorly ; flaps  were  formed  by  the  Wal- 
ton method  and  sutured  over  the  posterior  sur- 
face of  the  herniated  bowel.  The  intestine  was 
easily  reduced,  the  remainder  of  the  sac  closed 
by  a running  suture,  and  the  radical  cure  com- 
pleted by  the  posterior  imbrication  method  of  E. 
Wyllis  Andrews.  The  cord  was  thinned  consid- 
erably by  removal  of  some  adherent  fat.  In  spite 
of  his  advanced  age,  the  patient  took  the  anaes- 
thetic nicely,  had  an  uneventful  recovery,  and  has 
resumed  work.  Examination  last  week  shows  an 
absolutely  perfect  result. 

Conclusions. 

No.  1 : Sliding  hernia  should  always  be  kept  in 
mind  when  any  difficulty  is  experienced  in  re- 
ducing the  contents  of  the  hernial  sac. 

No.  2 : The  chief  danger  in  the  condition  lies 
in  not  recognizing  it  promptly. 

No.  3 : Large  intestine  can  be  recognized  by 
the  epiploic  appendages  and  longitudinal  bands. 
When  the  intestine  appears  to  be  adherent  in  a 
hernial  sac,  careful  search  for  these  will  make 
the  diagnosis  clear. 

No.  4:  When  the  hernial  sac  is  not  readily 
found  in  the  usual  position,  or  when  it  appears 
unusually  red  or  thickened,  the  operator  should 
think  of  sacless  sliding  hernia  and  proceed  very 
cautiously  until  he  has  his  anatomical  relation- 
ships established. 

No.  5 : Every  man  who  may  be  called  upon  to 
operate  in  an  emergency  should  familiarize  him- 
self with  this  condition.  Two  of  our  four  cases 
were  operations  not  of  choice,  but  of  absolute 
necessity. 
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A CASE  OE  SYPHILIS  OF  THE  LUNG, 
WITH  RESULTS  OF  TREATMENT  AS 
SHOWN  BY  THE  X-RAY  AND 
PHYSICAL  SIGNS. 

By  John  A.  Witherspoon,  M.D., 
Professor  of  Medicine  in  Vanderbilt  Medical  School, 
Nashville. 

The  manner  of  presenting  this  case  needs  some 
explanation.  In  our  teaching  work  in  medicine 
in  the  Vanderbilt  Medical  Department,  we  assign 
cases  to  two  or  three  senior  students.  They 
work  up  the  case  entirel}^ — history,  physical  signs, 
laboratory  tests,  etc. — and,  when  they  have  made 
a diagnosis,  are  called  upon  to  present  a state- 
ment of  their  findings  to  a section  of  the  class 
at  a regular  clinic  hour.  Members  of  the  staff 
are  present  to  comment  and  to  encourage  discus- 
sion. This  case  is  so  presented.  For  the  presen- 
tation of  the  case  we  are  indebted  to  Messrs.  Pil- 
kerton,  Henderson,  and  Henderson,  of  the  Sen- 
ior Class,  and  desire  to  commend  them  for  their 
thorough  work. 

JOHN  GRESHAM,  NASHVILLE,  TENN.— AGE,  56; 

COLORED; MALE; LABORER. 

November  7,  1916. 

Family  History. 

Father  died  of  paralysis  of  left  side. 

Alother  died  at  menopause. 

Two  brothers  living. 

One  brother  died  in  infancy. 

One  brother  died  of  typhoid. 

One  brother  died  of  malaria. 

Four  sisters  living. 

Three  sisters  dead. 

Previous  History. 

Patient  is  a laborer;  has  drunk  whisky  moderately; 
has  had  all  diseases  of  childhood;  had  pneumonia  eight 
years  ago ; rheumatism,  twenty-eight  years  ago ; malaria, 
thirty  years  ago ; usual  weight,  ISO  pounds.  Patient  had 
gonorrhoea  twenty  years  ago  and  syphilis  twenty-eight 
years  ago.  At  times  he  has  suffered  pain,  which  began 
under  the  right  clavicle  and  radiated  out  the  right  arm. 
Patient  says  he  has  had  attacks  similar  to  this  one  for 
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the  last  ten  or  twelve  years.  At  Denver,  Col.,  and  Bir- 
mingham, Ala.,  he  was  interned  for  this  same  trouble, 
and  was  tapped  several  times  at  each  place,  but  each 
tap  was  dry.  The  patient  noticed  blood  in  his  urine  sev- 
eral weeks  ago,  which  persisted  for  several  days. 

Present  History. 

Several  days  ago  the  patient  got  his  feet  wet,  and 
worked  all  night  with  wet  feet.  The  next  day  he  had  a 


cold,  numb  feeling,  but  no  chill.  A cough  developed, 
with  e.xpectoration,  in  which  he  noticed  some  blood. 
He  had  some  trouble  in  controlling  his  water,  passing  it 
drop  by  drop.  Also  at  times  he  has  difficulty  in  erection. 
At  the  present  time  the  patient  complains  of  a dull, 
aching  pain  in  his  left  leg,  which  he  describes  as  being 
in  his  muscles  and  tendons. 

November  11,  1916. 

The  patient  is  a fairly  well-nourished  negro,  male, 
fifty-six  years  old.  Scalp  negative.  Mucous  mem- 
branes of  eye  cloudy.  Arcus  senilus  present.  No  dis- 
charge from  eye,  no  nystagmus  nor  strabismus;  sight 
good.  No  discharge  from  ears  or  nose.  Patient  hears 
well.  Other  cranial  nerves  O.K.  Post-cervical  glands 


palpable.  Tongue  slightly  coated  and  protrudes  in  me- 
dian line ; no  tremor.  Some  teeth  gone,  moderate  pyor- 
rhea, throat  red,  tonsils  not  enlarged,  no  pulsations 
about  the  neck.  Arteries  palpable ; pulse,  88.  Heart 
enlarged  to  the  left,  precordial  thrill,  apex  seen  and 
felt  one-half  inch  outside  of  midclavicular  line  in  sixth 
interspace.  There  is  a systolic  and  presystolic  murmur 
heard  best  at  the  apex.  Pulmonic  second  sound  accen- 
tuated. Trachial  tug  present. 


Physical  E.vaiiiination  of  the  Lungs. 

Inspection : On  deep  inspiration,  right  lung  expands, 
but  left  lung  immovable.  There  are  four  distended 
veins  upon  chest.  Respiration.  24. 

Percussion:  Right  lung  hyperresonant;  left  lung  flat 
all  over  except  in  upper  part  in  front,  where  impaired 
resonance  is  gotten. 

Palpation:  Fremitus  present  on  right  side,  but  absent 
all  over  left  side. 

Auscultation:  Increased  breath  sounds  in  right  lung; 
no  breathing  at  all  in  left  lung,  except  tubular  lircath- 
ing  high  up  in  outer  portion  of  axilla.  Whispered  voice 
gotten  in  upper  part  of  back  near  spinal  column. 

Lung  was  tai)ped  in  eighth  interspace  in  scapular  line, 
but  no  fluid  obtained. 


No.  1. — Syphilis  of  the  lung  (Witherspoon). 
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Abdomen : Normal  appearance,  -slight  tenderness  and 
some  rigidity.  Liver  not  palpable.  Stomach  normal  in 
outline.  No  bulging  of  the  flanks. 

Kidneys:  Not  palpable;  no  pain  there. 

There  are  a few  white-looking  spots  over  shin. 
Bones  and  joints  negative.  Muscles  somewhat  atro- 
phied, especially  of  legs.  Inguinal  and  epitrochlear 
glands  palpable.  Genitals  normal.  .Knee  jerk  absent. 
Babinski  indefinite. 

X-ray : An  X-ray  was  made  of  this  patient’s  chest, 
and  a shadow  was  shown  all  over  left  lung,  except  apex. 

Wassermann:  Blood  was  taken  for  a Wassermann, 
which  was  + + + +. 


November  28,  1916. 

Physical  Examination  of  the  Chest. 

Inspection  : On  deep  inspiration,  right  lung  expands, 
but  left  lung  remains  immovable.  Few  distended  veins 
on  upper  chest.  Respiration,  20. 

Pulsation : Slight  fremitus  felt  in  back  on  left  side. 

Percussion:  Right  lung  hyperresonant,  left  lung  dull 
all  over. 

Auscultation : Increased  breath  sounds  in  right  lung. 
No  breath  sounds  at  all  in  lower  part  of  left  lung. 
Tubular  breathing  in  left  a.xilla;  diminished  breath 
sounds  in  left  apex.  Whispered  voice  is  gotten  slightly 
in  upper  part  of  back  on  left  side. 

X-ray : Showed  shadow  over  left  lung  to  be  clearing, 
and  outlines  of  heart  could  be  made  out. 


Diagnosis. 

Pleurisy,  with  massive  effusion  left  chest.  Aspirated 


several  times ; no  fluid. 

Clinical 

Pathology. 

Urine. 

November  10,  1916. 

Color, 

Amber 

Sp.  gr., 

1028 

React., 

Acid 

Albumen, 

Negative 

Sugar, 

Negative 

Microscopic  Examination : Urates  and  epithelial  cells 
found,  but  no  casts. 


Blood 


Nov.  11, 1916. 

Nov.  15, 1916. 

Nov.  28, 1916. 

W.B.C., 

13,200 

12,000 

7,800 

R.B.C., 

5,600,000 

5,400,000 

5,100,000 

Haem., 

Bl.  Pres.- 

95% 

95% 

95% 

Syst., 

195 

120 

no 

Diast., 

55 

65 

60 

Wassermann,  H — I — I — h 


Nov.  11, 1916. 
Negative. 


Sputum. 
Nov.  15, 1916. 
Negative. 


Nov.  28, 1916. 
Negative. 


X-Ray  Findings. 

November  15,  1916. 

X-ray  showed  shadow  all  over  left  side,  except  apex. 

November  25,  1916. 

X-ray  showed  shadow  to  be  clearing. 

Clinic  No.  1. 

(By  Dr.  J.  A.  Witherspoon.) 

You  have  heard  the  history  of  a very  interest- 
ing and  rare  case.  This  man,  aged  fifty-six, 
comes  to  us  with  a history  of  repeated  attacks  for 
the  past  twelve  years,  which  suggested  pleurisy, 
with  effusion  on  the  left  side.  He  has  been 
tapped  with  negative  results  in  many  cities. 

We  find  a poorly  nourished  negro  man,  with 
face  drawn  and  pinched,  showing  suffering.  The 
most  suggestive  symptom  is  shortness  of  breath, 
aggravated  on  the  slightest  exertion  or  muscular 
effort.  The  temperature  varies  from  99}^  in  the 
morning  to  101  in  the  evening.  The  pulse  is  hard 
and  corded  with  high  tension,  but  regular.  The 
heart  shows  hypertrophy  of  left  ventricle,  a sharp 
accentuation  of  the  aortic  second  sound,  and  sys- 
tolic and  presystolic  murmur.  These  findings,  with 
a blood  pressure  of  185,  with  other  evidence  of 
general  arteriosclerosis  and  an  increased  aortic 
area.  The  trachea  was  drawn  to  the  left,  and  a 
distinct  tracheal  tugging  could  be  elicited.  While 
he  has  aortitis,  with  beginning  aneurysm,  the 
principal  cause  of  his  dyspnoea  is  the  condition  of 
the  left  lung.  The  thorax  is  nonexpansive,  with 
retracted  intercostal  spaces.  We  find  on  inspec- 
tion that  the  heart  is  displaced  to  the  left,  with 
a friction  sound  to  the  left  of  the  left  nipple,  evi- 
dently due  to  adhesion  of  the  pleura  to  pericar- 
dium. On  palpation  we  have  complete  absence 
of  both  tactile  and  vocal  fremitus  from  apex  to 
base,  except  for  a small  spot  at  the  angle  of  the 
scapula.  Percussion  is  flat  over  the  entire  side 
and  all  breath  signs  are  gone,  except  in  the  left 
axillary  region,  where  tubular  breathing  exists 
in  an  isolated  spot  about  two  inches  in  diameter. 
The  X-ray  picture,  as  you  see,  is  that  of  com- 
plete absence  of  all  air  spaces — in  fact,  of  a large 
and  complete  effusion  from  base  to  apex.  We 
would  naturally,  as  has  been  done  on  many  occa- 
sions, diagnose  a pleurisy  with  a large  effusion, 
with  these  physical  signs  and  other  symptoms ; 
but,  in  view  of  the  following  points,  I think  we 
can  exclude  an  effusion  : 

1.  The  recurring  attacks,  with  repeated  dry 
taps. 
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2.  The  displacement  of  heart  and  trachea  to 
left,  when,  as  you  know,  with  such  a massive  ef- 
fusion, the  heart  should  be  displaced  far  to  the 
right.  Again,  the  tubular  breathing  in  the  axillary 
spot  and  increased  fremitus  in  the  angle  of  left 
scapula,  with  these  negative  findings,  together 
with  the  facts  brought  out  by  the  history — viz., 
a four  plus  W'assermann  following  a history  of 


the  testes,  liver,  and  stomach  being  involved  next  : 
and  the  lung  showing  peculiar  immunity ; yet  we 
do  know  that  it  is  not  uncommon  in  children  in 
what  is  called  the  “ white  pneumonia.”  It  does 
occur  in  the  adult,  beginning  usually  at  the  hilus 
of  the  lung,  following  the  course  of  the  bronchi 
and  blood  vessels,  producing  a fibroid  lung,  with  I 
infiltration  of  the  lobules  and  interstitial  sub-  ) 


Xo.  2. — Syphilis  of  the  lung  (AVitherspoon).  Two  weeks  after  treatment  was  begun.  Same  case  as  in  Xo.  1. 


svphilis  eighteen  years  ago,  and  three  negative 
Tb.  sputa  tests — would,  to  my  mind,  suggest  a 
diagnosis  of  syjfiiilis  of  the  left  lung.  This  lesion 
is  verv  rare  in  the  adult  and  rarely  found  invad- 
ing the  entire  lung.  Osier  reports  only  twelve 
cases  found  in  2,800  post  mortems  in  Johns  Mop- 
kins  : and  out  of  3,000  cases  of  i^ost  mortems  of 
lung  cases  in  the  Massachusetts  General  Hosjiital, 
not  a case  of  sy])hilis  of  the  lung  was  found.  \\  e 
know  that  syiiliilis  has  a jircdilcction  for  the 
heart  and  blood  vessels,  esjiecially  in  this  race, 
where  it  is  so  prevalent  and  always  badly  treated. 


stance,  until  the  integrity  of  the  lung  is  destroyed, 
while  it  usually  only  involves  the  base  or  middle 
portion  in  contradistinction  to  tuberculosis  at  the 
apex.  This  case  has  involved  the  entire  left  lung. 
M’e  also  find  marked  enlargement  of  the  left  an- 
terior cervical  glands  and  the  epitrochleans.  I 
shall,  ttiAon  this  diagnosis,  give  this  man  mixed 
treatment — mercurial  rubs  every  night  and  as- 
cending doses  of  iodides.  It  has  been  suggested 
that  the  temperature  suggested  simulated  Tb..  but 
we  know  that  visceral  syphilis  docs  produce  tem- 
iferature  of  this  tyi)e  frequently. 
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Clinic  No.  2. 

Tzvo  Weeks  Later, 

Gentlemen,  you  will  recall  this  case  as  one  on 
which  I diagnosed  syphilis  of  the  left  lung  two 
weeks  ago  and  advised  antisyphilitic  treatment. 
He  was  given  a rub  of  oz.  1 mercurial  ointment 
every  night  and  ascending  doses  of  iodides,  his 
financial  condition  not  warranting  salvarsan  at 


changes  are  to  be  noted.  Instead  of  complete 
absence,  with  two  exceptions — viz.,  slight  tubu- 
lar breathing  in  left  axilla  and  slight  fremitus 
at  a point  at  the  angle  of  left  scapula — now  we 
have  vesicular  tubular  breathing  over  the  entire 
lung,  but  still  very  much  modified ; and  the  X-ray 
plate  made  to-day  shows  beginning  clearing  up, 
and  is  a great  improvement  over  the  original 


No.  3. — Syphilis  of  the  lung  (Witherspoon).  Four  weeks  after  treatment  was  begun.  Same  case  as  in  Nos.  1 and  2. 


the  present  war  prices.  It  is,  indeed,  gratifying 
to  note  the  marked  changes  for  the  better  after 
only  two  weeks’  treatment.  Inspection  now 
shows  considerable  expansion  of  tbe  left  side ; 
and  while  the  heart  is  still  to  the  left,  no  friction 
sounds  can  be  heard  or  felt.  Both  vocal  and  tac- 
tile fremitus  have  increased  and  can  be  gotten 
over  the  entire  lung.  Percussion,  you  will  re- 
member, gave  complete  flatness  from  base  to  apex 
then,  but  now  you  get  a distinct  vesicular  reso- 
nant note.  But  upon  auscultation,  the  most  marked 


plate,  to  which  I again  call  your  attention  for 
comparison.  It  is,  indeed,  gratifying  to  find  such 
rapid  and  marked  response  to  our  treatment.  I 
may  add  that  the  temperature,  which,  as  you  will 
recall,  was  always  present  from  99  to  lOl^^,  im- 
mediately subsided  on  treatment,  and  in  a few 
days  went  to  normal  and  has  remained  so.  This 
case  is  so  interesting  and  the  results  so  promising 
that  we  will  give  a dose  of  salvarsan,  keep  up 
the  mixed  treatment,  and  show  him  to  you  two 
weeks  from  this  date. 
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Tzi’o  Weeks  Later  {Four  Weeks  from 
Date  of  Diagnosis). 

Gentlemen,  permit  me  before  taking  up  the 
cases  of  to-day  to  show  you  the  case  of  syphilis 
of  the  left  lung  and  X-ray  plate  of  to-day  ( four 
weeks  after  treatment  was  instituted).  You  will 
note  that  the  expansion  on  that-  side  is  practi- 
cally normal,  and  the  breath  signs  and  other  phys- 
ical signs  show  resolution  and  restoration  of  the 
lung  and  are  rapidly  approaching  the  normal. 
The  last  X-ray  plate,  as  you  see,  has  cleared  up 
until  the  lung  is  functionally  splendid. 

This  is  a great  lesson  to  you,  demonstrating  as 
it  does  that  by  careful  and  thorough  work,  both 
by  clinical  and  laboratory  methods,  a proper  diag- 
nosis will  be  suggested,  and,  best  of  all,  even 
seemingly  hopeless  destruction  of  the  function  of 
an  organ  of  syphilitic  origin  will  yield  to  thor- 
ough treatment.  This  man  is  now  practically 
well,  except,  of  course,  his  arteriosclerosis  re- 
mains, and  the  adhesion  between  the  pleura  and 
pericardium  is  permanent,  but  will  not  prevent 
him  from  earning  a living  if  he  will  observe  the 
rules  of  living  given  him  to  protect  his  cardio- 
vascular changes. 

The  X-ray  plate,  since  the  clearing  up  of  the 
pulmonary  lesion,  demonstrates  the  correctness 
of  our  diagnosis  of  an  aortic  aneurysm  of  the 
ascending  portion  of  the  arch.  This  is  gratify- 
ing, as  you  will  recall  that  the  left  lung  was  so 
infiltrated  that  all  shadows  of  the  heart  and 
aorta  were  obliterated  and  the  diagnosis  made 
only  by  the  physical  signs,  this  lesion  having 
given  no  symptoms  because  of  the  dominant  pul- 
monary signs.  In  view  of  the  rapid  response  to 
specific  treatment,  confirming  the  diagnosis  of 
syphilis,  it  can  be  confidently  promised  that  un- 
der thorough  treatment  this  man  should  avoid 
further  trouble  from  the  lung  pathology-  and 
must  now  take  care  of  his  cardiovascular  symp- 
toms. 


Your  membership  in  the  Tennessee  State  IMed- 
ical  Association  will  lapse  on  April  1 unless  your 
dues  are  paid  before  then  for  the  year  1917. 
This  is  the  last  number  of  the  Journal  you  will 
receive  until  your  dues  are  paid  and  your  name 
is  reported  to  the  Secretary.  Why  not  pay  up 
and  keep  up  paying  u]t  at  the  right  time?  It 
will  make  it  easier  for  everybody  concerned. 


SOME  FALLACIES  IN  THE  ACCEPTED 
TREATMENT  FOR  OPIUMISM. 

By  H.  E.  Goetz,  ALD., 

Knoxville. 

It  will  not  be  my  purpose  in  this  article  to 
draw  any  comparisons  between  the  treatment 
that  I have  been  successfully  using  for  opium  i 
addiction  and  any  other  treatment  now  recog-  ' 
nized  by^  the  medical  profession,  but  rather  to 
point  out  the  shortcomings  or  the  fallacies  in  the 
accepted  treatments  for  this  disease.  No  doubt  ; 
these  shortcomings  caused  Da  Costa  to  lament,  ' 
like  others  of  the  profession : “ There  is  no  cure 
for  drug  addiction.” 

In  the  light  of  my^  experiences  during  the  past 
three  years,  I regard  the  vast  majority  of  these 
addicts  as  curable  when  handled  intelligently,  and 
under  the  system  which  I have  dealt  with  at 
length  on  previous  occasions.  There  is,  perhaps, 
no  disease  known  to  medicine  that  has  in  the  past  ■ 
been  as  unsuccessfully  treated  as  has  drug  addic- 
tion. I was  recently  handed  a letter  by  a super-  ' 
intendent  of  an  institution  for  the  insane  which 
had  been  written  by-  the  phy^sician  in  charge  of  a 
well-known  institution  where  drug  addiction  is 
treated,  and  in  this  letter  I read : “ I have  cured 
this  man  of  the  drug  habit  no  less  than  five  times 
in  the  past  two  years,  but  he  persists  in  relaps- 
ing.” And  these  continued  relapses  have  caused 
the  profession  generally  to  regard  drug  addiction 
as  incurable. 

A few  years  ago,  when  I became  interested  in 
this  class  of  work,  I visited  the  various  medical 
centers  in  search  of  information  on  this  subject, 
and  concluded  that  the  field  was  one  that  prom- 
ised much  to  the  painstaking  investigator.  The 
success  that  we  have  met  with  in  the  treatment 
of  patients  who  have  come  under  our  care  has 
been  largely  due  to  the  doing  of  the  things  that 
have  been  completely-  overlooked  by-  others  work- 
ing along  this  line  and  in  throwing  down  the  fal- 
lacies and  taking  up  only  that  which  had  proven 
itself  to  be  good. 

I first  wish  to  speak  of  gradual  reduction, 
which  is  doubtless  the  oldest  system,  or  so-called 
“ cure,”  and  only  to  speak  of  it  in  condemnation. 

It  is  the  most  inhumane  of  any  of  the  treatments, 
in  that  the  patient  is  never  comfortable  from  the 
first  marked  reduction  of  the  doses  until  the  end  || 
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of  the  punishment,  like  the  story  of  the  proverbial 
Dutchman  who  cut  off  the  bulldog’s  tail  an  inch 
each  day  to  save  the  dog  pain,  only  to  find  that  the 
last  cut  made  the  dog  howl  the  loudest.  So  it  is, 
in  the  language  of  Mark  Antony,  “ the  most  un- 
kindest  cut  of  all;  ” and  it  is  just  after  this  last 
cut  that  Erlenmyer  has  well  described  the  condi- 
tion of  the  patient  thus : “After  the  withdrawal 
he  is  left  in  such  a condition  of  physical  weakness 
and  mental  dilapidation  as  to  be  the  victim  of  in- 
tolerable suffering  and  unfit  for  enjoyment  or  ap- 
plication to  work.  He  cannot  sleep,  he  has  no 
appetite,  he  often  vomits,  and  he  feels  so  much 
used  up  that  he  will  not  rise  up  in  bed.  His  con- 
dition continues  for  a long  time  and  grows  worse 
from  week  to  week.  Various  attempts  at  relief 
prove  useless.  Morphine  is  the  only  remedy.” 
My  experience  would  cause  me  to  modify  this 
authority’s  opinion  by  saying  that  his  condition 
grows  worse  hourly  until  the  patient  goes  back  to 
his  former  habit  or  dies  from  exhaustion  or  has 
applied  the  measures  that  common  sense  would 
dictate.  The  withdrawal  of  the  drug  alone  by 
no  means  constitutes  a cui'e.  The  victim  is  left 
helpless,  with  morphine  yet  in  his  secretions  and 
toxins  produced  by  morphine  due  to  its  inhib- 
itory action  on  the  liver,  spleen,  intestines,  and 
kidneys,  and  further  by  benumbing  the  centers  in 
the  brain,  which  presides  over  the  functions  of 
the  body,  all  of  which  renders  him  most  miser- 
able and  presents  a picture  which  words  are 
powerless  to  paint.  His  heart’s  action  is  bad ; he 
is  in  a state  of  unrest ; sleepless ; his  vision  re- 
duced ; his  appetite  gone ; hallucinations  are 
present ; leg  and  back  pains  are  almost  intoler- 
able ; and  any  disease  in  the  category  may  be  sug- 
gested on  him ; and  unless  his  one  panacea  for  all 
ills — namely,  opium — is  quickly  administered, 
death  relieves  him  of  his  suffering. 

I was  interested  a year  or  more  ago  in  an  ex- 
periment that  was  being  conducted  in  a neighbor- 
ing town  by  a'well-meaning  physician  who  placed 
in  jail  fourteen  opium  addicts  in  order  that  he 
might  control  them  while  he  administered  the 
gradual  reduction  system  for  their  cure.  I vis- 
ited these  patients  with  this  physician  at  his  sug- 
gestion and  noted  their  condition.  At  the  end 
of  two  weeks  not  one  of  the  whole  fourteen 
failed  to  lament  at  the  suffering  he  had  gone 
through  with,  and  all  avowed  that  they  would  go 
to  their  favorite  drug  as  soon  as  released.  Some 
, months  afterwards  I learned  through  this  physi- 


cian that  they  all  returned  to  their  former  habit. 
I do  not  mean  to  say  that  there  have  not  been 
some  “ cures  ” with  this  system,  for  I remember 
once  reading  in  the  Bible  that  three  fellows  were 
put  in  a fiery  furnace  and  came  out  unscorched. 

Some  years  ago  there  appeared  in  the  Journal 
of  the  American  Medical  Association  an  article 
by  Dr.  Alexander  Lambert,  of  New  York,  offer- 
ing to  the  medical  profession  a “ system  ” for 
drug  addiction  which  he  stated  Mr.  Charles  B. 
Towns,  of  New  York,  to  be  the  author  of.  This 
treatment  is  pretty  well  known  to  the  medical 
profession,  and  consists  of  the  administration  of 
atropine.  However,  the  formula  indicates  tinc- 
ture of  hyoscyamus  and  belladonna,  with  an- 
thoxylin,  given  in  hourly  doses.  Compound  ca- 
thai'tic  pills  are  administered,  with  blue  mass,  and 
large  quantities  of  the  drug  to  which  the  patient 
is  addicted.  I tried  out  this  treatment  clinically, 
folloAving  most  minutely  the  details  as  laid  out  in 
Dr.  Lambert’s  article,  together  with  the  informa- 
tion that  I had  gathe;|;ed  from  a visit  to  the 
Towns  Hospital,  in  New  York,  and  signally 
failed  in  every  case  that  I undertook,  dismissing 
the  victims  at  the  end  of  the  period,  with  apolo- 
gies for  the  ordeal  through  which  I had  put  them, 
together  with  the  return  of  fees  Avhich  had  been 
advanced.  I observed  that  this  mixture,  bella- 
donna and  hyoscyamus,  produced  violent  delirium 
in  most  patients,  since  atropine  is  not  as  rapidly 
eliminated  from  the  system  as  one  might  gather 
from  reading  the  authorities  on  the  same.  This 
delirium  superinduces  exhaustion,  which  is  mate- 
rially added  to  by  the  hourly  disturbance  of  the 
patient  for  five  days  and  nights  in  the  administra- 
tion of  the  drops,  together  with  the  drastic  purges. 
At  the  end  of  the  period  the  patient  is  exhausted 
and  presents  the  usual  picture  seen  in  addicts 
where  the  drug  has  been  withdrawn,  and  it  is  just 
at  this  point  that  Dr.  Lambert  advises  us  to  ad- 
minister two  grains  of  codeine.  Remarkable  ad- 
vice from  so  wise  a head ! The  only  portion  of 
this  treatment  that  I can  recommend  is  the  purg- 
ing, with  a modification ; and  if  relief  has  come 
to  some  patients  with  this  treatment,  it  is  due,  I 
believe,  to  this  feature. 

A more  recent  treatment  that  has  appeared  in 
the  columns  of  the  Journal  of  the  American  Aled- 
ical  Association  is  that  of  Dr.  Sceleth,  of  Chi- 
cago. His  published  formula,  which  he  says  is 
the  “ essence  ” of  the  treatment,  contains  scopo- 
lamin,  pilocarpin,  dionin  (ethyl-morphine  hydro- 
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chloride),  alcohol,  water,  and  cascara.  In  dis- 
cussing this  treatment.  Dr.  Sceleth  tells  us  that 
“ scopolamin  is  one  of  the  atropine  series,  and, 
in  so  far  as  atropine  is  the  physiologic  antidote  to 
morphine,  represents  the  specific  element  of  the 
treatment.”  Just  how  far  this  drug  is  the  anti- 
dote to  morphine,  we  are  not  told.  As  with  a 
great  many  other  drugs,  the  action  of  the  same  is 
assumed  by  a great  many  physicians  because 
“ somebody  said  so,”  without  ever  taking  into 
consideration  clinical  evidences  that  would  prove 
beyond  a doubt  that  the  action  is  not  what  is  laid 
down ; and  so  it  is  that  atropine  is  not  the  anti- 
dote to  morphine.  Both  atropine  and  morphine 
produce  dryness  of  the  mouth,  and  both  are  capa- 
ble, under  certain  circumstances,  of  stimulating 
the  heart.  Both  are  cerebral  stimulants,  and  are 
capable  of  producing  delirium.  They  are  oppo- 
site in  their  action  on  the  pupil,  which  matters 
little  or  nothing  to  the  welfare  of  the  patient. 
On  respiration  both  are  dangerous  depressors, 
and  from  Hare  we  read : “Atropine  is  a stimu- 
lant to  the  respiratory  centers  in  ordinary 
amounts  (mark  you,  ‘ordinary  amounts,’  not 
amounts  necessary  to  impress  a drug  addict)  ; 
but  recent  careful  study  shows  that  its  high  rep- 
utation as  a respiratory  stimulant  is  not  based 
either  on  clinical  or  experimental  evidence.  In 
many  cases  it  fails  to  impress  respiration  at  all. 
It  is  inferior  in  the  treatment  of  opium  poisoning 
to  caffeine  and  strychnine.”  And  I know  good 
teachers  who  teach  their  students  that  it  is  posi- 
tively murder  to  administer  this  .drug  in  acute 
morphine  poisoning.  The  administration  of  any 
of  the  atropine  group,  be  it  scopolamin,  hyoscin, 
daturin,  or  atropine  itself,  in  opium  poisoning, 
either  acute  or  chronic,  is  irrational,  and  treat- 
ments of  opiumism  depending  upon  this  drug  for 
their  cure  or  relief  should  be  classed  with  “ liquo- 
zone.”  Pilocarpin,  another  of  the  ingredients  of 
this  formula,  is  also  a respiratory  depressor ; and 
as  all  addicts  are  quite  likely  to  have  depression 
of  this  character  during  their  treatment,  its  ad- 
ministration in  any  marked  quantity  will  be  con- 
traindicated, and  surely  in  quantities  sufficient  to 
produce  diaphoresis  would  be  a dangerous  pro- 
cedure. ddema  of  the  lungs  is  a frequent  com- 
plication where  much  of  this  drug  is  given,  and 
in  addicts  where  the  vitality  is  always  lowered 
this  complication  is  an  ever-apparent  one. 

Ethyl-morphine  hydrochloride,  as  the  name 
suggests,  is  a derivative  of  morphine,  Jtnd,  if 


given  in  sufficient  quantities,  will  stop  pain,  pro- 
duce sleep,  and,  in  fact,  has  the  same  action  as 
morphine.  I have  substituted  it  many  times  for 
morphine  in  all  forms  of  opium  addiction,  with 
the  same  satisfying  effects.  In  speaking  of  this 
drug  in  the  formula  of  Dr.  Sceleth,  we  are  told 
that  “ the  patient  receives  four  grains  of  dionin 
a day  for  the  first  six  days,  . . . which 

serves  merely  as  a substitute  for  morphine  ” — 
and  in  the  same  sense  as  corn  liquor  would  for 
ry^e  liquor.  Further,  we  read : “ It  may  be  re- 
marked at  this  point,  in  reply  to  possible  adverse 
criticism  relative  to  the  giving  of  one  habit-form- 
ing drug  as  a substitute  for  another,  that  the  ad- 
ministration of  dionin  for  nine  days  (in  diminish- 
ing doses  during  the  last  few  days)  is  insufficient 
to  cause  a new  habit,  and  that  such  contingency 
actually  does  not  arise.”  This  is  about  the  only 
point  in  the  treatment  upon  which  the  Doctor  and 
I agree.  No  “ new  habit  ” would  likely  arise* 
since  it  would  only  be  a continuation  of  the  old 
one.  Opium  is  opium,  and  opium  habit  possessed 
the  patient  in  the  beginning  as  it  would  in  the 
end.  A little  further  in  this  astonishing  state- 
ment we  read : “ By  the  fifth  day,  as  a rule,  the 
patient’s  desire  for  morphine  is  gone.”  It  is  not 
likely  that  an  addict  full  of  dionin  would  want 
morphine,  any  more  than  a drunk  full  of  whisky 
would  want  cognac.  In  speaking  of  the  results 
obtained  under  this  treatment : “ The  only  absti- 
nence symptoms  of  any  importance  being  insom- 
nia, vomiting,  and  diarrhea.”  Enough  of  these 
three  symptoms  will  place  a patient  where  treat- 
ment for  morphine  addiction  is  unnecessary.  M’e 
would  consider  a patient  with  either  of  these 
symptoms  in  a relatively  serious  condition,  and. 
if  he  had  all  three,  would  think  the  outlook- 
grave.  On  this  point  the  Doctor  says,  further, 
that  “ the  vomiting  and  insomnia,  which  occur 
more  or  less  constantly,  are  not  due  to  the  scopo- 
lamin mixture,  but  occur  in  any  treatment.”  I 
wish  to  take  exception  to  this  statement  most 
positively.  These  symptoms  never  occur  in  our 
patients  under  the  treatment  as  we  administer  it. 
and  we  feel  that  if  we  could  not  conquer  insomnia 
first  the  treatment  would  he  of  no  avail,  as  any 
patient  suffering  with  this  affliction  is  doomed  to 
take  up  some  habit-forming  drug  to  induce  sleep. 

Of  the  remaining  ingredients  in  the  formula — 
namely,  cascara,  alcohol,  and  water — I will  re- 

I ' 

mark  that  the  hahit-forming  properties  of 
hoi  are  too  well  known  to  admit  of  any  discus-X 
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sion ; and,  in  my  estimation,  the  only  commenda- 
ble things  in  the  formula  are  cascara  and  water, 
which,  if  given  in  cjuantities  sufficient,  are  good 
eliminants. 

Of  the  six  drugs  mentioned,  three  are  well 
known  to  be  habit-forming — namely,  ethyl-mor- 
phine hydrochloride,  alcohol,  and  scopolamin. 
Scopolamin  and  pilocarpin  are  dangerous  de- 
pressors to  the  respiration  ; and,  on  the  whole,  the 
treatment  appears  so  irrational  that  I have  varied 
my  rule  and  have  not  given  it  the  clinical  trial 
that  I have  the  others. 

In  treating  drug  addiction,  let  it  he  remembered 
that  scopolamin,  hyoscin,  and  atropin  are  habit- 
forming drugs  when  given  in  combination  with 
morphine;  that  we  frequently  meet  addicts  who 
are  fixed  in  their  habit  to  these  combinations  and 

■ refuse  to  be  satisfied  with  opium  alone  ; that  hyos- 
cin or  scopolamin  or  daturin  or  any  analogous 

I drug,  when  given  in  quantities  sufficient  to  im- 
: press  a morphine  addict,  will  also  produce  delir- 
ium and  frequently  dangerously  depress  respira- 

■ tion  and  heart  action ; that,  chemically,  hyoscin 
I and  scopolamin  are  the  same  drug ; that  morphine 

is  not  eliminated  from  the  secretions  of  one  ad- 
dicted to  its  use  for  from  three  to  six  weeks  after 
the  drug  has  been  discontinued  ; that  no  cure  for 
j,  drug  addiction  requiring  a patient  to  remain  in 
f the  institution  less  than  four  to  six  weeks  will 
relieve  your  patient  of  addiction ; that  the  use  of 

■ opium  in  any  form,  substituting  for  another  form 
.i:  of  opium,  in  the  treatment  of  these  addicts,  is  a 
j|  fallacy  and  results  in  nothing  more  than  in 
6 switching  your  patient  from  one  track  to  another, 

I and  that  to  carry  a patient  through  the  with- 
; drawal  period  with  heroin  or  dionin  is  not  only 
: 1 unscientific  and  devoid  of  reason,  but  criminal ; 

' that  belladonna  or  any  of  its  kindred  group  will 
; 1 not  cure  opium  addiction,  nor  is  it  antagonistic 
i to  opium  addiction ; that  the  treatment  of  these 
patients  outside  of  institutions  equipped  for  this 
work  is,  in  the  main,  unsuccessful,  and  treat- 
ments  that  would  relieve  your  patients  where 

I I properly  handled  would  fail  when  left  to  be  ad- 
j j ministered  by  friends  or  family  , at  home.  Let 
It  1 it  be  remembered  that  all  opium  addicts  should  be 
L regarded  as  physically  and  mentally  diseased  in- 
■'  I dividuals,  and  that  they  are  entitled  to  the  sym- 
1 i pathy  of  their  friends  and  their  physicians  in  the 

j same  degree  as  any  other  afflicted  person ; that 
j the  home  treatments  that  we  have  examined  de- 


pend upon  opium  in  some  form  for  their  satisfy- 
ing effect  upon  your  patient. 

In  closing,  I make  a plea  for  ethical  institutions 
in  this  work.  I regret  that  the  medical  profes- 
sion has,  in  the  past,  been  prone  to  take  “ print- 
er’s ink  ” as  their  guide  in  recommending  their 
patients  to  institutions  for  treatment.  Quacks 
have  flourished  throughout  the  country,  have 
gulled  the  addict,  and  are  successful  only  in  con- 
tinuing the  unhappy  addict  in  his  habit.  I trust 
that  in  the  future  more  stringent  regulations  will 
be  enforced  by  law  on  all  institutions  handling 
this  class  of  work,  and  that  their  work  will  be 
supervised  and  inspected  by  proper  authorities, 
and  to  this  end  I recommend  specific  legislation. 


SUPRfi^IE  COURT  UPHOLDS  VITAL- 
STATISTICS  ACT. 


The  Tennessee  Supreme  Court,  in  a decision 
rendered  by  Associate  Justice  Grafton  Green  and 
concurred  in  by  all  other  justices  of  the  court, 
has  upheld  the  constitutionality  of  Tennessee’s 
vital-statistics  Act.  The  opinion  in  full  is  here 
published  for  the  benefit  of  the  readers  of  the 
Journal. 

It  is,  indeed,  most  gratifying  to  all  who  believe 
that  birth  and  death  registration  are  worth  while 
and  who  want  to  see  Tennessee  keep  step  with 
forward  states  in  the  march  of  progress  to  know 
that  our  vital-statistics  law,  the  very  foundation 
stone  in  the  arch  of  all  public-health  legislation, 
has  successfully  withstood  the  first  attack  made 
upon  it  in  the  courts.  Since  its  constitutionality 
has  been  established,  it  is  to  be  hoped  that  all 
wdio  are  in  any  way  concerned  with  the  oper- 
ations of  the  law  will  now  give  most  generous 
support,  to  the  end  that  birth  and  death  registra- 
tion may  be  made  as  complete  as  possible  and 
that  our  citizens  may  receive  the  fullest  benefit 
from  the  workings  of  this  progressive  law. 

State  of  Tennessee 
vs. 

E.  C.  Norvell  and  Lige  Merrell. 

Grundy  County  Criminal  Court. 

OPINION. 

The  defendants  in  error,  undertakers,  doing  busi- 
ness in  Tracy  City,  were  indicted  for  handling  and  re- 
moving a dead  body  from  the  Fourth  Civil  District  of 
Grundy  County  without  a permit  for  the  removal  of  the 
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said  body.  The  indictment  was  based  on  Chapter  30  of 
the  Acts  of  1913,  known  as  the  “ vital-statistics  law.” 

A motion  to  quash  was  filed  by  the  defendants  in 
error,  in  which  the  constitutionality  of  the  Act,  as  well 
as  the  sufficiency  of  the  indictment,  was  challenged. 
The  motion  to  quash  was  sustained,  the  trial  judge  be- 
ing of  opinion' that  the  Act  was  unconstitutional.  The 
state  has  appealed  in  error  to  this  court. 

In  order  to  discuss  the  questions  raised  on  this  ap- 
peal, it  becomes  necessary  to  make  rather  a full  quota- 
tion of  this  statute. 

The  title  is : “An  Act  to  provide  an  effective  system 
for  the  keeping  of  records  of  all  births  and  deaths  in 
Tennessee,  and  to  provide  penalties  for  the  violation  of 
this  Act.” 

The  first  four  sections  of  the  Act  provide  that  the 
State  Board  of  Health  shall  have  charge  of  the  regis- 
tration of  births  and  deaths  and  keep  a record  thereof ; 
for  the  division  of  the  state  into  registration  districts, 
and  for  the  appointment  of  officers  to  carry  out  the  pur- 
poses of  the  Act,  and  like  matters. 

The  sections  of  the  statute  particularly  drawn  in 
question  in  this  case  are  as  follows ; 

■ “ Sec.  5.  That  the  body  of  any  person  whose  death 
occurs  in  the  state  shall  not  be  interred,  deposited  in  a 
vault  or  tomb,  cremated,  or  otherwise  disposed  of,  or 
removed  from  or  into  any  registration  district,  or  be 
temporarily  held  pending  further  disposition  more  than 
seventy-two  hours  after  death,  until  a permit  for  burial, 
removal,  or  other  disposition  thereof  shall  have  been 
properly  issued  by  the  Registrar  of  the  district  in  which 
the  death  occurred ; and  no  such  burial  or  removal  per- 
mit shall  be  issued  by  any  Registrar  until  a complete  and 
satisfactory  certificate  of  death  has  been  filed  with 
him  as  hereinafter  provided ; and  provided,  further, 
that  when  a dead  body  is  brought  into  a registration 
district  of  this  state  for  burial  or  other  disposition,  then 
the  transit  and  removal  permit  issued  in  accordance  with 
the  law  and  health  regulations  of  the  place  where  death 
occurred  shall  be  accepted  by  the  local  Registrar  of  said 
district  as  a basis  upon  which  he  shall  issue  a local  bur- 
ial permit  in  the  same  way  as  if  the  death  occurred  in 
his  district;  he  shall  plainly  enter  upon  the  face  of  the 
permit  the  fact  that  it  was  a body  shipped  in  for  inter- 
ment, and  give  the  actual  place  of  death ; and  provided, 
further,  that  a burial  permit  shall  not  be  required  from 
the  local  Registrar  of  the  district  in  which  interment 
is  made  when  a body  is  removed  for  purposes  of  burial 
or  other  disposition  from  one  district  to  another  in  this 
state. 

“ Sec.  6.  That  stillborn  children,  or  those  dead  at 
birth,  shall  be  registered  as  births  and  also  as  deaths, 
and  a certificate  of  both  l^irth  and  death  shall  be  filed 
with  the  local  Registrar  in  the  usual  form  and  manner, 
’ the  certificate  of  birth  to  contain  in  place  of  the  name 
of  the  child  the  word  ‘ Stillbirth.’  The  medical  cer- 
tificate of  the  cause  of  death  shall  be  signed  by  the  at- 
tending physician,  if  any,  and  shall  state  the  cause  of 
death  as  ‘ Stillliorn,’  with  the  cause  of  the  stillbirth, 
if  known;  whether  premature  l)irth,  and,  if  born  pre- 
maturely, the  period  of  uterine  gestation  in  months,  if 
known;  and  burial  or  removal  permits  in  the  usual  form 


shall  be  required.  Midwives  shall  not  sign  certificates 
of  death  for  stillborn  children,  but  such  cases  and  still- 
births occurring  without  attendance  of  either  physician 
or  midwife  shall  be  treated  as  deaths  without  medical 
attendance,  as  provided  for  in  Section  8 of  this  Act; 
and  provided,  further,  that  a certificate  of  birth  and 
death  shall  not  be  required  for  a child  that  has  not  ad- 
vanced to  the  fifth  month  of  uterogestation. 

“ Sec.  7.  That  the  certificate  of  death  shall  be  of  the 
United  States  standard  form,  as  approved  by  the  Bu- 
reau of  Census,  and  shall  contain  the  following  items ; 

“ 1.  Place  of  death,  including  state,  county,  civil  dis- 
trict, incorporated  town  or  city;  if  in  a city,  the  w^ard, 
street,  and  house  number;  if  in  a hospital  or  other  in- 
stitution, the  name  of  the  same  to  be  given  instead  of 
the  street  and  house  number;  if  in  an  industrial  camp, 
the  name  of  the  camp  to  be  given. 

“2.  Full  name  of  descendant;  if  an  unnamed  child, 
the  surname,  preceded  by  ‘ Unnamed.’ 

“ 3.  Sex.  ^ 

“4.  Color  or  race — as,  white,  black  (negro  or  negro 
descent),  Indian,  Chinese,  Japanese,  or  other. 

“5.  Conjugal  condition — as,  single,  married,  widowed, 
or  divorced. 

“ 6.  Date  of  birth,  including  year,  month,  and  day. 

“ 7.  Age  in  years,  months,  and  days ; if  less  than  one 
day,  hours  or  minutes. 

“8.  Occupation,  the  occupation  to  be  reported  of  any 
person  who  had  any  remunerative  employment,  women 
as  well  as  men,  stating  (a)  trade,  profession,  or  partic- 
ular kind  of  work;  (b)  general  nature  of  industry, 
business,  or  establishment  in  which  employed  (or  em- 
ployer). 

“9.  Birthplace — state  or  foreign  country. 

“ 10.  Name  of  father. 

“ 11.  Birthplace  of  father — state  or  foreign  country. 

“ 12.  Maiden  name  of  mother. 

“ 13.  Birthplace  of  mother — state  or  foreign  country. 

“ 14.  Signature  and  address  of  informant. 

“ 15.  Official  signature  of  the  Registrar,  with  the  date 
when  certificate  was  filed  and  registered  number. 

“ 16.  Date  of  death — year,  month,  and  day. 

“17.  Statement  of  medical  attendance  of  deceased; 
fact  and  time  of  death ; time  last  seen  alive,  and  the 
cause  of  death,  with  contributory  cause  (secondary)  or 
complication,  if  any,  and  duration  of  each,  and  attrib- 
uted to  dangerous  or  unsanitary  conditions  of  emplo}"- 
ment;  signature  and  address  of  physician  or  official 
making  the  medical  certificate. 

“18.  Length  of  residence  (for  hospital,  institutions, 
transient  or  recent  residents)  at  place  of  death  and  in 
the  state. 

“ 19.  Place  of  burial  or  removal;  date  of  burial. 

“20.  Signature  and  address  of  undertaker  or  person 
acting  as  such. 

“The  personal  and  statistical  particulars  (Item  1 to 
13)  shall  be  authenticated  by  the  signature  of  the  in- 
formant, who  may  be  anj'  competent  person  acquainted 
with  the  facts. 

“ The  statement  of  facts  relating  to  the  disposition 
of  the  body  shall  be  signed  by  the  undertaker  or  person 
acting  as  such.  The  medical  certificate  shall  be  made  and 
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signed  by  the  physician,  if  any,  last  in  attendance  on 
the  deceased,  who  shall  specify  the  time  in  attendance, 
the  time  he  last  saw  the  deceased  alive,  and  the  hour  of 
the  day  at  which  death  occurred.  And  he  shall  further 
state  the  cause  of  death,  so  as  to  show  the  course  of 
disease,  or  sequence  of  causes  resulting  in  the  death, 
_ giving  first  the  name  of  the  disease  causing  death  (the 
primary  cause),  and  the  contributory  (secondary)  cause, 
if  any,  and  the  duration  of  each.  Indefinite  and  un- 
satisfactory terms,  indicating  only  symptoms  of  disease 
or  conditions  resulting  from  the  disease,  which  will  not 
be  held  sufficient  for  issuing  a burial  or  removal  per- 
mit, and  any  certificate  containing  only  such  terms  as 
defined  by  the  state  Registrar,  shall  be  returned  to  the 
physician  for  correction  and  more  definite  statement. 
Causes  of  death,  which  may  be  the  result  of  disease,  as 
' violence,  shall  be  carefully  defined ; and  if  from  vio- 
lence, the  means  of  injury  shall  be  stated,  and  whether 
(probably)  accidental,  suicidal,  or  homicidal.  And  in 
death  in  hospitals,  institutions,  or  of  nonresidents,  the 
physician  shall  furnish  the  information  required  under 
■ this  head  (Item  18),  and  may  state  where,  in  his  opin- 
ion, the  disease  was  contracted. 

“ Sec.  8.  That  in  case  of  any  death  occurring  without 
; medical  attendance,  it  shall  be  the  duty  of  the  under- 
. taker  to  notify  the  local  Registrar  of  such  death;  and 
when  so  notified,  the  Registrar  shall  inform  the  local 
..  health  officer  and  refer  the  case  to  him  for  immediate 
. investigation  and  certification  prior  to  issuing  the  per- 
mit ; provided,  that  when  the  local  health  officer  is  not 
a qualified  physician,  or  when  there  is  no  such  official, 

> and  in  such  cases  only,  the  Registrar  is  authorized  to 
make  the  certificate  and  return  from  the  statement  of 
relatives  or  other  persons  having  adequate  knowledge 
of  the  facts ; and  provided,  further,  that  if  the  death 
was  caused  by  unlawful  or  suspicious  means,  the  Reg- 
istrar shall  then  refer  the  case  to  the  coroner  for  his 
investigation  and  certification.  And  any  coroner  whose 
duty  it  is  to  hold  an  inquest  over  the  body  of  any  de- 
ceased person  and  to  make  the  certificate  of  death  re- 
quired for  a burial  permit  shall  state  in  his  certificate 
the  name  of  the*  disease  causing  death,  or,  if  from  ex- 
ternal causes,  (1)  the  means  of  death,  and  (2)  whether 
(probably)  accidental,  suicidal,  or  homicidal;  and  shall, 
in  either  case,  furnish  such  information  as  may  be 
required  by  the  state  Registrar  in  order  to  properly 
classify  the  death. 

“ Sec.  9.  That  the  undertaker,  or  other  person  acting 
as  undertaker,  shall  be  responsible  for  obtaining  and 
filing  the  certificate  of  death  with  the  local  Registrar  of 
the  district  in  which  death  occurred,  and  for  securing  a 
.burial  or  removal  permit  prior  to  any  disposition  of  the 
body.  He  shall  obtain  the  personal  and  statistical  par- 
ticulars required  from  the  person  best  qualified  to  sup- 
ply them,  over  the  signature  and  address  of  this  in- 
formant. He  shall  then  present  the  certificate  to  the 
attending  physician,  if  any,  or  the  health  officer  or  cor- 
oner, as  directed  by  the  local  Registrar,  for  the  medical 
certificate  of  the  cause  of  death,  and  other  particulars 
necessary  to  complete  the  records,  as  specified  in  Sec- 
tions 7 and  8;  and  he  shall  then  state  the  facts  required 
relative  to  the  date  and  place  of  burial  over  his  signa- 


ture and  with  his  address,  and  present  the  completed 
certificate  to  the  local  Registrar  in  order  to  obtain  a 
permit  for  burial,  removal,  or  Other  disposition  of  the 
body.  The  undertaker  shall  deliver  the  burial  permit 
to  the  sexton,' or  person  in  charge  of  the  place  of  burial, 
before  interring  or  otherwise  disposing  of  the  body,  and 
shall  attach  the  transit  permit  containing  the  corpse 
when  shipped  by  any  transportation  company,  said  per- 
mit to  accompany  the  corpse  to  its  destination,  where, 
if  within  the  state  of  Tennessee,  it  shall  be  delivered  to 
the  sexton,  or  to  other  person  in  charge  of  the  place  of 
burial.” 

Other  sections  of  the  statute  provide  means  'of  reg- 
istration of  births  and  impose  certain  duties  on  the  Reg- 
istrars with  reference  to  infectious  diseases  and  impose 
penalties  upon  various  persons  for  failure  to  comply 
with  the  provisions  of  the  statute. 

There  can  be  no  question  but  that  this  statute  will 
tend  to  promote  the  safety,  health,  and  well-being  of 
the  community. 

The  state  of  Tennessee  maintains  a Board  of  Health 
at  considerable  expense'  created  for  the  purpose  of 
fighting  and  endeavoring  to  control  the  diseases  to 
which  the  inhabitants  of  the  state  are  subject.  Perhaps 
the  most  important  duty  of  the  State  Board  of  Health 
is  to  take  steps,  in  cooperation  with  local  health  officers, 
for  the  prevention  of  disease.  This  work  cannot  be  in- 
telligently nor  effectively  prosecuted  without  the  infor- 
mation which  the  statute  in  question  is  designed  to  af- 
ford. The  various  local  Registrars  are  required  to  file 
the  certificates  procured  by  the  undertakers  with  the 
Board  of  Health.  From  this  data  the  Board  of  Health 
can  determine  the  needs  of  each  particular  community 
in  the  state  and  may  employ  the  necessary  measures 
accordingly.  These  reports  will  show  where  tuberculo- 
sis prevails,  where  typhoid  predominates,  where  there 
is  malaria,  and,  generally  speaking,  will  indicate  the 
hygienic  wants  of  each  section  of  the  state.  The  Board 
of  Health  will  thus  be  able  to  take  the  precautions  and 
administer  the  relief  most  needed  by  every  community. 
They  will  not  be  left  to  work  in  the  dark. 

Such  a system  is  just  as  necessary  to  a successful 
campaign  by  the  Board  of  Health  as  is  information 
concerning  the  enemy’s  movements  to  the  general  in 
command  of  an  army.  There  can  be  no  specialized  or 
well-directed  effort  by  the  Board  of  Health  without 
such  knowledge. 

These  reports  likewise  furnish  the  Board  of  Health 
with  information  of  contagious  diseases,  and  will  en- 
able the  board  to  promptly  inaugurate  quarantines  and 
undertake  other  repressive  measures  to  confine  the 
scope  of  such  maladies  and  prevent  epidemics. 

Looking  to  another  aspect  of  the  material  welfare  of 
the  state,  no  considerable  immigration  from  one  state 
to  another  occurs  until  those  coming  in  have  made  in- 
quiries as  to  the  health  and  the  death  rate  of  the  par- 
ticular locality  to  which  they  intend  to  move.  With  the 
information  forthcoming  from  the  operation  of  the 
vital-statistics  law,  our  Board  of  Health  will  be  in  a 
position  at  all  times  to  reply  to  such  inquiries  from 
those  desiring  to  move  into  Tennessee. 

The  provisions  of  the  statute  with  reference  to  the 
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registration  of  births,  which  are  not  drawn  in  question 
on  this  appeal,  will  obviously  be  most  useful.  A per- 
manent record  of  the  births  and  parentage  of  all  per- 
sons born  in  the  state  will  be  of  great  service  in  the 
administration  of  estates  and  in  fixing  the  devolution 
of  property.  Such  matters  are  often  questions  of  doubt 
in  important  litigation.  The  statute  makes  certified 
copies  of  these  records  prima  facie  evidence. 

The  records  of  births  likewise  will  prove  of  much 
value  in  the  enforcement  of  the  laws  against  child  la- 
bor. They  will  make  fraud  and  deception  on  the  part 
of  parents  and  employers  impossible. 

We  might  mention  other  beneficent  offices  of  the 
statute,  but  sufficient  has  been  said  to  demonstrate  that 
the  Act  is  a wholesome  exercise  of  the  police  power  of 
the  state.  It  tends  to  promote  the  health,  safety,  and 
happiness  of  our  citizens  and  will  aid  in  the  enforce- 
ment of  other  laws. 

Such  being  our  view  of  the  Act,  it  is  obvious  that 
the  constitutional  objections  urged  against  it  are  not 
well  made. 

It  is  contended  that  the  statute  is  in  violation  of  Sec- 
tion 8 of  Article  1 of  the  Constitution  of  Tennessee, 
“ No  man  shall  be  taken  or  imprisoned  or  disseized  of 
his  freehold,  liberties,  or  privileges,  or  outlawed  or  ex- 
iled or  in  any  manner  destroyed  or  deprived  of  his  life, 
liberty,  or  property,  but  by  the  judgment  of  his  peers  or 
the  laws  of  the  land ; ” and  that  it  is  in  violation  of 
Section  21  of  Article  1 of  the  Constitution  of  Tennes- 
see : “ That  no  man’s  particular  services  shall  be  de- 
manded or  property  taken  or  applied  to  public  use  with- 
out the  consent  of  his  representatives  or  without  just 
compensation  being  made  therefor.” 

It  is  well  settled  that  statutes  such  as  the  one  under 
consideration  were  passed  in  the  exercise  of  the  police 
power  of  the  state,  and  are  not  within  the  prohibition 
of  these  sections  of  the  Constitution.  Washington  v. 
Mayor  of  Nashville,  31  Tenn.  (1  Swan),  180;  Wright 
V.  State,  50  Tenn.  (3  Heisk.),  256;  House  v.  White,  64 
Tenn.  (5  Bax.),  692;  Theilan  v.  Porter,  82  Tenn.  (14 
Lea),  622;  Henley  v.  State,  98  Tenn.,  665;  Webster  v. 
State,  110  Tenn.,  491;  Morrison  v.  State,  534;  Mottlow 
V.  State,  125  Tenn.,  547. 

It  is  also  urged  that  the  vital  statistics  Act  is  in  vio- 
lation of  the  fifth  amendment  to  the  Constitution  of  the 
United  States.  In  reply  to  this,  it  is  sufficient  to  say  that 
the  powers  of  the  Federal  Government  alone  are  re- 
stricted by  the  fifth  amendment  to  the  Federal  Consti- 
tution. Kelly  V.  Pittsburg,  104  U.  S.,  78.  The  first  ten 
amendments  to  the  Constitution  of  the  Lhiited  States 
do  not  apply  to  the  states,  but  are  restrictions  upon  the 
power  of  the  Federal  Government  only.  This  has  been 
held  since  Livingston  v.  Moore,  7 Pet.,  469,  and  Barren 
for  Use  V.  Baltimore,  7 Pet.,  243. 

It  may  be  observed  that  the  Act  in  question  is  not 
in  violation  of  the  fourteenth  amendment  of  the  Con- 
stitution of  the  United  States  any  more  than  it  counter- 
venes  the  section  of  the  Constitution  of  Tennessee 
heretofore  quoted.  See  Federal  cases  reviewed  in  Mott- 
low V.  State,  supra. 

Properly  construed,  this  statute  is  not  unreasonable 
nor  arbitrary  in  its  provisions,  and  it  imposes  no  undue 


burden  on  the  undertakers.  The  prohibition  against 
holding  a dead  body  for  more  than  seventy-two  hours  is 
humane  as  well  as  sanitary.  In  the  great  majority  of 
cases  it  will  be  an  easy  matter  for  the  undertaker  to 
procure  from  the  family  or  friends  of  the  deceased  the 
information  required  by  Subsections  1-13  of  Section  7 
of  the  Act.  The  attending  physician  is  required  under 
penalty  to  add  his  statement  as  to  the  time  and  cause  of 
death,  etc.,  and  the  undertaker  then  completes  the  cer- 
tificate with  the  place  of  burial  or  removal  and  the  date 
thereof.  If  the  death  occurs  without  medical  attend- 
ance, the  undertaker  is  required  to  report  to  the  Reg- 
istrar, upon  whom  certain  duties  are  imposed  in  such 
cases  by  Section  8 before  the  issuance  of  a burial  permit. 
When  the  death  certificate  is  properly  made  out  and 
filed  with  the  local  Registrar,  the  latter  is  required  to 
issue  a permit  for  burial,  which  the  undertaker  turns 
over  to  the  sexton  in  charge  of  the  cemetery  where  the 
interment  takes  place.  If  no  sexton  is  in  charge  of  the 
burying  ground,  the  undertaker  indorses  a statement  of 
that  fact  on  the  permit,  and  is  himself  required  to  re- 
turn said  permit  to  the  Registrar. 

The  statute  was  not  intended  to  require  an  impossi- 
bility of  any  one.  Cases  will  arise  in  which  the  under- 
taker cannot  procure  the  information  prescribed  for 
inclusion  in  the  death  certificate,  as  when  he  is  called 
on  to  bury  strangers  and  others  concerning  whom  the 
statutory  details  are  not  available.  If,  after  diligent 
effort,  the  undertaker  is  unable  to  obtain  such  infor- 
mation, upon  a proper  showing  to  this  effect  the  local 
Registrar  will  issue  a burial  permit  notwithstanding. 
It  is  conceivable,  of  course,  that  the  attending  physi- 
cian or  local  Registrar  or  others  may  prove  obstreper- 
ous or  unmindful  of  the  obligations  imposed  by  the 
statute,  and  thus  interfere  with  an  orderly  burial.  In 
such  an  event  the  undertaker  may  safely  proceed  with 
the  disposition  of  the  body.  If  he  is  diligent  himself  to 
comply  with  the  law,  the  court  will  not  punish  him  for 
the  default  of  other*. 

These  exceptional  cases  will,  no  doubt,  be  covered 
by  the  rules  which  the  Board  of  Health  is  expressly  au- 
thorized to  promulgate  by  Section  1 of  the  statute. 

The  duties  placed  upon  the  undertaker  by  the  statute 
will  put  him  to  some  trouble.  Organized  society  is  en- 
titled to  demand  such  services  of  any  citizen,  however, 
for  the  health  and  safety  of  all,  just  as  for  the  same 
reasons  the  property  of  any  citizen  may  be  destroyed 
without  compensation.  The  undertaker  is  in  a position 
to  render  this  service  to  the  state  in  most  cases  with- 
out special  effort.  His  charges  are  ordinarily  sufficient 
to  cover  this  additional  labor  imposed  by  the  statute,  if 
he  were  entitled  to  compensation  for  it. 

Statutes  very  similar  to  the  one  under  consideration 
have  been  upheld  in  Iowa  and  Kentucky.  Robinson  v. 
Hamilton,  60  la.,  134;  Commonwealth  v.  AIcConnell, 
116  Ky.,  358.  See  note  Anno.  Gas.,  1912-C,  686,  where 
other  cases  sustaining  kindred  legislation  are  collected. 

The  Supreme  Court  of  Ohio  reached  a different  con- 
clusion and  held  a similar  statute  invalid  in  State  v. 
Boone,  84  Ohio,  346,  Anno.  Gas.,  1912-C,  683.  This  case, 
while  it  seems  to  stand  alone,  may  be  differentiated 
from  the  one  before  us.  It  rests  on  a provision  of  wliat 
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is  called  the  “ ordinance  of  1787,”  which  was  an  Act  of 
Congress  providing  for  the  government  of  the  North- 
west Territory  and  its  future  government  after  it  should 
have  been  organized  into  states.  The  provisions  of  this 
ordinance  are  said  to  be  the  fundamental  law  of  Ohio 
and  paramount  to  the  provisions  of  the  state  Consti- 
tution, and  it  seems  that  in  Article  2 of  said  ordinance 
it  is  provided  that  neither  the  services  nor  property  of 
any  individual  shall  be  taken  without  full  compensation, 
even  though  “ the  public  exigencies  make  it  necessary.” 
This  language  appears  to  be  more  rigid  and  comprehen- 
sive than  the  constitutional  provisions  of  Tennessee. 

We  do  not  think  that  any  of  the  provisions  of  the 
statute  before  us  are  without  the  scope  of  the  caption, 
and,  accordingly,  we  conclude  that  the  statute  does  not 
violate  Section  17  of  Article  2 of  the  Constitution  of 
Tennessee.  We  have  discussed  these  things  orally,  and 
do  not  find  it  necessary  to  include  such  matters  in  this 
opinion.  It  is  sufficient  to  say  that  we  think  all  the  pro- 
visions of  the  statute  are  germane  to  the  title. 

The  objection  to  the  indictment  is  not  well  taken. 

The  judgment  of  the  trial  court  will,  accordingly,  be 
reversed  and  the  case  remanded  for  further  proceedings. 

Grafton  Green,  Judge. 


NOTES  AND  COMMENTS 


Let  none  but  the  most  urgent  of  reasons  keep 
you  from  the  Nashville  meeting. 


Our  footsteps  in  the  sands  of  time  may  show 
that  we  have  been  walking  backward. 


There  are  several  county  secretaries  who 
have  made  no  1917  reports.  The  time  is  short — 
please  send  them  in. 


If  you  are  afraid  to  leave  your  “ competitor  ” 
at  home  while  you  attend  the  Nashville  meeting, 
why,  just  bring  him  along  with  you.  It  will  help 
you  both. 


Did  you  know  that  there  are  yet  left  in  Ten- 
nessee doctors  (?)  who  advise  that  young  chil- 
dren be  exposed  to  measles  and  whooping  cough 
so  that  they  may  “have  it  and  get  through  with 
it  ? ” We  have  lately  heard  of  some. 


' Drs.  Bryce  Runyon  and  W.  H.  Brandau  are 
two  new  members  of  the  Montgomery  County 
kledical  Society.  These  have  been  good  names 
on,  the  roll  of  the  Tennessee  State  Medical  Asso- 
ciation for  a long  time,  and  it  will  be  a great 
pleasure  to  add  the  “Jrs.” 


Dr.  Jere  W.  Caldwell  has  opened  an  office  in 
the  Doctors’  Building,  Nashville.  Dr.  Caldwell 
has  recently  completed  a long  term  of  service  in 
the  Manhattan  Eye  and  Ear  Hospital,  New  York, 
and  his  practice  will  be  confined  to  this  line  of 
work. 


There  is  one  member  of  the  Tennessee  State 
Medical  Association  who  has  had  approximately 
twenty-five  letters  from  the  Secretary  in  less  than 
three  years.  We  have  yet  to  see  the  color  of  the 
ink  he  uses,  if,  indeed,  he  can  write  at  all.  There 
are  just  lots  of  others  nearly  as  bad.  We  have 
never  written  to  any  one  just  for  fun,  either. 


The  Journal  has  received  from  the  Frank  S. 
Betz  Company,  of  Hammond,  Ind.,  one  of  the 
most  handsome  catalogue  which  has  ever  come 
to  this  office.  This  is  the  “ Hospital  Equipment  ’’ 
catalogue  of  this  great  concern,  which,  by  the 
way,  patronizes  the  advertising  pages  of  the  [our- 
nal  and  with  whom  we  believe  our  readers  can 
do  business  safely  and  profitably. 


“ The  Mulford  Digest  ” for  January  is  a very 
beautiful  little  publication.  The  H.  K.  Mulford 
Company  is  twenty-five  years  old  this  year.  The 
service  which  has  "been  rendered  by  this  concern 
for  the  saving  of  human  life  and  the  protection 
of  the  health  of  the  people  of  this  country  has 
been  a large  service  and  one  which  has  been 
given  honestly  and  earnestly.  We  hope  that  the 
usefulness  of  this  splendid  concern  will  be  con- 
tinued for  many  more  twenty-five-year  periods. 


DOCTOR: 

This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 
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OFFICERS  TENNESSEE  STATE  MEDICAL  ASSOCIATION. 


President, 

Charles  Norris  Cowden,  ]M.D., 

Nashville. 


Vice  President, 

C.  J.  Carmichael,  IM.D., 
Knoxville. 


Vice  President, 

J.  L.  IMcGehee,  IM.D. 
IMemphis. 

Vice  President, 

J.  T.  Moore,  M.D., 
Algood. 


T reasurer, 

J.  F.  Gallagher,  IM.D., 
Nashville. 

Secretary, 

Olin  West,  IM.D., 
Nashville. 


STATE  REPRESENTATIVE  TO  NATIONAL  LEGISL.\TIVE  COUNCIL, 

L.  E.  Burch,  IM.D., 

Nashville. 


COUNCILORS. 


First  District, 

C.  P.  Fox,  M.D.,  1918, 
Greeneville. 

Second  District, 

S.  R.  IMiller,  jM.D.,  1917, 
Knoxville. 

Third  District, 

J.  A.  Hardin,  IM.D.,  1918, 
Sweetwater. 

Fourth  District, 

W.  Scott  Farmer,  IM.D.,  1917 
Cookeville. 

Fifiii  District, 

F.  B.  Re.vgor,  M.D.,  1918, 
Shelbyville. 


Sixth  District, 

J.  F.  Gallagher,  M.D.,  1917, 
Nashville. 

Seventh  District, 

M.  A.  Beasley,  M.D.,  19^8, 
Hampshire. 

Eighth  District, 

A.  B.  Dancy,  M.D.,  1917, 
Jackson. 

Ni)ith  District, 

R.  W.  Griffin,  M.D.,  1918, 
Tiptonville. 

Tenth  District, 

J.  L.  Andrews,  IM.D.,  1917, 
IMeniphis. 
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DELEGATES  TO  AMERICAN  MEDICAL  ASSOCIATION. 


Jere  L.  Crook,  M.D., 
Jackson, 
1915-1916. 

Alternate, 

].  McC.  Hogshead,  M.D., 
Chattanooga, 
1915-1916. 


Perry  Bromberg,  M.D., 
Nashville. 
1916-1917. 

Alternate, 

S.  R.  Miller,  M.D., 
Knoxville, 
1916-1917. 


COMMITTEES. 

Arrangements — J.  F.  Gallagher,  IM.D.,  Chairman;  R.  A.  Barr,  M.D. ; 
Perry  Bromberg,  M.D. ; Duncan  Eve,  Jr.,  M.D. ; R.  E.  Fort,  M.D. 

Scientific  Work — Olin  West,  kl.D.,  Chairman;  A.  F.  Richards,  M.D., 
Sparta;  E.  R.  Zemp,  M.D.,  Knoxville;  W.  T.  Black,  M.D.,  Memphis. 

Memoirs — I.  A.  McSwain,  IM.D.,  Paris,  Chairman;  K.  S.  Hewlett,  M.D., 
Johnson  City;  B.  S.  Wert,  M.D.,  Chattanooga;  O.  Dulaney,  M.D., 
Dyersburg ; Robert  Mann,  IM.D.,  Memphis. 

Eranklin;  J.  W.  Brandon,  M.D.,  Clarksville;  W.  J.  Matthews,  M.D., 
Conservation  of  Vision — P.  JM.  Farrington,  M.D.,  Memphis. 

Public  Health  and  Public  Instruction — S.  S.  Crockett,  M.D.,  Nashville, 
Chairman;  Elizabeth  Kane,  IM.D.,  Memphis;  F.  J.  Runyon,  M.D., 
Clarksville;  W.  N.  Lackey,  M.D.,  Gallatin;  W.  K.  Vance,  M.D.,  Bristol. 

Public  Policy  and  Legislation — H.  M.  Tigert,  M.D.,  Nashville,  Chairman; 
Jere  L.  Crook,  M.D.,  Jackson;  E.  D.  Newell,  M.D.,  Chattanooga. 

Medical  Defense — S.  R.  Miller,  M.D.,  Chairman,  Knoxville;  Jere  L.  Crook, 
M.D.,  Jackson ; H.  M.  Tigert,  M.D.,  Nashville. 


BOARD  OF  TRUSTEES. 

J.  F.  Gallagher,  M.D.,  Chairman, 
Nashville. 

C.  J.  Broyles,  M.D., 
Johnson  City. 

H.  T.  Brooks,  M.D., 
Memphis. 


HOUSE  OF  DELEGATES. 

The  House  of  Delegates  will  meet  each  day  at  8 A.M.  and  at  2 P.M.  for 
sessions  of  one  hour  each.  Delegates  will  please  attend  promptly  so  that 
they  may  be  present  at  the  scientific  section  as  much  as  possible.  If  the 
business  of  the  Association  requires,  the  House  of  Delegates  may  prolong 
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its  sessions  or  remain  in  session  after  the  final  adjournment  of  the  general 
meeting. 

General  sessions  will  be  held  in  the  main  auditorium  of  the  Y.  ]\I.  C.  A., 
Seventh  Avenue,  North,  and  Union  Street. 

The  opening  session  will  be  called  to  order  at  10  A.IM.,  Tuesday,  April 
3,  by  Dr.  J.  F.  Gallagher,  Chairman  of  the  Committee  on  Arrangements. 
The  public  is  invited. 

Members  will  please  register  at  once  upon  reaching  the  place  of  meeting 
and  receive  badges. 

Members  of  the  House  of  Delegates  will  receive  properly  marked  badges 
upon  presentation  of  credentials  to  the  Secretary. 

Be  on  time. 

PROGRAM. 

OPENING  EXERCISES. 

Call  to  order  by  J.  F.  Gallagher,  M.D.,  Chairman  of  the  Committee  on 
Arrangements. 

Prayer,  Rev.  T.  C.  Ragsdale,  pastor  of  McKendree  Church,  Nashville. 

Address  of  Welcome  on  behalf  of  the  Nashville  Academy  of  Medicine 
and  Davidson  County  Medical  Society,  by  H.  51.  Tigert,  51. D.,  Nashville. 

Response  to  Address  of  Welcome  on  behalf  of  the  Tennessee  State 
5Iedical  Association,  by  A.  F.  Richards,  51. D.,  Sparta. 

Announcements  by  Chairman  of  the  Committee  on  Arrangements. 

Association  placed  in  charge  of  the  President,  C.  N.  Cowden,  51. D., 
Nashville. 


SCIENTIFIC  PROGRA5I. 

{Incomplete.) 

1.  “ The  Responsibility  of  the  5Iedical  Profession  with  Respect  to  the 

Prevention  and  Cure  of  Cancer,”  by  W.  51.  Johnson,  51. D.,  Sparta. 
To  open  discussion ; J.  51.  Clack,  51. D.,  Rockwood. 

2.  “ The  Indifiference  of  the  Profession  Toward  Public-Health  Labora- 

tories,” by  William  Krauss,  51. D.,  5Iemphis. 

To  open  discussion;  William  Litterer,  51. D.,  Nashville. 

3.  “ The  Insanities  and  Their  Relation  to  the  Practice  of  5Iedicine,”  by 

J.  J.  Waller,  M.D.,  Oliver  Springs. 

To  open  discussion:  S.  T.  Rucker,  51. D.,  5Iemphis. 

4.  “ Hernio-Appendectomy,”  by  R.  J.  5IcFall,  51. D.,  Erin. 

To  open  discussion:  L.  L.  Sheddan,  51. D.,  Knoxville. 

5.  “ Inguinal  Hernia,”  by  H.  L.  Fancher,  51. D.,  Chattanooga. 

To  open  discussion:  E.  J.  Johnson,  51. D.,  5Iemphis. 

6.  “ Regional  Eczema,”  by  R.  G.  Henderson,  51. D.,  5Iemphis. 

To  open  discussion:  Harry  Friedman,  51. D.,  Nashville. 
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7.  “ Observations  and  Conclusions  with  Respect  to  Some  of  the  So-called 

‘ Diseases  of  the  Stomach,’  ” by  W.  K.  Sheddan,  M.D.,  Columbia. 

To  open  discussion:  J.  A.  Crisler,  M.D.,  Memphis. 

8.  “ Laboratory  Tests  for  Acidosis,”  by  E.  S.  Maxwell,  M.D.,  Nashville. 

To  open  discussion:  William  Krauss,  M.D.,  Memphis. 

9.  “ Intra-abdominal  Use  of  Oxygen,”  by  J.  H.  Barnett,  M.D.,  Chatta- 

nooga. 

To  open  discussion:  E.  M.  Sanders,  M.D.,  Nashville. 

10.  “ Health  Insurance,”  by  H.  H.  Shoulders,  M.D.,  Nashville. 

To  open  discussion;  Joseph  H.  White,  M.D.,  United  States  Pub- 
lic Health  Service. 

11.  “Operative  Treatment  for  Gangrene  of  the  Feet,  with  Report  of  a 

Case,”  by  J.  B.  Haskins,  M.D.,  Chattanooga. 

To  open  discussion:  J.  H.  Baird,  M.D.,  Dyersburg. 

12.  “ Why  Benign  Mammary  Tumors  Should  be  Viewed  with  Suspicion,” 

by  John  jM.  Maury,  M.D.,  Memphis. 

To  open  discussion:  C.  P.  Fox,  M.D.,  Greeneville. 

13.  “ Remarks  on  Leukemia,”  by  William  St.  John,  M.D.,  Bristol. 

To  open  discussion:  W.  A.  Oughterson,  M.D.,  Nashville. 

14.  “ Fecal  Fistula,”  by  George  R.  West,  M.D.,  Chattanooga. 

To  open  discussion:  D.  R.  Pickens,  M.D.,  Nashville. 

15.  “ Fibrinous  Cavernositis,”  by  Perry  Bromberg,  M.D.,  Nashville. 

To  open  discussion;  G.  R.  Livermore,  M.D.,  Memphis. 

16.  “ The  Limitation  of  Hormone  Therapy,”  by  E.  R.  Zemp,  M.D.,  Knox- 

ville. 

To  open  discussion:  W.  H.  Witt,  iM.D.,  Nashville. 


Tuesday,  April  3,  8 P.M. 

17.  Presidential  Address,  “ The  Trend  of  the  Times  in  Medicine  and  Sur- 

gery,” by  Charles  Norris  Cowden,  M.D.,  Nashville. 

18.  “ Moving  Pictures  of  Genito-Urinary  Affections  and  Syphilis,”  by  Ed- 

gar G.  Ballenger,  M.D.,  Atlanta,  Ga. 

19.  “ Muscular  Reeducation  Following  Infantile  Paralysis — Illustrations,” 

by  Mr.  Earl  Harrison,  Knoxville. 


20.  “ Nonspecific  Factors  in  Certain  Infectious  Diseases,”  by  J.  O.  Manier, 
M.D.,  NashAulle. 

To  open  discussion:  James  W.  Jobling,  M.D.,  Nashville. 
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21.  “ Left-sided  Appendicitis,”  by  Jere  L.  Crook,  iNI.D.,  Jackson. 

To  open  discussion:  Raymond  Wallace,  IM.D.,  Chattanooga. 

22.  “ Further  Considerations  of  Hydrothorax  in  Its  Relation  to  Cardio- 

Renal  Lesions,”  by  Frank  A.  Jones,  M.D.,  IMemphis. 

To  open  discussion:  C.  J.  Carmichael,  M.D.,  Knoxville. 

23.  “ Traumatic  Hysteria,”  by  W.  G.  Somerville,  M.D.,  Memphis. 

To  open  discussion:  A.  W.  Harris,  M.D.,  Nashville. 

24.  “ Gastric  Ldcer  and  Its  Differentiation,”  by  John  A.  Witherspoon, 

M.D.,  Nashville. 

To  open  discussion:  W.  S.  Austin,  M.D.,  Knoxville. 

25.  “ First  Corinthians,  Fifteenth  Chapter,  Thirty-ninth  Verse,”  by  J.  B. 

McElroy,  M.D.,  Memphis. 

To  open  discussion:  O.  J.  Porter,  M.D.,  Columbia. 

26.  “ Syphilis  and  Internal  Medicine,”  by  J.  S.  IMcLester,  IM.D.,  Birming- 

ham, Ala. 

27.  “ Blood-Vessel  Anastomoses,  with  Reports  of  Cases — Moving  Pic- 

tures,” by  E.  T.  Newell,  IM.D.,  Chattanooga. 

To  open  discussion:  L.  E.  Burch,  IM.D.,  Nashville. 

28.  “ Eractures  of  the  Neck  of  the  Eemur,”  by  Willis  C.  Campbell,  IM.D., 

IMemphis. 

To  open  discussion:  W.  S.  Nash,  M.D.,  Knoxville. 

29.  “ The  Management  of  Breast  Deeding,”  by  Oliver  W-.  Hill,  IM.D., 

Knoxville. 

30.  “ Simplified  Artificial  Feeding.”  by  John  M.  Lee,  M.D.,  Nashville. 

31.  “ Patent  Foods,”  by  Owen  H.  Wilson,  M.D.,  Nashville. 

To  open  discussion:  J.  M.  Selden,  M.D.,  Chattanooga;  W.  N. 
Lackey,  IM.D.,  Gallatin  ; E.  R.  Zemp,  M.D.,  Knoxville. 

32.  “ The  Treatment  of  Prolapse  of  the  ^vemaining  Structures  After  Re- 

moval of  the  Uterus,”  by  W.  T.  Black,  M.D.,  Memphis. 

To  open  discussion:  H.  M.  Tigert,  M.D.,  Nashville. 

33.  “ Surgery  of  the  Prostate,”  by  T.  G.  Pollard,  IM.D.,  Nashville. 

To  open  discussion:  J.  B.  S.  Woolford,  IM.D.,  Chattanooga. 

34.  “ Chronic  Indurative  Pancreatitis — Pancreatectomy — Presentation  of 

Specimen,”  by  William  Britt  Burns,  Memphis. 

35.  “Acute  Pancreatitis — Acute  Hemorrhagic  Pancreatitis,  with  Report  of 

Case,  Autopsy  Eindings,  Demonstration  of  Specimen,”  by  Herbert 
Thomas  Brooks,  M.D.,  Memphis. 

To  open  discussion:  M.  C.  McGannon,  IM.D.,  Nashville;  A.  A. 
Eggstein,  M.D.,  Nashville. 

36.  “ Splenectomy  for  Banti’s  Disease,”  by  \V.  D.  Haggard,  M.D.,  Nash- 

ville. 

To  open  discussion:  T.  D.  Hollowa)’,  M.D.,  Knoxville. 
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37.  “ Practical  Electro-Therapeutics,”  by  J.  M.  King,  M.D.,  Nashville. 

To  open  discussion;  E.  M.  Holmes,  M.D.,  Murfreesboro. 

38.  “A  New  Species  of  Streptothrix  in  a Case  of  Rat-bite  Fever,”  by 

William  Litterer,  M.D.,  Nashville. 

To  open  discussion:  Marcus  Haase,  Memphis. 

39.  “ Physiology  and  Its  Relation  to  Surgery,”  by  E.  Dunbar  Newell,  M.D., 

Chattanooga. 

To  open  discussion:  L.  W.  Haskell,  M.D.,  Memphis. 

40.  “ Operative  Treatment  for  the  Cure  of  Hernia,”  by  W.  A.  Bryan,  M.D., 

Nashville. 

To  open  discussion:  J.  L.  McGehee,  Memphis. 

41.  “ Our  Views  on  Christian  Science,”  by  G.  E.  Horton,  M.D.,  Wartrace. 

To  open  discussion:  Gus  Shipley,  M.D.,  Athens. 

42.  “ The  Treatment  of  Fractures,”  by  E.  A.  Sayers,  M.D.,  Nashville. 

To  open  discussion:  S.  R.  Miller,  M.D.,  Knoxville. 

43.  “Acute  Meningitis  in  Infancy  and  Childhood,”  by  R.  H.  Perry,  M.D., 

Nashville. 

To  open  discussion:  K.  S.  Howlett,  M.D.,  Franklin. 

44.  “ State  Regulation  of  the  Practice  of  Medicine  as  an  Educational  Prob- 

lem,” by  Frederick  R.  Green,  M.D.,  Chicago. 

45.  “The  Diagnosis  and  Treatment  of  Pneumonia,”  by  J.  S.  Campbell, 

Gordonsville. 

To  open  discussion:  G.  E.  Campbell,  Elizabethton. 

46.  “ Consideration  of  Backward  Displacements  of  the  Uterus,”  by  J.  F. 

Gallagher,  M.D.,  Memphis. 

To  open  discussion;  J.  P.  Tillery,  M.D.,  Knoxville. 

47.  “A  New  Theory  as  to  the  Cause  and  Cure  of  Pellagra,”  by  C.  J.  Car- 

michael, M.D.,  Knoxville. 


To  open  discussion:  J.  P.  Jelks,  M.D.,  Memphis. 

48.  , by  D.  L.  Flanary,  M.D.,  Dyersburg. 

To  open  discussion: 

49.  , by  W.  S.  Lawrence,  M.D.,  Memphis. 

To  open  discussion;  Howard  King,  M.D.,  Nashville. 
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PROGRAM  OF  THE  SECTION  ON  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  APRIL  3,  4. 

Tuesday,  8 P.M. 

President’s  Address,  Charles  Huff  Davis,  M.D.,  Knoxville. 

1.  “ Glaucoma,”  by  E.  C.  Ellett,  M.D.,  Memphis. 

To  open  discussion:  G.  C.  Savage,  M.D.,  Nashville. 

WEDNESDAY,  9 A.M. 

2.  “Trachoma,  with  Special  Reference  to  the  Treatment  with  the  Bulga- 

rian Bacillus,”  by  J.  P.  Crawford,  M.D.,  Nashville. 

3.  “ Inflammations  of  the  Conjunctiva  Resembling  Trachoma,”  by  C.  J. 

Broyles,  M.D.,  Johnson  City. 

To  open  discussion:  G.  S.  Hayes,  IM.D.,  Greeneville,  and  O.  Dula- 
ney, M.D.,  Dyersburg. 

4.  “ Laryngoscopy  and  Bronchoscopy,”  by  R.  C.  Lynch,  M.D.,  New  Or- 

leans, La. 

To  open  discussion:  Louis  Levy,  IM.D.,  Memphis. 

5.  “Angioma  of  the  Larynx,  with  Report  of  a Case,”  by  Richmond  Mc- 

Kinney, M.D.,  Memphis. 

To  open  discussion:  George  E.  Vaughn,  M.D.,  Clarksville. 

6.  “ Gonorrheal  Ophthalmia,”  by  J.  T.  Herron,  M.D.,  Jackson. 

To  open  discussion:  A.  F.  Richards,  IM.D.,  Sparta. 

Wednesday,  2 P.M. 

7.  “ Etiology  of  the  Catarrhal  and  Suppurative  Inflammations  of  the 

Nasal  Accessory  Sinuses,”  by  J.  McChesney  Hogshead,  IM.D.,  Chat- 
tanooga. 

8.  “ Symptoms  and  Diagnosis  of  the  Catarrhal  and  Suppurative  Inflam- 

mations of  the  Nasal  Accessory  Sinuses,”  by  Hilliard  Wood,  IM.D., 

Nashville. 

9.  “ Treatment  and  Prognosis  of  the  Catarrhal  and  Suppurative  Inflam- 

mations of  the  Nasal  Accessory  Sinuses,”  by  Herschell  Ezell,  M.D., 

Nashville. 

To  open  discussion:  W.  G.  Kennon,  M.D.,  Nashville;  G.  B.  Gil- 
lespie, M.D.,  Covington ; and  J.  H.  Kincaid,  IM.D.,  Knoxville. 

10.  “A  New  Theory  on  Hay  Fever,”  by  Thomas  P.  IMiller,  IM.D.,  Knoxville. 

To  open  discussion:  L.  IM.  Scott,  IM.D.,  Jellico. 

11.  “A  Discussion  of  the  Simple  and  Radical  IMastoid  Operations,”  by  H. 

E.  Christenberry,  M.D.,  Knoxville. 

To  open  discussion:  W.  W.  Hill,  IM.D.,  Harriman. 

12.  “ Ophthalmic  Conditions  Secondary  to  Infection  in  Other  Parts  of  the 

Body,”  by  O.  Dulaney,  M.D.,  Dyersburg. 

To  open  discussion:  M.  M.  Cullom,  IM.D.,  Nashville. 

One-half  an  hour  preceding  the  morning  and  afternoon  sessions  on 
Wednesday  will  be  given  to  the  exhibition  of  new  instruments. 

If  you  have  a rare  and  interesting  case,  come  prepared  to  report  it,  and 
you  will  be  given  the  opportunity  to  do  so. 

l=v-  
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THE  NASHVILLE  MEETING. 

The  time— April  3,  4,  and  5 — Tuesday, 

Wednesday,  and  Thursday. 

The  place — Nashville,  Tenn. 

The  attendance — from  five  to  seven  hundred 
of  the  best  doctors  in  the  state. 

The  place  of  meetings — the  Y.  M.  C.  A.  Build- 
ing, corner  Seventh  Avenue,  North,  and  Union 
Street. 

The  time  of  opening — 10  o’clock,  Tuesday 
morning,  April  3. 

The  program — a good  one,  contributed  to  by 
some  fifty  members  of  the  Tennessee  State  Med- 
ical Association  and  three  distinguished  guests 
from  Southern  states. 

The  Committee  of  Arrangements — Drs.  J.  F. 
Gallagher  (chairman),  Perry  Bromberg,  R.  A. 
Barr,  R.  E.  Fort,  Duncan  Eve,  Jr. 

The  Committee  on  Entertainment — the  Nash- 
ville Academy  of  Medicine  and  Davidson  County 
Medical  Society.  If  you  don’t  see  what  you 
want,  ask  for  it — so  long  as  it’s  something  dry. 
Blame  the  “ bone-dry  ” law  for  this  restriction. 

The  House  of  Delegates — -will  meet  twice 
daily,  in  the  Y.  M.  C.  A.  Building,  on  the  same 
floor  as  that  on  which  the  hall  where  the  general 
sessions  are  held  is  located. 

The  Eye,  Ear,  Nose,  and  Throat  Section — will 
meet  in  the  same  building  as  that  in  which  other 
meetings  are  held. 

The  papers — will  be  limited  to  twenty  minutes 
(except  those  of  invited  guests). 

The  discussion — will  be  open  to  any  member 
in  good  standing,  and  a special  invitation  is  here- 
by extended  to  each  member  to  “ start  some- 
thing.” 

The  Secretary — will  be  at  your  service  for 
whatever  he  can  do  for  you.  So  will  every  other 
member  of  the  Nashville  Academy. 


OUR  INVITED  GUESTS. 

The  Tennessee  State  Medical  Association  has 
had  the  pleasure  of  hearing  addresses  at  its  annual 
meetings  from  most  distinguished  men  from  New 
York,  Chicago,  Baltimore,  Boston,  Cleveland,  and 
other  Northern  and  Eastern  centers,  and  always 
these  addresses  have  added  very  greatly  to  the 
value  of  the  scientific  programs.  This  year  the 
Program  Committee  has  invited  two  very  able 
Southern  gentlemen — Dr.  E.  G.  Ballenger,  of 
Atlanta,  and  Dr.  J.  S.  McLester,  of  Birming- 
ham— to  appear  before  the  association  at  the 
Nashville  meeting,  and  we  take  very  great  pleas- 
ure in  announcing  to  our  members  that  these  in- 
vitations have  been  accepted. 

Dr.  Ballenger  is  one  of  the  South’s  ablest 
genito-urinary  surgeons.  His  paper  before  the 
Section  on  Surgery  of  the  Southern  Medical  As- 
sociation was  one  of  the  features  of  the  Atlanta 
meeting,  illustrated  as  it  was  with  most  excellent 
moving  pictures,  which  were  remarkable  in  that 
they  showed  the  interior  of  the  urinary  bladder. 
Dr.  Ballenger’s  address  at  Nashville  will  also  be 
illustrated  with  moving  pictures  which  he  has 
made.  Dr.  Ballenger  will  appear  before  the  asso- 
ciation on  the  evening  of  the  first  day  of  the 
meeting. 

Dr.  J.  S.  McLester  is  one  of  the  most  widely 
known  internists  in  the  South.  His  address  at 
Nashville  will  be  the  feature  of  the  program  of 
the  second  day,  and  will  be  on  “ Syphilis  and  In- 
ternal Medicine.”  There  can  be  none  in  all  our 
membership  who  is  not  interested  in  this  great 
subject,  which  overshadows  all  others  in  impor- 
tance at  the  present  time.  We  feel  sure  that 
the  members  of  the  association  generally  will  be 
delighted  with  Dr.  McLester ’s  choice  of  subjects, 
and  equally  sure  that  all  who  hear  him  will  be 
greatly  pleased  with  the  address  and  with  the 
man. 

A very  hearty  welcome  awaits  Drs.  Ballenger 
and  McLester  from  the  Tennessee  State  Medical 
Association. 


SEND  IN  THE  TITLE  OF  YOUR  PAPER. 

If  you  desire  to  present  a paper  at  the  coming 
annual  meeting  of  the  State  Association,  please 
forward  the  title  thereof  to  the  Secretary  at 
once.  The  preliminary  program  appears  in  this 
Journal,  made  up  of  titles  which  have  already 
been  forwarded.  The  Program  Committee  is  ex- 
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tremely  anxious  to  have  the  very  best  program 
possible — one  that  will  be  representative  of  the 
high  character  of  the  scientific  medical  men  of 
Tennessee.  To  this  end  an  invitation  is  hereby 
extended  to  all  members  of  the  association  who 
may  feel  that  they  have  something  worth  pre- 
senting to  contribute  to  this  program.  It  is  ear- 
nestly desired  that  every  man  whose  name  is 
on  the  program  shall  have  an  opportunity  for  a 
good  hearing.  For  this  reason  all  contributors 
are  asked  to  keep  their  papers  within  the  time 
limit  of  twenty  minutes,  to  be  on  hand  when  their 
papers  are  called,  and  not  to  ask  to  be  heard  if 
not  present  when  called  according  to  the  printed 
program.  There  will  be  no  going  back  for  the 
sake  of  men  tvho  are  out  of  pocket  zvhen  their 
papers  are  called.  It  is  hoped  that  discussions 
will  start  promptly,  that  what  is  said  will  be  to 
the  point,  and  that  they  will  be  participated  in  by 
a reasonably  large  number  of  the  members. 


ILLUSTRATIONS  WITH  PAPERS  ON 
PROGRAM. 

For  those  who  desire  to  use  plates,  charts,  or 
other  illustrations  in  connection  with  the  papers 
read  at  the  Nashville  meeting,  a lantern  will  be 
available.  This  lantern  will  throw  illustrations 
upon  a screen,  and  either  slides  or  pictures  may 
he  used.  X-ray  plates  will  be  properly  shown. 
All  contributors  to  the  program  are  urged  to 
bring  and  to  utilize  any  illustrations  which  they 
feel  will  add  to  the  value  of  papers.  A moving- 
picture  machine  will  also  be  available  for  use? 
We  ask  only  that  the  Secretar}'  be  notified  that 
the  lantern  will  be  needed  in  connection  with  the 
reading  of  such  papers. 


THE  COMMITTEE  ON  ARRANGE^IENTS. 

Dr.  J.  F.  Gallagher,  chairman,  and  Drs.  R.  A. 
Barr,  R.  E.  Eort,  Perry  Bromberg,  and  Duncan 
Eve,  Jr.,  compose  the  Committee  on  Arrange- 
ments of  the  Nashville  Academy  of  Medicine 
and  Davidson  County  IMedical  Society,  which  will 
have  charge  of  all  local  afi’airs  pertaining  to  the 
coming  annual  meeting  of  the  Tennessee  State 
IMedical  Association. 


HOW  EAR  IN  EAIRNESS? 

To  hold  a degree  in  the  American  College  of 
Surgeons,  it  seems  to  be  necessary  for  the  fel- 
lows to  subscribe  a generous  sum  to  the  endow- 
ment of  the  college,  which  endowment,  we  un- 
derstand, has  reached  a considerable  number  of 
thousands.  It  has  been  generally  known  that  the 
College  of  Surgeons  has  for  some  time  had  un- 
der consideration  the  matter  of  grading  hospitals 
in  the  United  States.  It  now  appears  that  from 
the  abundance  of  money  which  the  college  has 
in  hand,  the  sum  of  $20,000,  to  be  supplemented 
by  an  equal  amount  from  one  of  our  well- 
financed  “ foundations,”  is  to  be  expended  in 
this  work,  and  that  the  preliminary  inspection  of 
the  hospitals  of  the  country  will  soon  be  begun. 

It  has  also  been  generally  known  that  the 
Council  on  IMedical  Education  of  the  American 
Medical  Association  has  had  in  mind  a somewhat 
similar  scheme,  to  the  end  that  a fifth  medical 
year,  to  be  spent  in  hospital  service,  be  added  to 
the  present  curriculum  before  the  degree  of  Doc- 
tor of  Medicine  can  be  conferred  upon  students 
by  medical  schools  to  be  classified  as  “A”  Grade 
schools.  This  added  year  will,  no  doubt,  be 
required  in  the  near  future,  notwithstanding  that 
two  years  of  college  work  in  chemistry,  ph3'sics. 
biolog)',  and  one  modern  language  will  be  de- 
manded as  a minimum  entrance  requirement  to 
medical  schools  in  “ Class  A”  in  1918.  In  other 
words,  in  the  next  few  years,  seven  years  of  med- 
ical work  will  be  required  of  young  men  who 
desire  to  enter  the  practice  of  medicine.  For 
the  placing  of  these  two  years  in  chemistry,  biol- 
ogy, physics,  and  language  in  a recognized  col- 
lege of  arts  and  sciences  is  begging  the  question, 
because  these  subjects  now  constitute  a special 
course,  tbe  so-called  “ premedical  years.”  Under 
the  present  plan  by  the  various  State  Boards  of 
IMedical  Examiners  of  recognizing  only  grad- 
uates of  “ Class  A”  medical  schools,  and  the 
council  being  both  judge  and  jury  as  to  what  shall 
constitute  a “ Class  A”  school,  the  various  med- 
ical schools  and  their  constituents  must  conform 
to  the  prescribed  regulations  or  forego  the  teach- 
ing or  studying  of  medicine. 

It  will  be  seen  that  the  council’s  power  in  this 
direction  at  present  is  unlimited,  and  it  is  hoped 
that  this  power  will  be  exercised  only  for  what 
is  for  the  best.  That  such  a condition  could 
come  about  without  a single  statute,  either  of 
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government  or  state,  bearing  directly  on  the  mat- 
ter, bears  eloquent  testimony  of  skillful  manage- 
ment and  what  implied  promises — or,  rather, 
hope — of  financial  aid  will  do.  It  is  really  be- 
coming pitiful  to  see  medical  schools  attempting 
to  conform  to  the  requirements  of  the  council  and 
running  up  a deficit  each  year  with  the  for- 
lorn (?)  hope  that  the  richly  endowed  founda- 
tions of  education  in  the  East  will,  in  time,  come 
to  their  rescue. 

There  can  be  hut  one  real  explanation  for  this 
condition,  and  that  is  that  medical  education  was 
so  poor  in  this  country  ten  or  fifteen  years  ago 
that  something  very  radical  had  to  be  done.  But 
there  are  men — educators,  in  fact — who,  per- 
haps, are  better  acquainted  with  conditions  in 
the  South  than  are  the  gentlemen  who  made  these 
regulations,  and  who  believe  that  the  advanced 
requirements  are  out  of  all  proportion  to  the  eco- 
nomic and  educational  conditions  in  the  South. 
Such  being  the  case,  the  schools  in  more  favored 
sections  of  the  country — e.  g.,  the  East — are 
placed  at  an  overwhelming  advantage.  The  point 
is  this : That  betterment  in  medical  education  is 
to  be  most  earnestly  desired,  but  not  to  the  great 
detriment  of  one  section  and  to  the  great  advan- 
tage of  another. 

With  this  more  or  less  recent  history  of  the 
classification  of  medical  schools  in  mind,  it  is  in- 
teresting to  speculate  as  to  just  what  plan  the 
American  College  of  Surgeons  will  pursue  in  the 
classification  of  hospitals.  Manifestly,  if  the  de- 
sideratum is  the  training  of  physicians,  a large 
general  hospital  is  best ; ergo,  the  small  hospital 
must  go.  It  is  not  believed  by  many  that  this  will 
be  easily  accomplished,  for  it  must  he  remem- 
bered that  neither  pupils  nor  nurses  nor  internes 
are  absolutely  necessary  for  the  successful  oper- 
ation of  a small  hospital.  Nor  do  the  patients 
discharged  from  a hospital  have  to  have  a state 
board  pass  on  their  bill  of  health. 

Within  recent  years  small  hospitals  have  been 
established  in  numerous  towns.  Around  Nash- 
! ville,  Lebanon,  Clarksville,  Columbia,  Paris,  Dy- 
ersburg,  Morristown,  Tenn.,  and  Hopkinsville 
and  Franklin,  Ky.,  may  be  mentioned.  These 
' hospitals  are  believed  to  be  veritable  boons  to 
i both  the  physicians  and  the  people  in  their  re- 
i spective  communities,  and  it  is  inconceivable  that 
i they  shall  be  deprived  of  these  advantages  by 
I arbitrary  gradings  by  self-appointed  authority  in 
i the  name  of  the  advancement  of  education.  It 


may  be  said  that  the  care  of  patients  is  not  as 
efficient  in  the  small  hospitals  as  in  the  larger 
hospitals  in  the  cities,  but  the  answer  to  that  is 
that  the  care  in  the  larger  hospitals  in  some  sec- 
tions of  the  country  is  not  as  efficient  as  in  other 
sections  where  there  are  still  larger  hospitals ; 
but,  even  at  that,  a hospital  is  better  than  no  hos- 
pital. 

The  grading  of  the  larger  hospitals  will  also  be 
fraught  with  difficulties.  It  is  to  be  remembered 
that  by  far  tbe  greater  number  of  these  hospitals 
are  owned  by  the  state,  the  city,  or  by  private 
organizations,  tbe  last  being,  for  the  most  part, 
religious  bodies.  It  is  not  conceivable  that  coei'- 
cion,  by  the  withholding  of  internes  or  refusal 
to  license  nurses  or  dependent  upon  whether  or 
not  members  of  the  staff  are  fellows  in  some  self- 
governed  surgical  organization,  will  be  effective 
in  shaping  the  policy  of  such  institutions.  Let 
us  have  better  trained  physicians  and  let  us  have 
better  equipped  hospitals,  to  the  end  that  every 
suffering  soul  shall  be  given  the  very  best  chance 
to  be  brought  back  to  health  and  know  again  the 
joy  of  living;  but  let  our  attempts  at  attaining  to 
the  perfect  be  tempered  by  just  recognition  of  tbe 
inherent  rights  of  our  fellow-men. 


A NEW  SOCIETY. 

The  Nashville  Society  of  Ophthalmology  and 
Oto-Laryngology  was  recently  organized,  with  a 
membership  embracing  every  member  of  the 
Nashville  profession  who  devotes  himself  to  spe- 
cial practice  on  the  eye,  ear,  and  throat.  Dr. 
Leslie  Bryan,  the  Secretary,  is  the  only  perma- 
nent officer  of  the  society.  Monthly  meetings 
are  held  at  the  offices  of  members.  The  member 
at  whose  office  the  society  meets  is  the  chairman 
for  that  meeting.  No  papers  are  read,  but  only 
clinical  reports  are  presented — preferably  with 
the  patients  themselves.  The  organization  of  this 
new  body  is  but  another  evidence  of  the  scien- 
tific progressiveness  of  our  Tennessee  physicians 
who  are  giving  their  time  to  work  in  chosen  spe- 
cialties. 


THE  JOURNAL  OF  UROLOGY. 

A “ newcomer  ” into  the  field  of  medical  and 
surgical  journalism  is  The  Journal  of  Urology, 
edited  by  Hugh  Hampton  Young,  with  the  as- 
sistance of  an  “ Executive  Editorial  Committee  ” 
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composed  of  twenty-one  of  the  most  able  sur- 
geons in  America.  The  first  number  of  this  new 
periodical  has  gone  into  circulation,  and  none  but 
the  very  best  impressions  can  be  received  from 
its  examination. 

The  announcement  by  the  publishers  states : 
“ The  Journal  of  Urology — Experimental,  Med- 
ical, and  Surgical — has  been  founded  with  the 
intention  that  it  shall  become  the  archives  in  the 
United  States  for  papers  dealing  with  the  uri- 
nary tract  and  correlated  subjects.”  We  pre- 
dict that  the  purposes  for  which  the  Journal  of 
Urology  was  founded  will  be  brilliantly  accom- 
plished. 


AN  HONORED  MEMBER. 

A few  months  ago  a list  of  the  members  of 
the  Tennessee  State  Medical  Association  was 
published  in  the  Journal.  The  name  of  one  of 
our  oldest  and  well-loved  members — one  who 
has  served  as  President,  Secretary,  and  in  other 
official  positions — was  omitted.  We  wish  now 
to  apologize  to  the  association  for  the  omission 
and  to  announce  to  the  whole  medical  world  that 
that  old  “ war  horse  ” of  Tennessee  medicine. 
Dr.  Deering  J.  Roberts,  is  and  has  been  all  the 
time  a member  in  good  standing  in  the  Tennes- 
see State  Medical  Association,  whose  history  he 
has  helped  to  make  and  whose  interests  have 
been  sacred  to  him.  May  time  deal  kindly  with 
him,  and  may  he  be  yet  long  spared  to  continue 
his  membership  in  the  association  and  to  con- 
tinue his  wise  counsel  in  its  affairs. 


EYE,  EAR,  NOSE,  AND  THROAT 
SECTION. 

The  second  annual  meeting  of  the  Section  on 
Ophthalmology  and  Otolaryngology  of  the  Ten- 
nessee State  Medical  Association  will  be  held  in 
Nashville,  beginning  at  8 P.M.,  Tuesday,  April 
3.  The  sessions  will  continue  through  the  morn- 
ing and  afternoon  of  the  next  day.  The  pre- 
liminary program  will  be  found  in  another  col- 
umn of  this  issue. 

The  first  meeting  of  this  section  was  held  last 
April ; and  while  the  attendance  was  much 
smaller  than  it  should  have  been,  the  meeting 
was  a very  profitable  and  enjoyable  affair.  It  is 
to  be  hoi)ed  that  the  coming  meeting  will  be  a 


larger  and  better  one  in  every  way,  and  there  is 
no  reason  why  it  should  not  be.  The  meeting 
will  be  a failure  unless  the  men  interested  in  this 
line  of  work  attend  and  take  part  in  the  pro- 
gram. Make  up  your  mind  now  to  attend ; and 
if  you  are  not  in  the  program,  discuss  the  papers 
that  are  presented  by  other  men. 

As  a preliminary,  the  Nashville  Society  of 
Ophthalmology  and  Otolaryngology  will  enter- 
tain the  visiting  members  at  dinner  Tuesday 
evening  at  6 o’clock.  Be  sure  to  come.  Boost 
the  meeting.  E.  L.  Roberts,  Secretary. 
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MEMPHIS  SOCIETY  OF  OPHTHALMOL- 
OGY AND  OTOLARYNGOLOGY. 

Janu.\ry  9.  1917. 

Dr.  H.  F.  iMinor  in  the  chair. 

Optic  Neuritis,  Relieved  by  a Decompression 
Operation. 

Dr.  Ellett  presented  H.  K.,  aged  eighteen, 
seen  September  11,  1911,  complaining  of  con- 
stant frontal  headaches  for  one  month  and 
blurred  vision.  O.  D.  20-30,  O.  S.  20-30.  In 
both  eyes  a few  small  linear  hemorrhages  were 
seen  near  the  disk,  and  the  retina  was  slightly 
edematous.  In  the  right  eye  a large  hemorrhage 
on  the  disk  covered  about  one-fifth  of  it.  Urine 
normal.  With  -f-  .50  cy.  ax  90°,  he  saw  20-20  + 
with  each  eye. 

September  20 : Swelling  of  retina  and  disk. 
R.  1.  D.,  L.  2.  D.  Homonymous  diplopia  and 
slight  ptosis.  Pupils  and  ocular  movements  nor- 
mal. Complains  of  headache,  vomiting,  and  diz- 
ziness when  standing. 

October  5 : Nerve  swollen  2.  D.  R.  and  3.  D.  L. 
The  right  disk  shows  more  distension  of  the 
lymph  sheaths  and  a few  hemorrhages.  Has 
diplopia,  slight  convergence  of  O.  D.,  and  the 
right  pupil  is  dilated.  Ocular  movements,  fields, 
and  tension  normal.  In  consultation  with  his 
physician.  Dr.  Meyer,  and  Dr.  Somerville,  a di- 
agnosis of  cerebellar  tumor  was  made  and  the 
patient  referred  to  Dr.  Cushing,  then  of  Balti- 
more. He  agreed  as  to  the  diagnosis,  and  made 
a suboccipital  decompression  on  October  13. 

November  5 ; Optic  neuritis,  with  two  or  three 
D.  of  swelling ; more  marked  in  O.  S. ; no  head- 
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ache ; no  diplopia ; no  ptosis.  Pupils  equal  and 
normal. 

November  24:  Vision  20-20  M.  each  eye. 

January  3,  1912 : No  swelling  of  disk. 

October  8 : Physiological  cups  visible.  Pupil 
6 m.m.,  equal  and  normal. 

December  17 : Fields  as  shown  on  chart. 

October  28,  1915:  Sees  20-20  and  J.  1.  The 
right  nerve  is  blurred  at  the  nasal  edge. 

Present  condition : Eyes  normal  except  the 
lymph  sheaths  on  the  disk  are  overfull,  espe- 
cially O.  D. 

Dr.  Hooker  wanted  to  know  about  tuberosity 
on  right  side  of  skull.  It  seems  most  marked 
on  that  side.  Was  it  as  marked  before  the  oper- 
ation ? 

Dr.  Blue,  in  speaking  of  the  case,  said  this 
was,  indeed,  a good  result  after  operation,  espe- 
cially as  there  was  no  atrophy  of  nerve  heads. 
This  shows  the  need  of  doing  the  operation  early. 

Dr.  Simpson  wanted  to  know  if  Wassermann 
and  tuberculin  tests  were  made.  Question  as  to 
what  tumor  was.  Some  cases  might  have  al- 
most as  remarkable  results  from  606.  Unusual 
final  result,  no  matter  what  the  cause  of  the  con- 
dition was. 

Dr.  Ellett,  in  closing  the  discussion,  said  that 
he  did  not  remember  about  the  tuberosity.  Does 
not  know  about  the  tuberculin  or  Wassermann 
tests,  as  he  only  saw  the  case  in  consultation  for 
eye  condition.  Thinks  same  was  done,  but  not 
sure,  as  he  has  no  report  of  same. 

Retino-Choroiditis. 

Dr.  Lewis  presented  Mrs.  C.,  white,  aged  fifty- 
one.  Complains  of  progressive  loss  of  vision  in 
both  eyes.  Began  in  left  eye  eight  years  ago. 
Right  eye  was  fairly  good  until  about  one  3’ear 
ago.  Family  history  negative.  Has  eight  healthy 
children  living.  Lost  her  first  and  third  children 
in  infancy.  Her  health  is  good,  and  always  has 
been  so.  Denies  syphilis.  Says  she  sees  all 
kinds  of  light  flashes  and  fireworks  in  her  eyes, 
and  has  ever  since  the  trouble  started.  This  is 
worse  at  night  when  her  eyes  are  closed. 

Ophthalmoscopy  shows  the  disk  of  left  eye 
dimly  outlined  and  of  a dirty,  grayish-red  color. 
The  retinal  vessels  show  marked  contraction. 
The  retina  is  thin  and  pale,  denoting  atrophy. 
At  many  points  the  choroidal  vessels  are  plainly 
seen,  and  at  several  these  show  sclerosis.  Pig- 
ment deposits  are  scattered  throughout  the  ret- 


ina, but  are  more  abundant  around  the  macula 
region.  In  many  places  the  pigment  is  seen  cov- 
ering the  retinal  vessels.  Peripherally,  the  pig- 
ment is  arranged  similar  to  its  arrangement  in 
retinitis  pigmentosa.  The  right  eye  presents 
nearly  the  same  ophthalmoscopic  picture,  but  the 
disease  has  not  progressed  quite  so  far,  and  the 
sclerosis  of  the  chroroidal  vessels  is  absent. 

Dr.  Ellett  said  he  would  like  to  call  attention 
to  the  very  excellent  example  of  sclerosis  of  the 
choroidal  vessels,  seen  in  the  left  eye  between  the 
macula  and  disk,  since  such  a picture  is  not  com- 
mon. The  eye  grounds  would  seem  to  be  those 
of  chorio-retinal  degeneration,  the  choroid  par- 
ticipating as  shown  by  the  sclerosed  choroidal 
vessels  and  by  many  rounded  areas  of  dissemi- 
nated choroiditis,  especially  in  the  right  eye.  He 
asked  if  Wassermann  and  tuberculin  tests  had 
been  made. 

Dr.  Fagin  said  it  was  very  interesting  to  see 
how  the  choroidal  pigment  had  migrated  and 
formed  on  top  of  retinal  vessels. 

Dr.  Lewis,  in  closing,  said  that  he  had  just 
seen  the  patient  to-day,  and  had  not  had  a chance 
to  make  Wassermann  and  tuberculin  tests. 
Could  report  later  as  to  findings. 

Optic  Atrophy. 

Dr.  Stanford  presented  Alcorn  Watson,  col- 
ored, aged  thirty-seven.  Came  to  the  office  on 
January  8,  1917,  complaining  of  failing  vision 
for  four  or  five  months.  He  also  complains  of 
some  pain  in  the  right  eye. 

Examination  shows  the  eyes  clear,  the  pupils 
normal,  and  the  anterior  chambers  normal. 

The  vision  was  O.  D.  3-200,  O.  S.  15-200. 

Ophthalmoscopic  examination  revealed  clear 
media,  disks  a little  pale  and  showing  deep 
physiological  cups  (about  8 D.).  The  rest  of  the 
fundus  was  apparently  normal. 

The  fields  were  markedly  contracted,  espe- 
cially the  right.  In  the  right  eye  the  patient  had 
no  color  vision.  Tension  normal. 

He  gave  a history  of  having  had  syphilis  seven 
years  ago. 

The  diagnosis  was  simple  optic  atrophy.  The 
cupping  is  interesting  on  account  of  the  unusual 
depth. 

Dr.  Ellett  thought  the  field  and  the  ophthal- 
moscopic pictures  were  in  perfect  harmony,  since 
the  case  seemed  to  him  to  be  one  of  primary 
optic  atrophy,  with  an  abnormally  large  physio- 
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logical  cup.  The  cup  did  not  extend  to  the 
periphery  of  the  disk,  and  the  nerve  fibers  around 
it  were  distinctly  atrophic.  The  field  was  the 
typical  contracted  field  of  optic  atrophy,  just  as 
we  see  in  glaucoma,  for  instance — a contraction 
due  to  optic  atrophy,  though  here  the  contraction 
is  not  usually  concentric.  The  central  scotoma 
in  legions  of  the  nerve  was  usually,  in  his  expe- 
rience, due  to  atrophy  of  the  central  temporal 
quadrant  of  the  nerve,  the  so-called  “ papillo- 
mascular  bundle,”  as  seen  in  toxic  amblyopia. 

Dr.  Fagin  said  this  cupping  would  seem  to  be 
physiological,  and  not  pathological,  because  ves- 
sels do  not  drop  over.  Cupping  seems  to  be  to 
the  side  of  the  vessels. 

Dr.  Hooper  thought  this  a remarkably  clear 
case  for  the  ophthalmoscope.  He  thought  the 
same  should  show  a central  scotoma  instead  of 
narrowing  of  field. 

Dr.  Stanford,  in  closing,  said  tension  had  only 
been  taken  with  fingers  and  was  apparently  nor- 
mal. The  case,  to  his  mind,  is  one  of  optic  atro- 
phy, with  deep  physiological  cup. 

Glaucoma,  Relieved  by  the  La  Gk.\nge 
Operation. 

Dr.  Ellett  reported  the  following  case : 

Mr.  A.  V.,  aged  forty-three,  was  seen  first  in 
1908,  with  a history  of  recent  poor  vision  in  the 
right  eye.  He  had  had  syphilis  twenty  years  be- 
fore. Vision  O.  D.  20-200,  O.  S.  20-20.  The 
right  nerve  was  atrophic  and  cupped ; vessels 
normal.  Left  nerve  very  white,  with  large  cup. 
It  was  not  clear  that  this  was  pathological.  The 
pupils,  tension,  and  anterior  chamber  were  nor- 
mal. Right  pupil  reacts  directly  and  consensu- 
ally,  but  left  does  not  react  consensually.  Knee 
jerks  normal.  The  tonsils  were  enlarged  and  the 
septum  deflected.  The  hearing  is  failing.  He 
was  treated  for  several  months  with  iodides  and 
sweats,  and  the  vision  of  the  right  eye  improved 
to  20-60  partly.  There  was  no  change  in  the 
pupils,  and  the  fields  were  as  shown  on  chart 
No.  1.  The  tension  in  the  right  eye  was  then  + 1. 
Pilocarpin  locally  was  added  to  the  treatment. 
A month  later,  vision  20-50.  Operation  on  the 
right  eye  was  advised.  I did  not  see  the  patient 
again  for  two  years. 

January  5,  1911:  Had  been  under  treatment 
in  St.  Louis.  The  tonsils  were  removed  and  the 
septum  operated,  with  excellent  results.  He 
had  had  no  local  eye  treatment,  but  much 


strj'chnine  and  iodides.  Vision  O.  D.  pk,  O.  S. 
20-30.  Both  nerves  were  pale  and  cupped ; ten- 
sion — , more  so  in  right  eye.  Pupils  active. 
Eserine  contracted  the  pupils  and  reduced  ten- 
sion, and  vision  became  20-20  in  O.  S.  In  Feb- 
ruary he  had  a slight  inflammatory  attack  in 
O.  D. 

April  10:  O.  S.  20-20.  Fields  as  in  chart  No. 
2.  At  my  advice,  he  went  to  Chicago  for  consul- 
tation, and  both  Dr.  Wilder  and  Dr.  Casey  Wood 
made  a diagnosis  of  glaucoma.  He  also  saw  Dr. 
Schneider,  of  Vlilwaukee,  who  gave  the  same 
diagnosis.  The  Wassermann,  made  now  for  the 
first  time,  was  negative. 

May  4,  1911:  Iridosclerectomy,  according  to 
La  Grange,  on  the  right  eye. 

May  10:  Same  left  eye. 

May  29:  Normal  operative  recovery.  In  O.  S. 
vision  20-25,  with  + 50  = — 5 ax  90.  One 
iritic  adhesion  in  each  eye  and  some  pigment  on 
capsule  of  lens. 

June  12:  Fields  as  in  chart  No.  3. 

November  27 : Tension  normal  to  fingers. 

February  6,  1913:  Tension  O.D.  60,  O.  S. 
22-28  (Gradle). 

December  15,  1914:  Vision  O.  S.  25-25  and 
J-  11.  with  glasses.  Field  as  shown.  Tension 
57  and  24  (Gradle). 

]\Iay  29,  1915:  Tension  52  and  24. 

November  3 : Vision  25-25,  with  glasses. 

Patient  died  in  December,  1916.  As  the  re- 
sult of  the  operation,  his  vision,  field,  and  ten- 
sion in  the  left  eye  were  held  at  a standstill  for 
five  and  a half  years. 

A Case  Presenting  Symptoms  of  Thrombosis 
OF  THE  Lateral  Sinus. 

Dr.  Ellett  reported  the  following: 

In  February,  1904,  Air.  P.,  aged  about  forty, 
consulted  me  for  a pain  in  his  forehead  of  three 
or  four  days’  duration,  following  cold.  There 
was  a profuse  golden-yellow  discharge  from  the 
nose,  which  came  from  under  the  middle  turbi- 
nate. Transillumination  was  negative.  He 
promptly  recovered ; and  on  December  2,  PDS, 
I saw  him  again  with  similar  symptoms  of  four 
or  five  days’  duration,  with  profuse  discharge 
from  the  right  nostril.  On  the  night  of  the  1st 
the  right  ear  began  to  pain.  There  was  i)us  com- 
ing from  under  the  right  middle  turbinate,  and 
the  right  antrum  was  dark.  The  right  niem- 
brana  tympani  showed  evidences  of  acute  in- 
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flammation,  and  was  incised.  The  pus  which 
escaped  did  not  show  any  organisms  in  the 
smear.  For  two  weeks  the  ear  continued  to  run, 
and  the  patient  had  an  anxious  look  and  sallow 
color.  On  the  morning  of  the  13th,  at  2 o’clock, 
he  had  a chill.  At  10  o’clock  the  temperature 
was  99  degrees,  and  he  had  no  pain.  There  was 
a slight  antral  tenderness,  the  canal  was  swollen 
on  the  posterior  wall,  and  there  was  still  a slight 
discharge.  I have  no  note  of  the  nasal  condi- 
tion or  of  the  maxillary  antrum.  At  11  A.M. 
he  had  a chill,  and  the  temperature  went  to  103^ 
degrees.  The  blood  showed  leucocytosis  and  no 
malarial  organisms.  Urine  1030,  cloudy  from 
phosphates  and  urates.  No  albumen  or  pus.  A 
diagnosis  of  sinus  thrombosis  was  made  and  op- 
eration urged.  It  was  declined ; and  when  I saw 
the  patient  last,  on  the  18th,  he  was  at  work, 
but  still  had  pain  in  the  ear  and  some  discharge, 
but  no  more  chills  or  fever. 

Tansley’s  Operation  for  Unilateral  Ptosis. 

Dr.  Ellett  reported  the  following  case : 

Tansley’s  operation  for  unilateral  ptosis  in  a 
boy  nine  years  old.  He  prefers,  as  a rule,  to  do 
a Motais  operation,  but  in  this  case  it  was  not 
applicable  on  account  of  the  paralysis  of  the  su- 
perior rectus  muscle.  Photographs  were  shown 
to  illustrate  the  result. 

Sarcoma  of  the  Nasopharynx. 

Dr.  A.  C.  Lewis  reported  the  following  case : 

Miss  M.,  aged  twenty-five  years,  was  sent  to 
me  on  December  21,  1916,  with  the  following 
history : Last  June  the  left  ear  became  suddenly 
closed,  causing  a sensation  of  fullness  and  deaf- 
ness in  that  ear.  This  was  followed  by  pain, 
neuralgic  in  character,  and  almost  continuous 
throughout  the  left  side  of  her  head.  Cannot 
sleep  at  night  without  some  kind  of  a drug.  Her 
father  is  a physician,  and  she  has  been  treated 
continuously  by  a number  of  doctors  and  special- 
ists of  different  kinds.  Her  left  eardrum  was 
congested  and  thickened,  and  showed  a small 
scar  below,  where  a paracentesis  had  recently 
been  done. 

With  a nasopharyngeal  mirror,  an  irregular- 
shaped tumor  from  15  to  20  m.m.  in  diameter 
was  seen  growing  from  and  covering  the  mouth 
of  the  Eustachian  tube.  A piece  of  this  was  re- 
moved and  sent  to  the  pathologist  (Dr.  William 


Krauss)  for  diagnosis.  He  reported  small, 
round-cell  sarcoma. 

We  advised  her  father  to  send  the  patient  to 
Johns  Hopkins  Hospital  for  Dr.  Howard  Kel- 
ly’s radium  treatment,  which  he  did  at  once. 
Dr.  Kelly  has  reported  to  the  young  lady’s  fa- 
ther a most  gratifying  improvement,  and  thinks 
she  has  a good  chance  to  recover. 

Empyema  of  the  Left  Antrum. 

Dr.  Richmond  McKinney  reported  the  case  of 
a woman,  aged  thirty,  who  had  come  to  his  serv- 
ice at  the  Baptist  Memorial  Hospital  some  three 
years  ago,  with  an  empyema  of  the  left  antrum, 
which  she  had  had  for  several  years.  This  had 
been  treated  by  a dentist  in  her  home  town,  in 
Mississippi,  by  irrigation  through  an  opening 
made  into  the  antrum  after  extraction  of  the 
second  bicuspid.  This  treatment  proved  unsuc- 
cessful, the  discharge  continuing  profuse,  with 
considerable  swelling  of  the  tissues  over  the  an- 
trum and  a regular  septic  temperature  rise.  Op- 
eration by  Dr.  McKinney  at  this  time  consisted 
of  the  customary  opening  through  the  canine 
fossa,  the  opening  being  made  large  enough  to 
introduce  the  little  finger  readily,  with  curette- 
ment  of  the  entire  cavity.  The  outer  antral  wall 
was  found  very  necrotic,  breaking  down  with  the 
slightest  pressure,  and  the  cavity  was  filled  with 
foul-smelling  pus.  The  anterior  half  of  the  in- 
ferior turbinate  was  removed  and  a large  counter 
opening  made  for  drainage.  The  external  wound 
was  closed  with  sutures.  The  woman  left  the 
hospital  after  three  weeks,  practically  well,  on 
the  road  to  recovery. 

A few  days  ago  this  patient  returned  to  the 
hospital,  stating  that  she  had  done  very  well  un- 
til recently,  when  she  seemed  to  have  a return  of 
the  old  trouble.  There  was  considerable  swell- 
ing of  the  face,  with  discharge  of  foul-smelling 
pus  from  the  opening  into  the  inferior  meatus, 
which  had  remained  quite  patent.  A radio- 
graph made  by  Dr.  Lawrence  revealed  a pecul- 
iar condition.  Lying  in  the  antrum,  across  the 
floor,  was  what  appeared  to  be  a small  tube ; 
and  upon  further  inquiry  of  the  patient  it  was 
learned  that  the  dentist  had  irrigated  through 
this  tube,  which  had  been  placed  in  the  opening 
up  through  the  superior  maxilla  for  drainage,  but 
that  she  had  not  noticed  its  disappearance.  The 
antrum  again  was  entered  externally,  as  before, 
curetted  very  thofoughly,  a great  deal  of  floe- 
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culent,  foul-smelling  pus  being  drained  out,  and 
a gold  tube  removed  from  the  antrum,  it  lying 
as  shown  by  the  radiograph.  The  opening  into 
the  inferior  meatus  being  amply  large  for  drain- 
age, the  external  wound  was  closed  with  suture ; 
and  the  patient  now  is  doing  quite  satisfactorily, 
daily  irrigation  through  the  nose  being  prac- 
ticed. 

Dr.  McKinney  said  that  he  did  not  know 
whether  this  tube  was  in  the  antrum  at  the  time 
of  the  previous  operation  or  not,  for  no  radio- 
graph was  obtained  at  that  time,  and  the  patient 
does  not  give  a very  clear  history  from  which 
this  could  be  determined.  Two  or  three  very 
necrotic  teeth  were  extracted  from  the  diseased 
side  by  him  at  the  time  of  the  first  operation, 
and  he  scarcely  regards  it  as  probable  that  the 
tube  could  have  been  in  the  original  opening 
made  by  the  dentist  at  that  time  without  his  hav- 
ing seen  it ; ^and,  furthermore,  he  could  not  un- 
derstand, in  view  of  the  thorough  curettage 
given  the  antrum  at  the  first  operation,  how  the 
tube  could  have  failed  to  have  come  away  if  it 
had  then  been  in  the  position  in  which  it  was 
found  at  the  time  of  the  second  operation.  Also 
he  marvels  that  it  did  not  come  away  through 
the  large  opening  into  the  inferior  meatus,  but 
presumes  that  this  was  due  to  the  fact  that,  al- 
though it  was  made  of  very  thin  gold,  it  was 
sufficiently  heavy  to  hug  the  floor  of  the  antrum 
and  not  float  out  with  the  pus.  The  case  em- 
phasizes the  value,  with  which,  of  course,  all  are 
conversant,  of  having  a radiograph  prior  to  all 
sinus  operations. 
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THE  DIAGNOSIS  AND  TREATAIENT  OF  AB- 
NORMALITIES OF  MYOCARDIAL  FUNCTION. 
With  special  reference  to  the  use  of  graphic  meth- 
ods. By  T.  Stuart  Hart,  A.M.,  M.D.,  Assistant  Pro- 
fessor of  Clinical  Medicine  in  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University;  Visiting 
Physician  to  the  Presbyterian  Hospital  in  the  city  of 
New  York.  Illustrated  with  248  engravings,  240  of 
which  are  original.  The  Rebman  Company,  New 
York.  1917. 

In  the  preparation  of  this  work  the  author  has  drawn 
largely  from  his  own  extensive  work  in  cardiac  dis- 
eases. The  numerous  references  to  the  writings  of 
many  other  investigators  in  this  field  show  a careful 
study  of  the  existing  literature.  As  a result,  he  pre- 
sents in  brief  form  the  gist  of  the  present  knowledge 
of  myocardial  conditions.  Each  day  the  value  of  the 


polygram  and  the  electrocardiogram  is  being  better  ap- 
preciated ; and  a perusal  of  this  book  not  only  empha- 
sizes their  importance  as  diagnostic  aids,  but  stimu- 
lates a desire  for  a better  knowledge  of  them.  While 
much  space  has  been  devoted  to  graphic  methods,  the 
clinical  side  has  been  so  handled  that  this  work  is  of 
especial  interest  to  the  busy  practitioner.  The  matter 
of  treatment  of  myocardial  conditions  is  fully  dis- 
cussed, and  in  this,  as  in  the  matter  of  diagnosis,  the 
author  lays  great  stress,  and  rightly  so,  upon  the  indi- 
vidualization of  all  heart  affections.  The  book  is  well 
written,  very  readable,  and  is  well  worth  the  careful 
consideration  of  those  interested  in  internal  medicine. 


PRACTICAL  MEDICAL  SERIES.  1916.  Volume 
IX.  Skin  and  Venereal  Diseases.  Edited  by  O.  S. 
Ormsby,  M.D.,  and  James  H.  Mitchell,  M.D.,  Year- 
book Publishers,  Chicago. 

This  is  a very  splendid  review  of  the  1916  literature 
on  subjects  pertaining  to  diseases  of  the  skin  and  ve- 
nereal diseases.  Some  splendid  illustrations  are  included, 
and  greatly  increase  the  value  of  this  volume.  The  in- 
dex is  well  compiled.  The  editors’  notes  are  not  as  fre- 
quent in  this  volume  as  in  others  of  this  “ Series,” 
which  is  to  be  regretted. 


CLINICAL  AND  LABORATORY  TECHNIC.  By 
H.  L.  McNeil,  A.B.,  M.D.,  Adjunct  Professor  of 
Aledicine  and  Instructor  in  Physical  Diagnosis,  Uni- 
versity of  Texas  Medical  School,  Galveston,  Texas. 
Ninety-six  pages,  illustrated.  Limp  cloth.  The  C.  V. 
Mosby  Company,  St.  Louis,  AIo.  1916. 

In  this  manual  the  author  emphasizes  the  importance 
of  careful  history  taking  and  thorough  physical  exami- 
nation. The  technic  of  the  ordinary  laboratory  tests  is 
described  clearly  in  the  fewest  possible  words.  The  in- 
terpretation of  the  findings  is  left  to  the  user,  the  au- 
thor assuming  that  the  diagnostic  value  of  these  find- 
ings is  appreciated  by  the  user.  As  a handy  laboratory 
guide,  this  book  is  a valuable  work  for  both  students 
and  the  busy  practitioner. 


PRACTICAL  URANALYSIS.  By  B.  G.  R.  Williams, 
AI.D.,  Director  of  Wabash  Valley  Research  Labora- 
tory, author  of  “ Laboratory  Methods,”  etc.  One 
hundred  and  forty-two  pages,  illustrated.  Limp 
cloth.  The  C.  V.  Mosby  Company,  St.  Louis,  Mo. 
1916. 

This  is  a brief  outline  of  uranalj'sis.  The  various 
urinary  tests  are  given,  and  the  author  has  well  noted 
in  many  instances  the  causes  for  error  in  the  interpre- 
tation of  findings.  He  has  also  brought  out  many 
minor  points  of  importance  that  are  often  overlooked 
in  performing  urine  examinations.  A careful  study 
of  this  manual  should  help  all  to  more  accurate  work 
in  this  particular  field. 
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THE  TREND  OE  THE  TIMES  IN 
MEDICINE  AND  SURGERY.* 

By  Ch.^rles  Norris  Cowden,  M.D., 
Nashville. 

Tradition  and  precept  have  decreed  that  I,  as 
your  presiding  officer,  shall  address  you  upon 
this  occasion,  and  from  this  decree  there  .seems 
to  be  no  honorable  way  of  escape.  I have  been 
full  of  doubt  and  misgivings  as  to  my  ability  to 
serve  you  in  this  capacity,  and  I shall  feel,  as 
doubtless  you  will  also,  a sensation  of  relief 
when  the  ordeal  is  over. 

Eirst,  permit  me  to  acknowledge  again  my 
sincerest  and  most  heartfelt  appreciation  of  the 
distinguished  honor  that  you  conferred  upon  me 
last  year  at  Knoxville  when  you  elected  me  your 
President  for  the  ensuing  year.  To  be  counted 
by  the  members  of  this  association  as  fit,  even  to 
a very  limited  degree,  to  occupy  this  position 
that  has  been  made  honorable  by  great  men  in 
Tennessee  who  have  filled  it  and  whose  presence 
at  our  annual  assemblies  we  are  still  permitted 
to  enjoy,  and  which,  too,  has  been  made  illus- 
trious and  hallowed  by  the  immortals  who  have 
gone  on  before  and  are  now  resting  from  their 
labors  “ ’neath  the  shade  of  the  trees,”  is  a sig- 
nal honor  to  any  one,  and  in  this  instance,  I fear, 
an  unmerited  one.  All  that  I can  ask  is  that  you 
believe  that  I have  done  the  best  that  I could 
and  that  you  throw  the  mantle  of  charity  around 
my  shortcomings. 

The  selection  of  my  subject  was  no  small  task, 
for  I felt  myself  barred  from  the  wide  range  of 
topics  which  form  the  basis  of  discussion  in 
the  regular  meetings.  If  I felt  myself  capable, 
I did  not  deem  it  the  better  part  of  wisdom  to 

•Presidential  address,  delivered  before  the  Tennessee  State 
Medical  Association  at  Nashville,  April,  1917. 


delve  into  some  technical  or  scientific  subject 
simply  to  magnify  the  office  or  attempt  to  dis- 
play knowledge  and  erudition  which  I very  much 
fear  that  I do  not  possess.  These  addresses 
sometimes  take  the  form  of  reminiscences,  in 
which  we  try  to  revive  the  past  through  which 
we  have  toiled  and  labored ; but  not  being  old 
enough  to  reminisce  interestingly,  I thought  I 
would  cast  into  the  future  and  see  if  I could  not 
foretell  by  the  signboards  of  the  present  the 
trend  of  the  times  in  regard  to  the  questions  in 
which  we  are  all  so  vitally  interested. 

Each  age  has  had  its  problems  to  work,  and 
at  the  end  of  time  there  will  be  found  men  eager 
and  ready  if  need  be  to  yield  up  tbeir  lives  in 
their  solution.  Although  our  profession  has 
achieved  many  victories  in  the  past,  they  act  only 
as  an  incentive  to  stimulate  us  to  greater  effort 
in  the  solution  of  many  questions  of  vital  im- 
portance concerning  which  we  are  standing  on 
the  very  threshold.  Ours  is  a rich  heritage,  for 
we  are  living  in  a great  age  in  the  history  of  med- 
icine and  surgery ; but  the  deeds,  the  accomplish- 
ments, and  the  preparation  of  yesterday  will  not 
suffice  for  to-morrow — nay,  not  even  for  to-day. 

Thought  is  changing.  Theories  are  being  up- 
rooted. Science  is  being  rewritten,  and  a man 
must  run  as  fast  as  he  can  to  stay  where  he  is. 
He  must  keep  abreast  of  the  age,  and  his 
thoughts  must  be  in  the  present  tense,  even  down 
to  the  very  last  moment  of  time.  If  not,  one  is 
handicapped,  run  over  by  the  spirit  of  progress, 
and  must  go  on  the  shelf  with  old  musty,  out-of- 
date  volumes  of  yesterday.  The  day  of  the 
dreamer  is  past,  and  no  one  knows  this  better 
than  the  doctor  of  medicine.  His  mission  is  age- 
old  and  world-wide.  Medicine  touches  every 
phase  of  human  existence,  and  it  is  alike  neces- 
sary to  the  savage  in  the  jungle  as  it  is  to  the 
highest  degree  of  civilization.  It  is  the  one  uni- 
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versal  doorway  by  which  you  can  reach  all  man- 
kind. It  began  with  the  creation  of  man  and 
will  cease  with  the  end  of  time,  when  it  will  sign 
the  death  certificate  of  the  world. 

The  members  of  our  profession  are  only  units 
in  the  great  plan  for  the  healing  of  the  nations, 
and  they  have  played  the  role  of  “ stars  ” in  many 
of  the  dramas  in  the  history  of  the  world.  They 
come  upon  the  stage  of  action.  They  play  in  a 
cooperative  way,  interpret  every  phase  of  human 
experience,  strive  to  leave  all  their  best  wisdom 
to  their  understudies,  make  their  exits,  and 
crave,  above  all  things  else,  to  have  it  said  that 
they  lived  to  bless  mankind. 

The  long  and  intimate  acquaintance  of  the 
doctor  with  the  lights  and  shadows  of  humanity 
gives  him  a rich  fund  of  experience  that  fills 
every  day  of  his  busy  life  full  to  the  brim,  and 
these  experiences  can  never  be  duplicated  or 
erased  from  his  memory.  They  are  gathered 
from  the  hut  or  the  hovel,  where  the  withered 
hand  of  poverty  and  want  is  oft  outstretched  in 
gratitude  for  services  rendered  in  dire  distress ; 
or  from  the  homes  of  affluence  and  plenty,  where 
his  ministrations  are  equally  estimated  at  their 
true  worth  and  call  forth  the  same  degree  of 
gratitude.  This  homage  is  rendered  alike  to  the 
high  and  low  in  our  professional  ranks.  There 
has  never  been  a doctor,  no  matter  howiittle  skill 
and  ability  he  may  have  possessed,  but  that  to 
some  one  has  been  the  greatest  physician  in  the 
world.  It  is  this  implicit  confidence  and  trust 
in  us  from  our  patients  that  calls  forth  in  every 
true  physician  the  very  best  effort  that  he  can 
command  or  put  forth.  They  have  trusted  us 
with  their  all ; can  any  one  deny  them  all — yea, 
more  than  all — in  return?  This  is  the  highest 
conception  of  our  duty,  and  no  one  within  our 
ranks  has  failed  to  feel  its  mighty  clutch  upon  his 
heart.  Here  is  where  we,  as  a profession,  tower 
far  above  any  other  profession  or  calling.  The 
Hippocratic  oath,  penned  far  back  in  the  distant 
past,  has  spanned  all  of  the  centuries  and  come 
down  to  us  laden  with  a responsibility  imposed 
upon  us  by  the  father  of  our  science,  binding  us 
by  a stipulation  and  an  oath,  according  to  the 
law  of  medicine,  that  we  inqiart  all  the  knowl- 
edge that  we  possess  to  our  jirofessional  breth- 
ren. Education  and  enlightenment  have  been  the 
foundation  of  our  science  since  its  birth,  and  this 
is  why  Hippocrates  made  it  obligatory  to  teach 
everything  we  know  to  each  other. 


The  trend  of  the  times  has  always  been  to- 
ward higher  education  and  better  mental  equip- 
ment, and  to  this  end  the  last  decade  has  out- 
stripped any  century  in  real  advancement.  In 
1904  the  American  Medical  Association  estab- 
lished what  is  known  as  the  Council  on  IMed- 
ical  Education,  the  object  being  to  elevate  the 
standard  of  medical  teaching.  Since  its  incep- 
tion it  has  endeavored  in  every  way  to  raise 
standards,  and  as  a result  of  its  labors  there  has 
been  constant  improvement.  Particularly  has 
this  been  true  in  the  last  few  years.  Commercial 
medical  schools  were  being  conducted  all  over 
this  country,  and  they  were  flooding  the  profes- 
sion with  numbers  of  incompetent  men.  Upon 
investigation,  the  council  found  that  there  were 
one  hundred  and  sixty-six  medical  colleges  in 
the  United  States,  with  an  average  yearly  at- 
tendance of  twenty-eight  thousand  students  and 
with  six  thousand  graduates  each  year.  Of  this 
six  thousand,  only  six  per  cent  were  from  high- 
standard  colleges.  To-day  they  tell  us  that  we 
have  only  ninety-five  colleges,  with  higher  and 
better  entrance  requirements,  with  stronger  staffs 
of  full-time  expert  teachers,  more  and  better 
equipped  laboratories,  and  more  abundant  clin- 
ical material  found  in  up-to-date  hospitals.  All 
the  council  found  necessary  to  remedy  the  evil 
was  to  start  an  impartial,  thorough  investigation 
of  the  faculties  of  the  different  schools,  the  ex- 
tent and  efficiency  of  their  laboratories  and  hos- 
pital facilities,  etc.,  and  to  give  the  facts  to  the 
public  by  wide  publication.  They  had  not  the 
slightest  degree  of  legal  power  to  obtain  an  in- 
vestigation of  any  college,  nor  to  enforce  any 
suggestion  or  demand ; but  they  had  a righteous 
cause,  and  they  had  behind  them  seventy  thou- 
sand medical  men  in  this  country  who  saw  the 
truthfulness  of  their  plea.  No  institution  could 
resist,  much  less  defy,  the  purposes  and  motives 
of  such  a body.  Every  one  believes  that  the 
graduates  of  to-day  are  not  only  better  qualified 
in  the  science  of  medicine  than  those  of  ten  years 
ago,  but  they  have,  because  of  tbe  college  re- 
cjuirements,  a broader  foundation  upon  which  to 
build.  Tbis  ideal  standard  to  which  the}-  aspire 
embraces  four  years  in  high  school  and  college, 
four  years  in  a high-grade  medical  school,  and 
a year  as  interne  in  a hospital.  This  takes  nine 
years  of  a young  man’s  life  in  preparation  before 
he  can  even  start  on  his  career.  Right  here,  in 
my  humble  way,  I want  to  sound  a note  of  warn- 
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ing — not  that  I do  not  believe  in  higher  educa- 
tion, but  that  I believe  it  is  of  paramount  impor- 
tance to  every  man  that  he  should  complete  his 
education  and  begin  his  life  work  before  he  is 
twenty-five  years  old. 

To  be  a nonproducer,  or  dependent  upon  some 
one  else,  at  an  age  when  a man  can  be  both  pro- 
ductive and  independent,  is  not  in  keeping  with 
the  true  American  spirit.  All  a college  can  do 
for  a man  is  to  train  his  mind  to  think,  and  then 
give  him  the  broad  principles  of  the  science  that 
he  has  elected  to  follow  and  let  him  blaze  away 
to  new  fields.  If  he  be  only  crammed  full  of 
the  practices  of  to-day,  he  awakens  to-morrow 
and  finds  that  the  world  has  moved  on  apace. 
If  he  tarry  too  long  at  the  fountain,  all  his  prob- 
lems will  have  been  solved  for  him  and  he  will 
be  sent  in  a straight  line  to  the  end  of  his  career, 
with  nothing  to  do  but  to  put  into  effect  that 
which  has  been  poured  into  him  like  filling  a jug. 
He  has  been  cast  in  a mold  and  represents  the 
finished  product  at  the  very  threshold  of  his  life. 
I would  have  you  recall,  if  you  please,  the  words 
of  Tyndall:  “ The  greatest  discoveries  of  science 
have  been  made  by  men  who  have  left  the  region 
of  the  known  and  groped  in  the  darkness  for 
the  unknown  and  followed  the  imagination  in 
the  paths  of  the  unseen.” 

I looked  up  the  educational  attainments  of  the 
greatest  body  of  scientific  medical  men  in  this 
country,  and  found  on  examination  that  only 
six  per  cent  had  more  than  “ M.D.”  after  their 
names ; and  they  are  the  men  who  are  making 
and  writing  surgical  history  of  this  country  to- 
day. I do  not  for  a moment  believe  they  are 
doing  it  because  they  did  not  have  their  degrees, 
but  they  are  doing  it  with  the  old  Norseman’s 
slogan : “ Find  a way  or  make  one.”  Every  one 
knows  that  the  cost  of  maintaining  one  of  these 
high-standard  medical  schools  has  been  enor- 
mously increased,  and  the  high-standard  entrance 
requirements  have  very  materially  diminished 
the  number  of  students  that  will  seek  a medical 
education.  This  excess  of  expenditure  over  in- 
come from  tuition  has  been  met,  in  a measure, 
by  state  appropriations,  by  private  gifts,  or  by 
rich  endowments.  In  this  way  the  argument 
used  by  those  who  would  perpetuate  the  low- 
standard  college — namely,  that  the  poor  boy 
would  no  longer  be  able  to  obtain  a medical  ed- 

iucation,  that  a medical  aristocracy  would  be  built 
up  for  the  sons  of  the  rich,  that  after  endowing 


the  college,  in  order  to  maintain  the  high  ideal, 
they  would  have  to  also  endow  the  boy — has  all 
been  met,  it  is  claimed,  and  refuted.  To  meet 
this  phase  of  the  subject,  free  scholarships,  based 
upon  genuine  merit,  have  been  arranged  in  some 
of  these  institutions  for  the  deserving  and  needy 
student,  and  a boy  that  shows  a willing  spirit  to 
go  to  the  front  can  always  obtain  aid.  This 
plan  should  be  encouraged  and  fostered,  because 
the  moment  you  place  a medical  education  be- 
yond the  reach  of  any  but  the  man  with  plenty 
of  means  you  rob  the  world  of  some  of  its  most 
promising  talent.  Genius  does  not  ofttimes 
thrive  amid  “ flowery  beds  of  ease,”  but  rather 
in  the  crucible  of  penury  and  want.  In  the 
school  of  bitter  adversity  it  is  ofttimes  polished 
and  burnished  till  its  scintillations  dazzle  the 
world. 

That  there  is  now,  and  possibly  always  has 
been,  a scarcity  of  medical  men  far  back  in  the 
rural  districts  is  a fact  that  will  have  to  be  ad- 
mitted by  all ; but  it  is  questionable,  however, 
whether  the  low-standard  school  would  have  ever 
remedied  this,  for  the  inducements  here  are  not 
even  sufficient  for  a poorly  equipped  man,  and 
it  is  clear  that  no  physician  will  stay  in  a com- 
munity where  a living  cannot  be  made.  Tele- 
phones, automobiles,  and  better  roads  have 
brought  these  communities  in  close  touch  with 
the  medical  profession  of  the  towns,  and  this 
gives  them  access  to  a better  equipped  doctor 
than  heretofore.  The  goal,  perhaps,  has  not 
been  reached  yet  in  medical  education,  or,  at 
least,  if  it  has,  ’tis  only  on  paper.  I would  here 
again  sound  a faint  note  of  warning.  Let  us 
mark  time  for  a while,  try  this  new  order  of 
things,  and  see  if  this  product  of  the  higher  ed- 
ucational ideal  will  be  an  improvement  on  the 
old. 

I am  in  favor  of  higher  education ; but,  in  my 
humble  judgment,  there  is  danger  here,  like  there 
is  with  “ higher  criticism,”  of  matters  being  car- 
ried into  a realm  far  removed  from  the  actual  or 
practical  into  one  speculative,  chimerical,  or  hy- 
pothetical. I would  remind  you  that  high  ideals 
and  lofty  purposes  alone  are  not  the  driving 
power  that  moves  this  world.  Without  toil  and 
without  labor,  without  long  years  of  earnest  ef- 
fort and  honest  endeavor,  without  willingness  to 
make  great  sacrifice,  no  success  is  possible.  The 
student  of  medicine,  after  he  leaves  the  college 
and  hospital,  must  run  his  course  with  patience 
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and  long-suffering.  There  is  no  surer  road  to 
hopeless  mediocrity  than  that  which  leads  a 
young  physician  into  an  active  practice  before  he 
is  ripe  for  it.  He  who,  after  his  term  of  prep- 
aration, works  patiently  year  by  year,  observing 
disease  at  the  bedside,  groping  and  yearning  after 
unsolved  problems  with  eagerness  of  soul,  is  lay- 
ing the  unshakable  foundation  of  a successful 
career,  no  matter  if  he  can’t  write  but  one  degree 
after  his  name.  He  need  have  no  anxiety 
about  the  future,  either  as  to  money  or  profes- 
sional standing.  The  world  needs  and  is  seeking 
for  the  man  who  can  render  the  highest  grade  of 
service. 

The  trend  of  the  times  is  not  only  toward  the 
standardization  of  the  medical  school,  but  also 
toward  the  standardization  of  the  man.  Partic- 
ularly is  this  true  of  the  surgeon.  The  old  sur- 
gery dealt  mainly  with  the  stanching  of  hemor- 
rhage and  the  healing  of  wounds,  the  reduction 
of  dislocations  and  fractures  and  the  removal  of 
tumors.  All  this  kind  of  surgery  was  compara- 
tively simple,  and  could  be  comprehended  by  any 
one  without  very  much  special  preparation.  The 
surgery  of  to-day  deals  with  the  intricate  prob- 
lems of  tissue  repair  and  reconstruction,  with 
minute  anatomy  and  physiology,  and  the  resto- 
ration of  function  connected  with  all  the  organs 
of  the  body,  irrespective  of  their  vital  signifi- 
cance. It  has  to  do  with  the  newer  pathology 
of  disease.  As  you  can  readily  see,  this  kind  of 
work  demands  surgeons  of  thorough  education, 
special  training,  and  finished  technic.  Sir  Joseph 
Lister  with  his  aseptic  surgery  opened  the  way, 
and  the  unleashed  genius  of  the  surgical  world 
has  surmounted  almost  every  obstacle  and  given 
us  our  modern  surgery,  which  is  the  wonder  and 
marvel  of  the  age.  It  has  swept  on  and  on  to 
dizzy  heights,  even  to  the  very  citadel  of  life 
itself,  until  we  almost  stand  appalled  at  the  work 
of  our  handicraft.  The  public,  who  is  a party 
very  much  interested  in  this  whole  question,  has 
heretofore  had  no  standard  by  which  they  could 
measure  a man’s  ability  as  an  internist  or  a 
surgeon.  It  is  a well-known  fact  that  men  in 
every  community  are  operating  who  have  no 
right  to  take  human  life  into  their  hands.  This 
does  not  apply  to  the  general  practitioner,  who, 
in  an  emergency,  to  the  best  of  his  ability  oper- 
ates in  an  attempt  to  save  life,  but  to  those 
who,  without  any  special  preparation  or  train- 
ing, operate  in  order  to  increase  their  income. 


and  who  undertake  to  do  that  which  should 
be  done  only  by  a skillful  surgeon.  They  do  not 
realize  that  surgery  is  a scientific  specialty,  extra 
hazardous  in  its  nature.  In  this  day  of  advance- 
ment, none  should  pose  as  a surgeon  who  has 
not  fitted  himself  for  this  kind  of  work.  Nobody 
objects  to  any  one  being  a surgeon,  but  the  pub- 
lic has  the  right  and  should  demand  of  the  sur- 
geon the  highest  degree  of  mental,  moral,  physi- 
cal, and  technical  equipment.  The  standard  of 
the  surgeon  should  be  elevated  above  the  plane 
of  the  seeker  after  gain,  and  the  public  and  the 
profession  should  hail  with  delight  any  move- 
ment that  offers  to  elevate  the  tone  and  quality 
of  the  American  surgeon. 

To  this  end  and  for  this  purpose  was  organ- 
ized a few  years  ago  the  American  College  of 
Surgeons.  It  was  organized  to  fill  a distinct 
need,  and  is  well  abreast  of  the  time.  Its  aim 
and  its  purposes  were  so  well  presented  by  the 
first  president.  Dr.  John  M.  T.  Finney,  in  his 
inaugural  address  at  Chicago,  that  I quote  his 
exact  words : “ The  aim  of  this  new  organization 
and  the  reason  for  its  existence  lie  in  its  disin- 
terested and  unselfish  efforts  to  elevate  the  stand- 
ard of  the  profession,  moral  as  well  as  intellec- 
tual ; to  encourage  and  foster  research ; to  edu- 
cate the  public  up  to  the  idea  that  there  is  a dif- 
ference between  the  honest,  conscientious,  edu- 
cated, well-trained  surgeon  and  the  purely  com- 
mercial operator,  the  charlatan,  and  the  quack. 
Furthermore,  the  term  ‘ surgeon  ’ means  more 
than  a suave  manner,  a glib  tongue,  a private 
hospital,  a press  agent,  and  the  all-too-easily- 
acquired  diploma.  The  standardization  of  sur- 
gery is  absolutely  essential  to  guard  the  public 
against  such  as  these,  as  well  as  to  preserve  the 
honor  of  the  guild  itself.  So  far  as  the  public  is 
concerned,  it  is  necessary  to  protect  it  from  the 
wolves  in  sheep’s  clothing,  from  those  who  would 
prostitute  their  high  office  for  the  purpose  of 
gain,  from  the  ignorant  and  the  untrained,  and 
from  those  who  by  reason  of  the  lack  of  sur- 
gical judgment  and  skill  are  incompetent.  That 
such  are  present  in  considerable  numbers  in  our 
profession  and  that  they  continue  to  ply  their  ne- 
farious trade  in  every  community  of  any  size, 
with  reckless  disregard  of  the  consequences,  un- 
fortunately, cannot  be  denied.  Are  we  to  sit  idly 
by  while  the  fair  name  and  fame  of  our  profes- 
sion are  being  dishonored  and  deliled?  Is  there 
nothing  we  can  do  to  protect  the  public  and  our- 
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selves?  The  American  College  of  Surgeons  has 
been  called  into  being  as  an  active,  vigorous, 
virile  protest  upon  the  part  of  the  profession  it- 
self against  this  unhappy  state  of  affairs.” 

In  these  few  simple  words  by  Dr.  Finney  is 
stated  the  object  and  purpose  of  the  American 
College  of  Surgeons.  As  you  see,  their  object 
and  aim  is  to  set  a high  standard  for  American 
surgeons  and  then  demand  that  surgeons  live  up 
to  it.  Can  any  one  deny  that  their  plea  is  a just 
one?  They  do  not  limit  their  membership  to 
men  of  age  and  wide  experience,  but  tbe  doorway 
is  wide  open  to  every  one  that  measures  up.  to 
the  standard,  and  the  standard  is  within  the 
reach  of  all.  They  recognize  eagerly  the  pro- 
gressive, well-educated  young  surgeon  who  has 
had  the  necessary  training  and  hospital  expe- 
rience to  meet  the  requirements  of  the  college, 
for  it  is  upon  these  young  men  that  depends  the 
future  success  of  the  endeavor.  Mistakes  have 
been  made  by  admitting  some  who  should  not 
have  been  and  by  barring  some  that  should 
have  been  admitted ; but  the  board  of  regents  is 
composed  of  our  best  men,  and  they  are  put- 
ting into  the  institution  almost  superhuman  en- 
deavor. They  do  not  intend  to  create  a clan,  a 
click,  or  a combine  to  give  any  man  or  set  of  men 
advantage  over  another,  but  hold  up  before  the 
world  the  high  ideals  to  which  we  aspire.  Nei- 
ther do  they  say  that  every  good  surgeon  that  is 
eligible  is  a fellow  of  the  college  or  that  all  who 
are  not  fellows  are  unfit.  They  do  say,  how- 
ever, when  they  do  put  their  stamp  on  the  man 
that  they  indorse  him  and  recommend  him  to  the 
public  as  c|ualified  to  do  good  modern  surgery. 
We  may  fall  short  of  the  ideal,  but  this  is  no  ar- 
gument that  no  standard  should  be  raised  at  all. 
The  “ holier  than  thou  ” or  the  idea  of  a plu- 
tocracy is  farthest  from  their  thoughts.  They 
are  striving  for  a democracy,  but  one  that  towers 
far  above  the  vision  of  the  commercial  operator 
or  comprehension  of  the  unfit.  This  is  a great 
work  undertaken  by  a great  body  of  men,  has  al- 
ready accomplished  some  good,  and  is,  in  a meas- 
ure, fulfilling  the  expectations  of  its  sponsors. 
One  of  the  things  that  it  has  done  has  been  to  lay 
bare  the  pernicious  practice  of  fee  splitting.  The 
positive  stand  the  college  has  taken  upon  this 
question  alone  more  than  justifies  its  existence. 
What  has  been  attempted  for  the  American  sur- 
geon is  now  being  done  for  the  American  physi- 
cian. The  College  of  American  Physicians  is  at 


the  present  time  being  organized,  and  justly  mer- 
its success. 

Along  with  the  movements  for  the  standardi- 
zation of  medical  schools,  physicians,  and  sur- 
geons should  be  mentioned  another  for  the 
standardization  of  their  workshop,  the  hospital. 
Is  there  any  reason  why  this  also  should  not  be 
done?  The  time  is  past  when  you  can  put  a few 
beds  in  a dwelling,  with  a sterilizer  and  an  oper- 
ating table,  and  call  it  a “ hospital.”  A hos- 
pital of  to-day  means  a well-equipped  institu- 
tion, thoroughly  organized  in  every  department, 
that  has  as  its  main  feature  the  modern  labora- 
tory under  the  care  of  competent  pathologists 
and  bacteriologists.  X-ray  apparatus,  and  modern 
operating-room  equipment.  Add  to  this  a staff 
composed  of  skilled  men  who  are  honestly  living 
up  to  the  highest  conception  of  the  purpose  of 
the  hospital — i.  e.,  the  relief  of  suffering  human- 
ity and  the  training  of  medical  students  and 
nurses — and  you  have  the  ideal  hospital  that  the 
profession  and  the  public  are  demanding. 

The  public  is  learning  to  discriminate  between 
the  good  and  the  indifferent,  and  is  beginning  to 
realize  that  a palatial  operating  room  and  elab- 
orate bedroom  furniture  does  not  always  mean  a 
careful  diagnosis,  well-trained  nursing,  and  effi- 
cient bedside  attention.  The  hospitals  that  are 
first  to  read  and  heed  the  signs  of  the  times  will 
save  themselves  a rude  awakening  to  the  fact 
that  the  better  class  of  doctors  and  the  better 
class  of  patients  are  seeking  better  equipped  and 
better  managed  institutions.  Team  work  is  be- 
coming more  and  more  effectual,  and  the  pace  is 
so  rapid  at  the  present  that  few  men  are  to  be 
found  wbo  can  at  one  and  the  same  time  fill  all 
the  positions. 

Everybody  recognizes  that  the  modern  hospital 
is  a factor  of  great  importance  in  the  affairs  of 
every  community.  The  financial  burden  of  most 
hospitals  is  a matter  of  grave  concern.  The 
question  in  the  city  is  how  to  better  equip  and 
increase  the  efficiency  of  the  hospital,  and,  in  the 
smaller  towns  and  cities,  whether  one  can  be 
started  and  maintained.  In  small  communities 
far  removed  from  the  large  centers  the  small  hos- 
pital, furnished  as  far  as  possible  with  modern 
equipment,  with  a staff  composed,  of  five  or  six 
members  of  the  local  profession,  all  pulling  to- 
gether and  striving  to  fit  themselves  in  a special 
way  in  some  branch  of  the  practice,  is  a step  far 
in  advance  of  no  hospital  at  all,  and  one  that 
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can  be  made  a success.  The  man  that  undertakes 
one  single-handed  and  alone,  no  matter  where 
located,  faces  a tremendous  burden,  for  he  comes 
in  competition  along  many  lines  wherein  he  is  not 
well  trained. 

Everybody  to-day  realizes  and  feels  that  the 
practice  of  medicine,  with  all  of  its  scientific 
scope,  is  fast  becoming  highly  specialized.  While 
the  majority  of  people  with  ordinary  diseases 
are  satisfactorily  and  efficiently  treated  by  the 
family  physician,  as  soon  as  they  become  seri- 
ously sick  with  any  one  of  the  large  number  of 
ailments,  with  complications,  they  are  no  longer 
satisfied  in  the  hands  of  the  average  doctor,  and 
they  are  demanding  that  they  be  given  the  ben- 
efit of  the  expert  specialist  and  the  modern  hos- 
pital. The  family  physician  without  access  to 
these  institutions  realizes  that  he  is  handicapped 
and  is  himself  anxious  to  shift  the  responsibility. 
Some  one  has  said  that  only  two  classes  are  to 
be  found  in  our  hospitals — the  poor  and  the 
rich.  If  the  patient  is  poor,  he  can  be  referred 
to  a public  ward  in  the  hospital  and  get  all  the 
benefits  for  nothing  or  for  a small  hospital  fee ; 
if  he  be  a man  of  large  means,  of  course  he  has 
no  difficulty;  but  if  the  patient  is  a member  of 
that  largest  class — those  in  moderate  circum- 
stances— he  cannot  afford  the  expense  of  such 
service  and  his  pride  prevents  him  from  going 
into  the  public  ward.  This  man  constitutes  the 
backbone  of  the  community  in  which  he  lives, 
and  he  is  entitled  to  the  best  that  can  be  had. 

The  public  is  fast  becoming  educated  up  to  the 
hospital  idea,  and  the  times  are  demanding  either 
a well-equipped,  small  community  hospital,  un- 
der the  care  of  a competent  staff,  or  increased 
efficiency  and  facilities  in  the  metropolitan  cen- 
ters. How  to  secure  it  is  one  of  the  vital  prob- 
lems of  to-day ; and  the  industrial,  financial,  and 
social  world  are  seriously  working  for  its  solu- 
tion. One  of  the  jiossible  solutions  of  the  ques- 
tion, as  indicated  by  the  trend  of  the  times,  is 
through  some  form  of  social  insurance.  This  is 
no  academic  ([uestion.  In  England  and  Russia 
some  form  of  health  insurance  is  compulsory 
U])on  all  heads  of  families  with  an  income  of 
less  than  eight  hundred  dollars  per  annum.  .Some 
of  the  plans  provide  that  oiie-hfth  of  the  pre- 
mium be  paid  by  the  state,  the  other  to  be  equally 
divided  between  employer  and  employee.  This 
is  handled  by  a commission  under  strict  gov- 
ernmental supervision,  and  permits  all  reputable 


physicians  to  be  enrolled  in  the  scheme  in  order 
that  the  insured  may  select  his  own  physician  to 
administer  to  him.  The  plan  not  only  furnishes 
medical  and  surgical  service  to  the  insured,  but 
medical  supplies  also  and  hospital  treatment  and 
maternity  benefits.  The  plan  would  also  include 
health  and  sanitary  education  among  the  masses 
who  are  so  sorely  in  need  of  such  teaching  and 
information.  Factories,  mines,  railroads,  and 
other  corporations  that  are  large  employers  of 
labor  deem  it  good  business  to  provide  an  organ- 
ized medical  service  for  their  laborers.  Then 
why  should  not  the  state  foster  and  aid  such  an 
enterprise?  The  question  is  too  broad  and 
would  lead  me  too  far  afield  to  go  into  the  minute 
details  of  it.  To  many  of  you,  I am  sure,  the 
question  is  an  entirely  new  one,  and,  at  first 
glance,  would  seem  to  be  an  Eutopian  dream ; 
but  I am  convinced  that  many  of  us  will  see  some 
such  plan  in  operation  in  each  of  the  individual 
states.  What  I want  to  impress  upon  you  is  that 
the  medical  profession  study  the  problem  thor- 
oughly and  be  ready  to  do  its  part  in  drafting 
satisfactory  legislation  upon  the  question  that  will 
be  in  keeping  with  the  high  ideals  of  the  profes- 
sion and  that  will  accord  with  our  sacred  duty — 
the  care  of  the  sick.  The  conflict  is  soon  to  come 
here,  as  has  in  Germany,  between  the  profes- 
sion and  the  health-insurance  organization.  If 
we  go  to  sleep  at  the  switch,  we  will  have  only 
ourselves  to  blame  for  being  sidetracked,  and 
we  will  be  handed  the  raw  end  of  the  deal. 

Again,  the  trend  of  the  times  is  toward  more 
and  better  research  work.  Heretofore  the 
brightest  men  in  the  profession  had  to  give  their 
time  to  making  a living  by  the  use  of  their 
knowledge  and  skill.  Prior  to  fifteen  or  twenty 
years  ago  gifts  or  endowments  for  medical  edu- 
cation or  research  work  were  almost  entirely 
unknown.  Since  then  true  philanthropic  men 
and  women  have  made  donations  to  this  cause, 
and  in  many  instances  state  aid  has  been  enli.sted. 
As  a result,  we  have  the  means  to  employ  the 
best  talent  for  research  work,  to  improve  our 
laboratories,  and  to  increase  our  efficiency  in 
every  way.  What  a change  has  taken  place  in 
research  work  and  medical  teaching  in  the  past 
few  decades ! The  old  didactic  lecture  has  gone 
to  the  scrap  heap  of  medical  junk,  and  only  a 
few  years  ago  research  work  was  limited  to  a 
few  tests  in  the  clinical  laboratories  or  a small 
number  of  experiments  tried  upon  the  dog.  Here 
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is  where  we  have  climbed  highest  and  accom- 
plished most.  We  have  but  to  compare  the  old 
accepted  theory  of  the  cause  of  some  of  our 
well-known  diseases  with  the  present-day  etiol- 
ogy, and  the  advancement  is  almost  beyond  com- 
prehension. Amesthesia,  the  germ  theory  of  dis- 
ease, our  modern  physiology  and  pathology,  asep- 
tic surgery,  our  antitoxins  and  immunizing  se- 
rums and  vaccines,  our  wonderful  X-ray  appa- 
ratus, our  modern  sanitary  laws,  are  only  a few 
things  that  our  profession,  working  on  opposite 
sides  of  the  globe,  has  accomplished.  The 
knowledge  that  has  come  to  us  from  research 
work  has  carried  us  to  dizzy  heights,  and  the 
world  stands  by  in  wonder  at  the  onward  march 
toward  the  realization  of  Pasteur’s  dream,  in 
which  he  looked  down  the  ages  and  saw  all  the 
infectious  and  contagious  diseases  driven  from 
the  world.  All  this  knowledge  gained  has  been 
applied  to  the  prolongation  of  human  life  and  the 
alleviation  of  human  misery. 

Research  is  one  of  the  leading  features  of 
every  high-grade  medical  school,  and  vitally  in- 
terests every  student  of  the  healing  art.  It  is 
inseparably  linked  with  preventive  medicine. 
The  idea  of  blazing  a trail  away  from  the  beaten 
path  for  future  generations  to  follow  is  strong 
in  every  breast,  and  this  branch  of  the  science 
that  has  to  do  with  public  health  and  sanitation 
has  more  pathfinders  at  work  to-day  than  in  per- 
haps any  other  field  of  medicine.  It  is  the  key- 
stone in  the  triumphal  arch  of  modern  civiliza- 
tion, and  its  displacement  would  precipitate  man- 
kind in  a short  time  into  relative  barbarism. 
We  know  enough  now,  as  demonstrated  by  Gor- 
gas  and  Wood,  to  reclaim  even  the  pestilential 
valleys  of  the  Tigris  and  Euphrates,  where  we 
could  rebuild  amid  the  fallen  towers  and  tem- 
ples of  ancient  Nineveh  and  Babylon  the  ances- 
tral homes  in  which  the  cradle  of  civilization  was 
rocked  and  make  them  choice  habitations  of  man 
and  centers  again  of  learning  and  culture. 

Should  the  health  administrators  of  any  me- 
tropolis fail  for  a few  months,  the  history  of  the 
epidemics  of  the  past  would  be  repeated.  All 
this  being  undeniably  true,  it  is  a lamentable 
fact  that  a great  many  medical  men  know  less 
about  hygiene  and  sanitation  and  things  pertain- 
ing to  public  health  than  a great  many  of  the 
intelligent  laymen.  With  advancing  knowledge 
among  the  masses,  these  professional  fossils  will 
be  correctly  labeled -and  will  be  shelved  in  the 


local  museum  of  antiquities.  Medical  education 
costs  more  in  time  and  money  than  that  of  any 
other  profession,  and  the  returns  in  dollars  and 
cents  to  its  followers  decrease  as  preventive  med- 
icine becomes  more  eflfectual.  No  other  body  of 
men  pays  so  heavily  the  great  cost  of  eradica- 
tion of  diseases  as  the  physician,  but  this  is  the 
highest  function  of  medicine,  and  no  sacrifice  is 
regarded  too  great. 

Be  it  said  to  the  eternal  credit  of  the  people 
and  the  doctor  that  there  has  never  been  a time 
when  preventive  medicine  had  so  many  and  so 
appreciative  helpers  as  it  has  to-day.  Our  san- 
itary laws  are,  for  the  most  part,  good ; but  their 
administration  is  poor  and  half-heartedly  done. 
Rural  sanitation  is  only  in  its  infancy,  and  in- 
fant mortality  and  control  of  infectious  diseases 
are  important  questions  that  are  being  agitated 
everywhere.  Our  vital-statistics  laws  are  in  the 
right  direction,  but  they  are  neither  complete  nor 
trustworthy  because  of  the  lack  of  full  cooper- 
ation upon  the  part  of  the  public  and  the  pro- 
fession. Our  health  boards,  we  regret  to  say, 
are  too  often  composed  of  political  “ has  beens  ” 
and  the  office  prostituted  to  pay  some  political 
debt.  Our  health  officers  are  too  often  doctors 
who  have  failed  at  everything  else,  or  are  igno- 
rant and  incompetent  laymen  of  limited  knowl- 
edge upon  sanitary  measures,  untrained,  poorly 
paid,  and  with  no  executive  or  organizing  ability. 
They  should  be  absolutely  free  from  party  dic- 
tations, and  our  health  boards  should  be  made 
up  of  men  both  qualified  and  interested  in  the 
work.  The  funds  that  are  appropriated  for  this 
work  are  far  too  small  and  niggardly,  and  should 
he  vastly  increased ; for  good  health,  in  a sense, 
is  a purchasable  commodity. 

Last,  but  not  least,  the  trend  of  the  time  is  for 
medical  organization  and  medical  preparedness. 
Heretofore  our  forces  have  been  scattered  and 
our  influence  practically  nil  in  shaping  and  di- 
recting the  welfare  of  our  people  in  regard  to  all 
health  matters.  We  are  realizing  more  and  more 
the  weight  of  our  influence  and  the  power  of 
thorough  organization.  When  we  get  suffi- 
ciently together  and  put  our  plea  before  the 
American  people,  showing  the  benefits  to  the 
nation  of  sanitation  and  public  health,  and  then 
demand  recognition  in  the  Cabinet  as  a separate 
and  distinct  department  of  our  government,  it 
will  be  forthcoming  and  will  fill  one  of  our 
greatest  public  necessities.  Politicians  never 
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lead  ; they  only  fill  a long-felt  want  or  put  into 
effect  movements  for  Control  of  matters  that  cry 
aloud  from  the  housetops.  They  are  best  edu- 
cated under  pressure,  and  this  pressure  is  best 
applied  by  the  doctor.  With  thorough  organi- 
zation upon  our  part  and  a thorough  understand- 
ing among  the  members  as  to  just  what  should 
be  done,  we  can  begin  an  educational  movement 
among  our  citizens  which  will  secure  results 
without  the  firing  of  a gun  or  the  issuing  of  a 
bond.  The  American  nation  is  composed  of  a 
practical  citizenship ; and  when  shown  the  great 
economic  saving,  not  only  in  health  and  life,  but 
also  in  dollars  and  cents,  that  will  result  from  a 
national  department  of  public  health,  they  will 
respond  at  once  and  give  the  idea  their  aid  and 
support. 

]\Iedical  preparedness  is  the  burning  question 
of  the  hour.  At  this  very  time,  when  all  the 
world  is  aflame,  with  a state  of  war  at  our  very 
threshold,  we  are  called  upon  to  prepare  our- 
selves to  render  to  our  nation  services  that  only 
we,  as  a profession,  can  give.  The  patriotism  of 
our  profession  has  never  in  the  history  of  the 
world  been  questioned,  but  upon  every  battle- 
field we  have  acquitted  ourselves  with  credit 
and  honor.  We  have  ever  been  ready  to  follow 
the  flag,  and  the  strange  part  of  it  is  that  it  does 
not  matter  which  flag  it  is,  as  our  services  are 
rendered  alike  to  friend  or  foe.  We  pass  every 
sentry  without  challenge,  because  we  are  upon 
a mission  of  mercy  that  meets  a ready  response 
in  every  human  heart.  The  volunteers  in  our 
ranks  are  ready,  and  we  are  only  waiting  the 
command  to  take  up  the  work. 

We  have  planned  wisely  and  wrought  well,  but 
the  pathway  to  our  present  success  has  not  been 
one  that  has  led  through  fields  of  sunshine  and 
luxurious  ease.  Every  foot  of  the  way  has  been 
chiseled  through  the  granite  wall  of  ignorance, 
superstition,  and  doubt.  It  has  been  bought  with 
the  brain  and  the  blood  of  its  devotees,  and  the 
trail  is  marked  by  the  bleaching  bones  and  the 
low  green  mounds  of  those  who  perished  in 
search  of  the  eternal  truth  or  tried  to  pry  into 
the  secrets  of  disease  in  order  to  serve  mankind. 
No  monument  or  shaft  marks  their  resting  place, 
no  bust  in  balls  of  fame ; but  written  in  the  hearts 
of  the  people,  more  lasting  than  if  on  bronze  or 
.stone,  is  the  silent  homage  and  the  loving  grati- 
tude of  a peojilc  rescued  from  the  polluting  hand 
of  disease  and  premature  death.  Over  yonder. 


when  we  stand  in  the  clear  sunlight  of  God’s  eter- 
nal knowledge  and  truth  to  give  an  account  of 
our  talent,  may  we,  as  a profession,  hold  within 
our  hands  the  keys  that  will  unlock  for  us  the 
gates  to  the  eternal  city  that  is  built  out  of  jasper 
and  gold. 


TRACHOMA.* 

By  a.  F.  Richards,  M.D., 

Sparta. 

The  term  “ trachoma,”  which  signifies  a 
roughness  of  the  conjunctiva,  has  been  in  use 
since  the  days  of  Hippocrates,  and  there  is  good 
evidence  that  the  disease  had  been  in  existence 
and  described  a thousand  years  before  Hippoc- 
rates. In  Egypt,  Boldt  has  said  that  “ trachoma 
is  as  old  as  the  Nile,  the  simoon,  and  the  desert.” 
In  Egypt  trachoma  is  ubiquitous,  and  affects 
more  than  ninety  per  cent  of  the  population.  It 
also  prevails  in  Arabia,  Armenia,  and  Syria ; and 
the  immigrants  from  these  and  adjacent  coun- 
tries supply  the  cases  of  trachoma  that,  under  ex- 
isting regulations,  upon  their  arrival  here,  have 
to  be  deported  from  the  United  States. 

Trachoma,  or  granular  conjunctivitis,  as 
known  in  this  country,  is  a contagious,  specific 
disease  of  the  palpebral  conjunctiva,  character- 
ized by  increased  thickening  and  vascularity  and 
the  formation  of  granular  elevations  or  lymphoid 
infiltrations  which  undergo  ulceration  and  subse- 
quent cicatrization. 

Diligent  search  has  been  made  by  competent 
observers  for  the  microorganism  to  which  tra- 
choma is  due,  but  without  success.  There  is  such 
a thing  as  “ trachoma  bodies  ” — not,  strictly 
speaking,  bacteria,  but  spoken  of  as  the  specific 
cause  of  the  infection. 

Trachoma  is  found  mostly  in  asylums,  alms- 
houses, and  places  where  the  people  are  careless 
in  the  use  of  the  articles  of  the  toilet — such  as 
towels,  handkerchiefs,  and  personal  articles — and 
are  personally  unclean.  However,  none  are  ex- 
empt, and  the  most  cleanly  are  sometimes  vic- 
tims of  this  loathsome  disease.  All  people,  so 
far  as  I know,  are  subject  to  it  except  tbe  Amer- 
ican negro,  who  seems  to  have  some  immunity 
to  the  infection ; while  the  most  susceptible  peo- 
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pie  in  our  country  are  the  Indians,  probably  sixty- 
five  per  cent  of  whom  are  infected. 

The  disease  is  usually  chronic,  although  occa- 
sionally acute  cases  may  be  observed  in  which 
there  are  marked  inflammatory  symptoms  and 
profuse  purulent  secretion,  the  severity  of  cer- 
tain attacks  being  probably  due  to  a concomitant 
acute  conjunctivitis  or  an  exacerbation  of  the 
symptoms  as  the  result  of  freshly  developing  fol- 
licles. These  cases  resemble  purulent  conjunc- 
tivitis, and  often  the  diagnosis  must  be  withheld 
until  the  granulations  are  visible.  It  is  usually 
bilateral. 

In  many  cases  the  initial  course  of  the  disease 
is  so  insidious  that  the  patient  is  not  aware  of  its 
presence  until  it  is  well  developed.  The  changes 
in  the  palpebral  conjunctiva  are  slowly  progres- 
sive. The  membrane  becomes  thickened,  vascu- 
lar, and  roughened  by  firm  hemispherical  eleva- 
tions. This  change  usually  takes  place  first  in 
the  upper  lid,  later  extending  to  the  lower,  giv- 
ing rise  to  the  growth  of  considerable  organized 
new  tissue  in  the  deeper  parts  of  the  conjunctiva. 
Externally,  edema  and  vascularity  of  the  lids  are 
noticeable,  while  the  ocular  conjunctiva  is  con- 
gested and  has  an  angry  appearance.  Slight 
photophobia  and  lacrymation  are  present,  and  a 
“grittyi”  feeling,  due  to  the  roughened  condition 
of  the  palpebral  conjunctiva,  is  experienced  by 
the  patient.  If  the  lids  be  everted  in  the  early 
stages  of  the  affection,  the  surface  is  found  cov- 
ered with  small  granular  bodies,  which  look  very 
much  like  small  sago  grains,  scattered  or  massed 
together  (follicular  trachoma),  constituting  the 
chief  feature  of  the  clinical  picture.  In  the  later 
stages  this  tissue  is  partly  absorbed  and  partly 
converted  into  dense  tendonous  scar  tissue, 
which,  by  its  shrinking,  very  often  produces  de- 
formities of  the  lids.  ’ In  all  cases  the  eyeball  is 
greatly  irritated  by  the  roughened  surface,  pro- 
ducing a host  of  resultant  troubles  by  mere  fric- 
tion. In  many  cases  the  inflammation  is  intense, 
the  discharge  profuse.  The  cornea  becomes  in- 
volved early,  and  only  prompt  and  vigorous  treat- 
ment can  prevent  complete  blindness.  A mixed 
infection  may  exist  with  the  trachomatous  proc- 
ess. Koch,  in  Egypt,  found  both  the  gonococcus 
and  what  is  now  classified  as  the  Koch-Weeks 
bacillus  in  the  discharge  from  the  conjunctiva. 
The  trachoma  granules  in  some  cases  are  deeply 
imbedded  beneath  the  thickened  opaque  conjunc- 
tiva or  in  the  masses  of  the  fibrous  tissue  that 


have  developed  in  the  lid,  so  that  they  can  hardly 
be  seen,  if  at  all  (papillary  trachoma).  The  lid 
becomes  swollen  and  drops  by  reason  of  its  in- 
creased weight.  The  palpebral  tissues  become 
more  narrow  than  normal.  There  is  always  a 
mucopurulent  discharge,  considerable  in  amount 
in  acute  cases  and  scanty  in  those  of  long  dura- 
tion. 

The  troublesome  sequelae  of  trachoma  are  all 
natural  consequences  of  the  friction  of  the 
roughened  palpebral  conjunctiva.  As  a rule,  the 
mere  removal  of  the  causal  condition  affects  their 
disappearance.  In  certain  cases,  however,  this  is 
unfortunately  not  true.  The  cicatrices  follow- 
ing the  absorption  of  the  granulations  may  so 
“ pucker  ” the  conjunctiva  as  to  draw  the  edge 
of  the  lid  inward,  producing  trichiasis  or  entro- 
pion. In  either  case  the  friction  is  greater  than 
that  directly  due  to  the  trachoma.  The  most  fre- 
quent and  troublesome  sequel  of  trachoma  is  pan- 
nus.  Corneal  ulcers,  staphyloma,  and  symbleph- 
aron  may  also  occur. 

Treatment. — Various  medicaments  of  an  as- 
tringent character  have  long  been  employed  in 
the  treatment  of  trachoma.  Among  these  are  va- 
rious solutions  of  the  silver  preparations — the 
nitrate  of  silver,  protargol,  argyrol,  etc.  Cop- 
per sulphate  has  been  used  by  many  in  preference 
to  all  other  applications,  and  in  the  milder  forms 
of  the  disease  happy  results  have  been  achieved 
with  this  and  other  astringents  when  continued 
for  a sufficient  length  of  time. 

It  is  sometimes  possible  to  hasten  the  cure  by 
everting  the  lids  and  excising  the  granular  for- 
mations with  scissors  or  by  scraping  the  tissue 
down  to  the  basement  membrane  with  scoop  and 
scalpel.  The  tendency  in  the  present  day  is  to 
treat  the  more  chronic  and  obstinate  cases  by 
some  surgical  method  which  will  bring  about  a 
rapid  disappearance  of  the  granulations  and  cor- 
rect the  distorted  condition  of  the  eyelids. 

My  treatment,  as  followed  ordinarily,  is  to  use 
nitrate  of  silver  in  some  form  and  strength  when 
the  condition  is  acute ; but  if  the  cornea  is  in- 
volved, such  treatment  is  used  only  as  the  con- 
dition will  warrant.  Atropin  is  more  often 
needed  in  corneal  involvement  than  any  other  one 
drug.  When  the  case  has  become  chronic,  I have 
found  more  good  in  the  sum  total  of  treatments 
in  the  use  of  the  solid  stick  sulphate  of  copper. 
When  the  granulations  are  present  and  the  lid 
thickened,  I always  resort  to  some  sort  of  sur- 
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gery — the  Knapp  roller  forceps,  grattage,  fol- 
lowed by  cotton  mops  on  toothpicks  dipped  in  1 
to  500  bichloride  and  then  followed  with  the  ap- 
plication of  sulphate  of  copper  stick  every  other 
day.  The  treatment  is  slow  and  tedious,  and,  as 
Fuchs  says,  “ it  is  so  slow  that  the  patient  and 
the  doctor  both  become  discouraged  and  quit  be- 
fore a cure  is  effected.”  I have  had  this  to  occur 
repeatedly  in  my  practice. 

To  my  mind,  the  best  surgical  results  are  ob- 
tained now  by  the  method  of  grattage  described 
by  L.  Webster  Fox,  of  Philadelphia;  “Two  in- 
struments have  been  especially  devised  for  this 
procedure — a forceps  and  a scarificator.  Any 
operation  that  has  for  its  aim  the  destruction  of 
the  granulations  must  be  commenced  by  the  com- 
plete exposure  of  the  palpebral  conjunctivse,  in- 
cluding the  retrotarsal  folds  and  the  culdesac  of 
the  upper  lid.  This  is  best  effected  by  means  of 
the  Darier  forceps,  an  instrument  that  resembles 
a catch-dressing  forceps,  with  three  pins  on  the 
male  blade.  When  the  instrument  is  closed,  the 
pins  pass  through  corresponding  openings  in  the 
opposing,  or  female,  blade ; and  their  points, 
piercing  the  eyelids,  prevent  slipping  when  com- 
plete eversion  of  the  lids  is  made.  The  second 
instrument  is  a tri-bladed  scarificator  or  scalpel. 
The  outside  blades  are  jointed  so  that  they  may 
be  easily  turned  when  being  cleaned.  They  are 
securely  held  in  place  within  a platinum  handle 
and  make  parallel  incisions. 

“ The  operation  is  performed  in  the  following 
manner ; The  upper  eyelid  is  grasped  along  its 
margin  by  means  of  Darier’s  forceps,  and,  the 
edge  being  turned  upon  itself,  the  lid  is  everted 
until  the  retrotarsal  fold  is  brought  into  view. 
A horn  spatula  should  be  inserted  beneath  the 
lid  to  protect  the  cornea.  The  exposed  conjunc- 
tiva is  first  thoroughly  scarified  with  the  three- 
bladed  scalpel.  The  granular  tissue  is  then 
scrubbed  with  a toothbrush  that  has  been  steeped 
in  a corrosive  sublimate  solution  (1:1000)  just 
before  being  used.  Immediately  after  scrubbing 
the  part  is  washed  with  a solution  of  the  same 
strength.  Another  portion  of  the  lid  is  then  un- 
rolled, and  the  scarifying,  scrubbing,  and  washing 
are  repeated.  This  process  is  continued  until 
the  whole  jialpebral  conjunctiva  has  been  sub- 
jected to  the  treatment.  If  the  lower  lid  is  in- 
volved in  the  trachomatous  process,  it  should  be 
treated  in  the  same  way.” 

In  the  soft  gelatinous  or  adenoid  variety  a 


simple  gauze  sponge  will  be  sufficient  to  smooth 
the  lids  without  any  instrumental  interference 
except  the  forceps  to  evert  or  roll  back  the  lid, 
for  which,  in  the  absence  of  Darier  forceps,  I 
use  a mouse-toothed  dressing  forceps.  Fox,  of 
Philadelphia,  refers  to  the  successful  use  of  sand- 
paper soaked  in  a sublimate  solution.  The  great- 
est surprise  to  me  is  that  there  is  so  little  swell- 
ing from  such  treatment.  This  is  due,  however, 
to  the  bichloride  solution,  which  renders  all  bac- 
teria coming  in  contact  with  the  operative  field 
inert. 

The  French  method  of  repeating  the  bichloride 
scrubbing,  the  extirpation  of  the  tarsus  in  chronic 
cases  as  recommended  by  Kuhnt,  and  the  cutting 
through  the  cartilage  from  outer  to  inner  canthus 
as  recommended  by  Burrow,  are  all  methods  I 
have  not  tried,  and,  therefore,  am  not  willing  to 
discuss  them. 


DISCUSSION  ON  THE  PAPER  OE 
DR.  RICHARDS. 

Dr.  Charles  Huff  Davis,  Knoxville;  Trachoma, 
like  the  poor,  is  always  with  us  and  is  often  associated 
with  the  poor.  It  is  a practical  and  very  important 
subject,  because  we  see  this  disease  quite  frequently, 
and  especially  is  it  prevalent  in  this  section  of  the  South. 
Dr.  Stucky,  of  Lexington,  Ky.,  traveled  all  over  the 
eastern  portion  of  Kentucky,  studying  and  investigating 
this  disease ; and,  as  a consequence  of  his  reports,  the 
United  States  Government  has  established  hospitals  in 
various  places  for  its  treatment.  His  investigations  did 
not  include  Eastern  Tennessee,  Southwestern  Virginia, 
Western  North  Carolina,  nor  the  southern  portion  of 
West  Virginia,  where  the  disease  is  very  prevalent.  I 
have  taken  up  the  matter  of  establishing  government 
hospitals  with  our  Congressmen,  with  the  idea  of  hav- 
ing the  public-health  service  treat  the  situation  in  a 
systematic  way,  and  I have  some  show  of  success. 

Trachoma  is  essentially  a chronic  disease.  I was 
called  down  once  in  a society  meeting  for  making  the 
statement  that  I did  not  believe  that  I had  ever  seen  a 
case  that  was  cured.  This  was  in  Greeneville.  A 
brother  practitioner  was  talking  about  how  he  could 
cure  cases  of  trachoma,  just  like  Dr.  Jones  (Kno.x- 
ville)  spoke  of  the  immediate  cure  of  dacyrocystitis,  in 
one  treatment.  I suggested,  and  now  suggest,  that  tra- 
choma is  a recurrent  disease ; that  acute  attacks  come 
in  the  spring  and  fall ; and  that  the  amount  of  destruc- 
tion caused  to  the  eyes  was  in  proportion  to  the  amount 
of  inflammation  these  patients  have  and  the  length  of 
time  the  disease  continues,  or  keeps  on  generating  and 
recurring.  With  each  successive  attack  there  is  more 
destruction  of  tissues,  and  it  is  the  destruction  of  tis- 
sue that  we  want  to  avoid.  This  scar  tissue  undergoes 
contraction,  ultimately  brushing  the  lashes  against  the 
cornea,  and  the  cornea  changes  from  its  epithelial  tissue 
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and  its  albuminous  circulation  to  a mass  of  pannus, 
with  organized  blood  vessels.  The  treatment  is  usually 
very  satisfactory  during  each  attack.  We  can  do  won- 
derful things  for  trachoma,  and  inside  of  forty-eight 
hours  make  a change  for  the  better.  The  patient  feels 
better,  the  inflammation  subsides,  there  is  less  photo- 
phobia and  lachrymation,  etc.,  and  the  patient  is  appar- 
ently over  this  attack;  but  most  often  the  patients  come 
back  or  they  go  to  some  other  physician,  with  the  feel- 
ing that  the  treatment  has  not  been  successful. 

The  treatment  Dr.  Richards  has  suggested  is  the 
standard  treatment  for  this  disease.  With  reference  to 
the  use  of  sandpaper  for  the  removal  of  the  trachoma- 
tous bodies — I believe  it  was  suggested  by  Dr.  Fox — you 
know  the  more  you  wet  sandpaper,  the  more  the  sand 
detaches.  I think  this  treatment  is  barbarous,  and 
comes  under  the  head  of  removing  foreign  bodies  from 
the  eye.  I have  used  carborundum  sticks,  and  have  re- 
duced the  trachomatous  granules  with  them. 

I think  the  Gruening  method  of  actually  cutting  out 
or  scarifying  the  pannus  blood  vessels  from  the  cornea 
is  better  than  any  other  method  I have  tried  for  the 
relief  of  pannus.  This  also  predisposes  toward  the  cure 
of  the  corneal  ulcers  that  form  so  readily  in  pannus. 
Dr.  Gruening  literally  scrapes  off  the  fibrous  mass,  ob- 
literating the  blood  vessels  and  doing  away  with  color- 
ing matter. 

Nitrate  of  silver  should  he  used  with  care  in  these 
cases.  There  is  no  preparation  imitating  nitrate  of  sil- 
ver that  in  the  least  takes  its  place.  This  includes  argy- 
rol,  protargyrol,  and  all  the  other  products  put  out  by 
the  proprietary  houses  purporting  to  be  of  service  in 
lieu  of  nitrate  of  silver. 

The  use  of  atropin  has  been  referred  to,  and  is  very 
desirable  to  stimulate  the  corneal  circulation  and  keep 
down  the  predisposition  to  form  corneal  ulcers,  and  it 
does  away  with  secondary  iritic  inflammation,  which 
may  be  sympathetic  or  infectious. 

The  cause  of  trachoma  is  not  exactly  understood. 
Numerous  attempts  have  been  made  to  isolate  the  mi- 
croorganism or  germ  of  trachoma  in  the  laboratories ; 
but  I have  not  seen  the  microorganism  itself,  and  I do 
not  know  of  any  one  else  who  has  seen  it.  Our  expe- 
rience, however,  teaches  us  that  it  is  a contagious  dis- 
ease. 

There  are  certain  agencies  we  can  use  that  will  re- 
lieve the  friction  of  the  erotic  condition  of  the  con- 
junctiva and  cornea.  1 do  an  external  canthotomy  on 
all  these  cases,  because  the  contraction  interferes  with 
recovery.  Canthotomy  gives  the  patient’s  eyelids  more 
play,  and  you  must  take  cognizance  of  the  fact  that 
when  the  contraction  has  taken  place  there  is  much 
pressure  and  friction. 

Dr.  E.  C.  Ellett,  Memphis ; Some  years  ago,  when 
I was  house  surgeon  in  Wills’  Eye  Hospital,  one  of  the 
surgeons  was  a Dr.  Hall,  an  elegant  gentleman,  con- 
cerning whom,  perhaps,  very  few  of  you  have  ever 
heard.  He  used  to  tell  a trachoma  story.  He  had  a big 
clinic  room.  The  surgeon  would  sit  in  a chair,  with  his 
back  to  the  window,  and  the  patient  would  sit  on  a 
stool  in  front  of  him.  A man  came  in  one  day,  walked 
up  to  him,  and  said : “ Doctor,  how  long  will  it  take  to 


cure  my  eyes?”  The  doctor  everted  the  lids  and  said: 
“ Six  months.”  The  fellow  said,  “ Hell ! ” and  walked 
out.  That  was  the  end  of  that  consultation.  At  the 
end  of  three  months  that  fellow  returned,  with  his  tail 
between  his  legs,  metaphorically  speaking,  and  was  look- 
ing for  a man  to  cure  him  in  six  months. 

That  story  illustrates  very  well  the  chronicity  of 
trachoma  and  what  these  people  have  to  go  through 
with  frequently  before  they  are  cured.  Whether  they 
are  cured  or  not  depends  upon  what  is  meant  by  the 
word  “ cured.”  If  the  conversion  of  the  lid  into  a 
smooth  surface,  without  showing  any  granulations  on 
it  and  without  any  symptoms  referable  to  the  trachoma, 
is  a cure,  I can  show  anybody  that  is  interested  a great 
many  cases  of  cured  trachoma.  They  have  scars  on 
their  lids.  You  can  look  at  them  and  go  on  the  witness 
stand  and  testify  that  that  man  had  undoubtedly  tra- 
choma. 

Acute  trachoma  can  be  cured  without  leaving  any 
trace  whatever.  I have  a girl  at  home  under  observa- 
tion. She  is  an  operating-room  nurse  in  one  of  the 
hospitals,  and  I see  her  frequently.  Seven  years  ago  I 
treated  her  for  acute  trachoma.  We  agreed  on  the 
diagnosis,  and  found  that  she  had  trachoma  bodies,  to 
which  some  importance  was  attached,  though  finally 
these  bodies  have  been  decided  not  to  be  of  great  value 
as  a diagnostic  point.  Anyway,  she  had  them,  and  she 
was  perfectly  cured.  Her  eyelids  are  absolutely  nor- 
mal, which,  of  course,  would  not  be  the  case  in  chronic 
trachoma. 

Dr.  Richards  did  not  read  that  part  of  his  paper  deal- 
ing with  the  diagnosis  of  the  disease,  which  is  very  im- 
portant, because,  to  my  mind,  a great  deal  of  the  “hulla- 
baloo ” raised  in  the  mountainous  portions  of  this  coun- 
try is  based  on  erroneous  diagnoses,  and  much  of  the 
strife  stirred  up  by  the  school  inspectors  is  based  on 
erroneous  diagnoses.  They  call  follicular  conjunctivi- 
tis “ trachoma,”  but  there  is  a great  difference  between 
the  two  diseases.  These  differences  we  do  not  need 
to  go  into  at  this  time.  I have  seen  many  cases  diag- 
nosed trachoma  that,  according  to  my  conception  of  it, 
were  nothing  but  cases  of  follicular  conjunctivitis,  and 
got  well  without  any  bad  results. 

I have  never  noticed  the  spring  and  fall  return  of 
this  disease  that  Dr.  Davis  speaks  of.  Of  course  we 
all  see  cases  in  which  there  is  a recurrence  of  the  dis- 
ease, but  these  recurrences  are  rather  irregular. 

Dr.  Charles  Huff  Davis,  Knoxville : I want  to  put 
myself  right  on  this  one  proposition  about  the  incura- 
bility of  trachoma.  I did  it  more  to  bring  out  a dis- 
cussion on  this  subject.  I believe  acute  cases  of  tra- 
choma have  been- and  can  be  cured,  and  these  were  not 
errors  in  diagnosis.  But  each  attack  destroys  essential 
tissues.  I have  had  cases  under  my  observation  for 
fifteen  years  who  have  not  had  a recurrence  of  this 
disease. 

Dr.  E.  L.  Roberts,  Nashville : Some  four  or  five 
years  ago  I wrote  a paper  on  trachoma  to  read  before 
the  Middle  Tennessee  Medical  Association,  desiring  to 
bring  out  more  than  anything  else  the  necessity  for  a 
closer  observation  among  the  general  practitioners  for 
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trachoma  and  a more  careful  diagnosis.  I remarked  to 
Dr.  Savage,  in  connection  with  that  paper,  that  I did 
not  have  anything  to  say  about  the  treatment,  and  he 
said  that  I had  left  out  the  most  important  part  of  the 
entire  subject.  In  this  instance  the  essayist  has  left  out 
an  equally  important  part,  and  that  is  the  diagnosis  of 
the  disease.  We — and  by  that  I mean  all  the  medical 
profession — are  up  in  the  air,  so  to  speak,  regarding 
the  diagnosis  of  trachoma. 

As  Dr.  Savage  has  said,  I am  medical  examiner  for 
the  Nashville  public  schools.  I have  found  a great  deal 
of  disease  on  the  eyelids  of  the  pupils  that  looked  like 
trachoma  or  what  some  physicians  would  call  “ tra- 
choma.” I have  been  doing  this  examination  work  for 
eight  years,  and  have  tried  to  learn  to  make  a diagnosis 
of  trachoma ; but  I have  not  succeeded. 

Some  three  j'ears  ago  I had  an  opportunity  to  observe 
some  of  the  work  of  Treacher  Collins  and  other  old 
and  experienced  men  at  Aloorefields,  and  I made  it  a 
point,  above  other  things,  to  watch  their  examinations 
and  watch  their  diagnosis  of  trachoma.  I found  out 
that  men  with  their  broad  knowledge  and  long  expe- 
rience in  seeing  case  after  case  of  trachoma  were  in 
doubt  sometimes  as  to  whether  it  was  trachoma  or  not, 
and  they  would  say,  ” We  will  watch  this  case  further ; ” 
and  in  a number  of  cases  thej'  would  turn  to  the  Amer- 
ican physicians  present  and  say : “ What  about  this  ? 
Would  you  let  this  patient  go  into  your  country  with 
his  eyelids  in  this  condition  ? ” 

How  do  I know  we  are  in  error  in  the  diagnosis  in  so 
many  of  these  cases?  To-day  I can  go  into  the  schools 
of  Nashville  and  pick  out  fifty  children  who  have  some- 
thing wrong  with  their  eyelids,  suggesting  trachoma. 
Some  of  you  might  say  readily  and  rightly  that  it  is  not 
trachoma ; others  would  say  that  it  is  trachoma.  I can 
take  these  fifty  children  and  line  them  up  before  two 
or  three  specialists  I know — men  of  ability — who  would 
say  in  every  instance  that  it  is  trachoma.  I can  have 
two  or  three  other  specialists  of  equally  good  standing 
see  them,  and  they  will  not  pronounce  over  half  the 
cases  trachoma.  My  observation  in  the  eight  years’  ex- 
perience I have  had  convinces  me  I can  do  that.  An 
example  of  this  difference  in  diagnosis  is  seen  in  the 
school  work.  ^ly  colaborer  will  find  twice  as  many 
cases  of  trachoma  in  a given  number  of  children  as  I 
will. 

Some  of  my  professional  brethren  take  the  same  po- 
sition on  trachoma  that  the  old  Baptists  do  in  religion. 
They  say;  “If  you  get  religion,  you  cannot  lose  it;  if 
you  lose  it,  you  never  had  it.”  So  with  these  physi- 
cians. They  say  that  if  you  have  trachoma,  you  can- 
not cure  it;  and  if  you  cure  it,  it  was  not  trachoma. 
I do  not  think  that  is  the  proper  position  to  take.  I do 
not  find  so  many  cases  now,  but  I used  to  find  scores 
of  cases  that  every  oculist  in  the  state  would  have  pro- 
nounced trachoma;  and  many  of  these  cases,  if  not  all 
of  them,  have  been  cured.  I think  acute  trachoma  can 
be  cured.  I know  also  that  there  are  many  cases  of 
trachoma  that  are  very  obstinate — that  hold  on  for  a 
long  time  and  do  irreparable  damage  to  the  eyelids. 

.A.S  to  the  treatment.  I have  used  the  e.xpression 
treatment  often,  and  I get  wonderful  results  with  it. 


I express  all  granules  of  tissue  I can,  everting  the  lid 
well  so  as  to  get  all  parts  of  it,  and  then  use  cold  com- 
presses for  one  day,  following  it  with  an  instillation  of 
twentj'-five-per-cent  solution  of  argj-rol  and  keeping 
that  up  for  several  days.  The  results  are  extremely  sat- 
isfactory so  far  as  my  observation  has  been  in  these 
cases. 

In  work  of  this  kind  many  of  the  cases  we  have  get 
away  from  us  and  we  do  not  see  them  anj-  more.  When 
we  took  our  first  statistics  of  our  work  in  Nashville,  we 
found  two  per  cent  of  the  children  with  trachoma.  We 
did  not  examine  the  children  in  the  colored  schools. 
During  the  past  year  we  have  not  found  over  three- 
quarters  of  one  per  cent.  !Most  of  the  cases  were  ex- 
tremely mild ; and  if  we  did  find  a severe  case  at  all,  it 
was  an  imported  case.  I believe  three-fourths  of  the 
cases  I have  found  during  the  past  year  have  been  cases 
of  children  who  recently  moved  into  the  city. 

Dr.  George  H.  Price,  Nashville : I was  glad  to  hear 
the  paper  of  Dr.  Richards  and  to  hear  this  discussion. 
Why?  When  they  began  to  investigate  and  treat  tra- 
choma in  the  schools  of  Nashville,  there  were  two  per 
cent  of  the  children  that  were  affected. 

Dr.  Roberts  : According  to  what  we  did. 

Dr.  Price  : I have  seen  a large  number  of  cases  that 
have  been  under  the  observation  of  Dr.  Roberts  and 
Dr.  Moore,  who  examined  them. 

As  to  the  question  of  diagnosis,  no  one  can  look  at  an 
ej-elid  and  say  immediately  that  it  is  trachoma  or  it 
is  not ; but  if  there  is  evidence  sufficient  in  the  character 
of  inflammation  that  you  have,  on  the  mucous  mem- 
brane of  an  eyelid,  to  make  you  feel  and  believe  it  is 
trachoma,  you  are  justified  in  pronouncing  it  such  and 
treating  it. 

A short  time  after  Dr.  Roberts  and  Dr.  Moore  began 
to  work  in  the  city  schools  of  Nashville  thej"  reduced 
the  number  of  trachomatous  patients  in  that  body  of 
students  to  two  per  cent,  and  that  amounted  to  many, 
many  patients. 

Dr.  Roberts:  Twelve  thousand. 

Dr.  Price:  Two  per  cent  of  that  number — 240  pa- 
tients with  trachoma  was  reduced  by  treatment  down 
to  about  60  patients,  or  one-half  of  one  per  cent.  If 
you  had  not  diagnosed  and  treated  these  cases  as  tra- 
choma, how  can  you  account  for  such  results?  ^^'hen 
you  treat  trachoma,  treat  it.  I have  observed  one  pa- 
tient from  a single  school  in  whom  the  diagnosis  of 
trachoma  was  doubtful,  but  in  which  school  trachoma 
was  practically  eliminated  a year  previous ; and  with 
that  one  patient  inside  of  a few  months  they  got  more 
patients  in  that  school  with  trachoma.  Therefore  you 
get  trachoma  and  do  not  miss  it  on  diagnosis. 

Any  disease  of  germ  origin  can  be  aborted,  and  you 
can  rest  assured  that  all  such  germs  are  organic  in  ori- 
gin, and  things  or  agents  that  will  coagulate  albuminous 
structures  will  kill  the  germ.  When  you  can  get  to  them 
with  proper  agents,  you  can  destroy  them  and  relieve 
the  trachoma.  You  cannot  wait  for  the  development  of 
the  trachomatous  masses  and  then  treat  the  case  without 
scars.  If  you  put  a tulicrculous  patient  in  the  open 
sun  and  give  him  nothing  but  sunlight  and  proper  food, 
he  will  get  well  of  the  tuberculosis,  but  he  does  not  get 
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well  without  scarring.  You  cannot  put  another  head  in 
a large  hip  joint  or  in  an  elbow  joint  that  will  look  like 
it  was  originally.  You  cannot  do  that.  You  cannot 
prevent  some  deformity  from  taking  place  in  the  eyelid, 
because  you  do  not  see  the  case  early  enough.  Those 
cases  which  necessarily  require  such  active  agents  as 
the  stick  of  sulphate  of  copper  have  passed  the  early 
history  of  trachoma  and  have  advanced  to  the  chronic 
form.  I have  seen  cases  relieved  by  the  treatment 
which  we  could  outline  if  we  had  time ; but  fhe  facts 
Dr.  Roberts  called  our  attention  to  demonstrate  con- 
clusively that  you  can  get  rid  of  trachoma  if  you  treat 
it.  And  Dr.  Ellett  said  a great  many  of  these  so-called 
“ inspectors  ” think  we  are  getting  a great  many  more 
cases  of  trachoma  than  we  ought  to  have.  That  may 
be  true,  but  they  are  erring  on  the  right  side.  It  is  far 
better  to  make  an  error  and  treat  a case  for  trachoma 
and  get  rid  of  that  condition  than  to  let  it  go  along, 
because  one  case  will  lead  to  more.  In  the  orphan 
asylum  we  will  have  numbers  of  children  infected.  We 
want  to  get  rid  of  the  disease.  I do  not  believe  you 
will  relieve  these  scars  that  they  get.  If  you  relieve 
the  condition,  you  will  have  scar  tissue,  and  you  may 
have  to  resort  to  some  operative  procedure  to  get  rid 
of  it. 

Dr.  W.  W.  Potter,  Knoxville : In  those  cases  at  the 
orphan  asylums,  we  had  the  advantage  of  treating  them 
early,  so  that  we  were  relieved  of  the  necessity  of  re- 
sorting to  surgical  measures.  We  have  a school  here — 
the  Knox  County  Industrial  School — and  several  years 
ago  we  had  one  or  two  cases  of  what  was  diagnosed  as 
trachoma.  There  was  no  special  treatment  instituted  at 
that  time,  and  before  very  long  nearly  every  child  in  the 
school  had  trachoma.  It  was  thought  that  some  of  the 
children  did  not  have  the  disease,  but  follicular  con- 
junctivitis and  what  not.  Almost  every  man  who  saw 
these  cases  said  they  were  cases  of  trachoma,  and  they 
were  treated  as  such ; and,  to  my  knowledge,  there  was 
not  a single  operation  done  on  any  child  in  that  school. 
Of  220  children,  there  were  180  who  had  trachoma. 
Out  of  that  number  of  cases  treated,  I do  not  believe 
there  is  a single  active  case  of  trachoma  in  that  school 
to-day.  We  have  been  very  careful  to  inspect  the  chil- 
dren, and  I do  not  believe  there  is  an  active  case  there 
now.  They  have  all  been  treated  medicinally  and  not 
surgically. 

Dr.  G.  C.  Savage,  Nashville:  I hold  in  my  hand  a 
letter  addressed  to  me  by  a confrere  in  charge  of  the 
Blind  School  in  Nashville.  This  letter  is  of  interest, 
and  I will  read  it  to  you  :• 

“ Nashville,  April  1,  1916. 

“ Dear  Dr.  Savage  : I find  that  I have  some  matters 
to  come  up,  and  will  not  be  able  to  attend  the  Knoxville 
meeting.  And  as  you  haye  seen  the  cases  under  treat- 
ment, I will  be  glad  to  have  you  call  the  attention  of 
the  section  to  the  treatment  of  trachoma  with  the  bacil- 
lus lactis  Bulgaricus.  While  I have  not  had  a sufficient 
length  of  time  to  come'  to  any  definite  conclusion  as  to 
the  best  line  of  treatment,  I feel  that  the  results  are  so 
far  such  that  I.  should  call  the  attention  of  the  profes- 
sion to  this  matter  in  the  interest  of  humanity.  My 


course  of  treatment  is  this : I have  the  tablets  pow- 
dered, the  lids  everted,  the  powder  dusted  on  them 
twice  a day,  night  and  morning,  and  at  noon  I have 
one  drop  of  a ten  per  cent  of  argyrol  instilled  into  the 
eye.  Out  of  the  fourteen  cases  under  treatment,  three 
have  developed  iritis,  and  in  these  cases  I am  not  able 
to  say  there  was  any  greater  tendency  to  the  develop- 
ment of  iritis  from  the  use  of  the  bacilli ; but  in  chil- 
dren I think  probably  it  is  better  to  use  atropin  from 
the  first  in  all  cases.  In  old  people,  of  course,  the 
atropin  should  be  used  with  caution  and  only  when  indi- 
cated. In  some  of  the  cases  under  treatment  the  im- 
provement is  such  that  I have  left  off  the  bacilli,  while 
in  others  I am  only  using  the  bacilli  once  a day.  In 
these  cases  I am  now  using  dionin  once  every  other  day 
to  clear  up  the  remaining  cloudiness  of  the  cornea. 
Through  you  I desire  to  extend  an  invitation  to  any  of 
the  gentlemen  who  may  be  passing  through  Nashville 
to  stop  over  and  examine  these  cases  for  themselves. 
I am  sure  I need  not  urge  any  man  who  ever  had  any 
dealings  with  trachoma  to  do  this.  The  importance  of 
any  line  of  treatment  promising  so  much  as  stated 
above  is  self-evident.  I am  not  giving  you  any  definite 
outline  of  treatment,  but  wish  to  call  your  attention  to 
this  treatment  and  bespeak  your  cooperation,  as  I feel 
sure  that  the  treatment  promises  more  than  anything  we 
have  ever  had.  Any  detail  that  you  may  wish  to  add 
will  be  highly  appreciated.  I wish  to  thank  you  for 
bringing  this  to  the  attention  of  the  section  in  my  ab- 
sence. [Signed]  James  P.  Crawford.” 

It  has  been  my  privilege  to  look  over  his  cases  with 
him  in  the  treatment  which  he  is  now  following  in  that 
institution ; and  if  the  results  in  these  cases  are  perma- 
nent, a revolution  in  the  treatment  of  old  trachoma  is 
on.  All  of  us  will  welcome  it. 

I did  not  see  all  of  these  children.  I do  not  know 
that  I saw  any  of  them  when  they  were  in  their  worst 
condition,  but  from  what  I can  see  now  I can  imagine 
what  their  conditions  were  a little  while  ago.  I have 
not  only  Dr.  Crawford’s  statement  as  to  the  severity 
of  these  cases,  but  I have  the  statement  of  the  nurse 
also,  who  has  been  a very  close  observer  and  who  has 
carried  out  the  treatment  herself. 

There  is  one  very  peculiar  thing  that  attends  the 
treatment  of  these  old  cases  of  trachoma  by  means  of 
the  bacillus  lactis  Bulgaricus,  and  that  is,  there  is  dan- 
ger of  developing  iritis.  I do  not  know  why  it  should 
be,  but  in  some  of  these  cases  a distinct  iritis  developed 
as  a result  of  the  treatment  by  this  bacillus.  Of  course, 
knowing  that  beforehand,  we  will  guard  against  any 
iritis  in  any  case  we  are  treating.  'We  ought  to  use 
atropin,  especially  in  the  young,  as  an  agent  to  forestall 
the  development  of  iritis.  His  cases  of  iritis  have 
yielded  readily  to  treatment  by  atropin. 

The  results  in  these  fourteen  cases — I did  not  see 
but  thirteen  of  them — are  simply  beyond  what  could 
have  been  hoped  for  from  any  other  line  of  treatment. 
As  Dr.  Crawford  said  in  his  letter,  the  treatment  con- 
sists in  powdering  one  of  the  tablets,  grinding  it  in  a 
mortar  with  pestle  until  it  is  an  impalpable  powder, 
and  then  this  powder  is  dusted  on  the  everted  lids  and 
on  the  eyeball  and  inside  the  lower  lid  as  well,  then 
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turning  the  lids  back  into  normal  position.  I saw  the 
treatment  applied.  The  little  fellows  suffered  for  just 
a little  while.  I am  sure  I am  safe  in  saying  that  five 
minutes  from  the  time  of  dusting  their  eyes  were  open 
and  they  were  no  longer  suffering  from  the  use  of  the 
agent.  If  the  bacillus  lactis  Bulgaricus  will  do  what  I 
have  seen  done,  then  we  have  given  to  us  an  agent  that 
will  do  what  we  have  been  looking  for,  and  we  can  do 
away  with  that  ugly  surgery  you  have  been  talking 
about.  We  can  also  do  away  with  the  stick  of  copper 
sulphate  and  the  infusion  of  jequirity.  I think  we 
may  have,  in  the  future,  better  reports  to  make  con- 
cerning the  treatment  of  these  cases  of  trachoma,  and 
particularly  the  old  cases. 

Dr.  Charles  Huff  Davis,  Knoxville : Dr.  Potter  has 
almost  made  my  speech  for  me,  but  I was  going  to 
speak  about  the  roughened  granulomatous  appearance 
of  the  lids.  My  routine  is  to  look  at  the  fornix,  upper 
and  lower,  the  first  thing,  when  I suspect  trachoma,  be- 
cause it  is  there  that  it  makes  its  first  appearance. 

I am  surprised  that  no  one  has  referred  to  the  ques- 
tion of  refraction.  I do  a refraction  first,  prescribe  a 
suitable  collyrium,  and  have  the  patient  stay  aside  for 
three  or  four  days,  and  see  if  the  lid  condition  is  not 
improved.  A great  many  conditions  are  shown  in  the 
lids  that  simulate  trachoma  that  are  really  the  result 
of  eyestrain. 

At  the  Knox  County  Industrial  School,  when  I was 
called  down  there  about  seven  years  ago,  they  had  four 
cases,  one  of  which  was  a teacher  from  Nashville. 
About  five  years  ago  I was  called  down  there,  and 
they  had  thirty-five  cases ; two  years  ago,  one  hundred 
and  eighty  cases.  Dr.  Price  is  correct  in  saying  that 
when  we  make  a mistake  at  all  in  these  cases  we  should 
err  on  the  correct  side.  Anything  that  is  suspicious  of 
diphtheria,  we  think  of  the  disease  and  take  correspond- 
ing care  of  it,  and  the  same  is  true  when  we  have  a 
suspicion  of  any  infectious  disease;  and  why  not  take 
care  of  a suspected  case  of  trachoma?  The  govern- 
ment health  service  inspected  this  district  and  the  Knox 
County  Industrial  School,  and  raised  particular  Cain 
about  it,  and  made  a positive  diagnosis  of  trachoma. 
It  is  not  always  easy  of  diagnosis,  however.  I hap- 
pened to  have  had  under  my  care  a young  Russian  Jew, 
who  passed  by  one  of  these  examinations.  It  was  a 
genuine  case  of  trachoma.  He  had  been  in  America 
over  two  years ; and  inasmuch  as  no  very  great  damage 
had  been  done  by  the  disease,  he  was  one  of  those  cases 
illustrating  how  easy  it  is  to  make  a mistake  in  diagno- 
sis. Characteristic  of  his  race,  he  was  not  willing  to 
pay  his  bill ; but  when  I threatened  to  deport  him,  he 
paid  immediately. 

Dr.  George  H.  Price,  Nashville : Why  is  it  these  pa- 
tients have  iritis  from  the  use  of  this  bacillus?  There 
are  some  forms  of  organisms,  after  the  eye  becomes 
infected,  that  set  up  iritis  in  a few  hours.  Dr.  Litterer 
was  infected  in  the  evening  several  years  ago  with  an 
anerobic  bacillus,  and  he  had  a very  bad  case  of  iritis 
by  the  next  morning.  The  Bulgarian  bacillus  may  be 
exceedingly  penetrative,  and  that  is  the  thing  that  does 


the  good,  but  may  also  do  harm  in  exciting  the  iris,  in 
these  cases.  It  is  the  penetration  of  the  Bulgarian  ba- 
cillus that  attacks  whatever  bacillus  or  organism  or 
whatever  else  is  the  cause  of  trachoma  and  overcomes 
it.  That  is  the  idea  that  I had,  and  I think  it  is  the  rea- 
son we  get  this  iritis. 

Dr.  Edward  L.  Roberts,  Nashville : I want  to  say  one 
other  word  before  the  discussion  is  closed.  Perhaps 
what  I did  say  before  may  have  left  a wrong  impres- 
sion. I spoke  only  of  the  surgical  treatment.  When 
we  were  finding  the  largest  number  of  cases  of  tra- 
choma in  the  Nashville  schools,  I am  perfectly  safe  in 
saying  that  I did  not  recommend  surgical  treatment  in 
more  than  one  case  out  of  ten. 

One  other  point  has  been  brought  out  by  Dr.  Davis  to 
which  I desire  to  refer.  I make  it  a routine  practice  to 
refract,  not  completely,  but  at  least  test  the  vision  and 
the  refractive  condition  of  every  eye  that  has  trachoma; 
and  I have  found  in  many  of  these  cases  they  have  re- 
fractive errors,  the  correction  of  which  will  help  toward 
the  relief  of  the  irritation  in  the  conjunctiva. 

Dr.  a.  F.  Richards,  Sparta  (closing)  : The  object  of 
my  paper  has  been  accomplished.  I wanted  to  hear  this 
subject  freely  discussed,  and  it  has  been  very  ably  done. 
A suggestion  only  was  necessary. 

There  are  just  one  or  two  things  I want  tb  refer  to. 
The  question  of  diagnosis  in  trachoma  is  like  diagnosis 
in  typhoid  fever,  in  pneumonia,  and  in  many  other  dis- 
eases we  have  to  deal  with.  I suppose  there  is  not  a 
man  here  who  is  not  liable  to  make  a mistake  in  regard 
to  the  diagnosis  of  trachoma.  It  is  so  with  me ; and  in 
diagnosing  trachoma,  I find  that  I have  to  diagnose  it 
like  I do  many  other  diseases.  I may  have  to  treat  it 
frequently  for  a long  time  before  I am  fully  satisfied  in 
my  mind  as  to  the  diagnosis.  I suppose  that  would  be 
so  with  every  man  who  makes  a confession ; and  hence 
many  mistakes  are  made  in  the  diagnosis  of  trachoma. 

With  reference  to  a cure,  I think  Dr.  Ellett  is  emi- 
nently correct  in  saying  it  is  curable.  I do  not  care 
how  many  scars  are  left.  I do  not  care  if  the  lid  is 
turned  outside  in,  trachoma  can  be  cured.  These  things 
have  been  thoroughly  established  and  brought  out  by 
the  discussion. 

One  other  point.  I want  to  refer  to  Dr.  Roberts’  re- 
marks and  indorse  the  idea  of  our  being  able  to  diag- 
nose trachoma  and  of  the  disease  being  eradicated  by 
treatment. 

Another  thing  in  connection  with  what  he  said  was 
this:  That  surgery  was  seldom 'needed  in  the  cases 
that  were  diagnosed  by  him.  Why?  Because  there 
are  cases  in  which  he  hunts  out  the  disease  early ; and, 
therefore,  surgery  is  not  indicated.  The  cases  I see 
are  old  cases ; as  a rule,  they  are  thoroughly  estab- 
lished; and  I am  not  so  likely  to  make  a mistake  in 
my  diagnosis  and  treatment  with  surgery.  I find  after 
they  are  old  and  have  been  going  on  until  there  are 
many  injuries  left  that  will  never  be  eradicated,  still 
the  active  condition  is  cured.  I have  cases  on  hand 
that  have  been  cured  now  twenty  3'ears.  They  have  not 
had  a return.  While  trachoma  is  evidently  a recurrent 
disease,  I think  the  recurrence  is  due  mainly  to  our 
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failure  to  bring  about  a cure.  When  these  cases  are 
cured,  the  disease  does  not  return  any  more  than  it 
would  in  a man  who  has  never  had  it. 


TUBERCULAR  PERITONITIS. 

By  Richard  A.  Barr,  M.D., 

Nashville. 

Etiology. 

Method  of  Infection. — Tuberculosis  of  the 
peritoneum,  like  other  infections  of  that  mem- 
brane, is  seldom  primary  (.9%,  Borschke), unless 
it  is  so  considered  when  part  of  a general  miliary 
tuberculosis.  The  primary  focus  is  much  more 
frequently  without  the  abdomen  than  is  the  case 
with  nontubercular  peritonitis ; but  while  hema- 
togenous infection  is  found  oftener  than  in  the 
latter,  in  the  great  majority  of  instances  with 
pulmonary  or  other  extra-abdominal  primary  fo- 
cus there  is  secondary  involvement  of  some  of 
the  abdominal  or  pelvic  viscera  before  the  peri- 
toneum itself  is  attacked.  It  is  possible  for  the 
tubercle  bacillus  to  pass  through  the  sound  mem- 
brane of  the  bowel,  or  rather  through  the  intact 
epithelium ; but  in  this  case  the  lymph  nodes  will 
be  first  involved  and  the  peritoneum  sequentially. 
Extension  from  the  Eallopian  tubes  and  lymph 
nodes  is  the  commonest  method  of  infection, 
with  the  appendix,  caecum,  and  lower  ileum  (ileo- 
caecal  region  of  gut)  furnishing  the  next  largest 
quota.  The  intraperitoneal  rupture  of  a case- 
ating  visceral  focus  occasionally  occurs,  and  re- 
sults in  prompt  dissemination  of  tubercles  over 
the  peritoneum.  Infection  from  the  pleurae  may 
occur  directly  by  ulceration  or  through  the 
lymphatics.  The  lymphatics  play  a part  in  the 
etiology  of  tubercular  peritonitis  essentially  dif- 
ferent and  more  important  than  in  nontubercular 
infections,  and  involvement  of  the  membrane 
from  its  attached  surface  through  this  medium 
is  comparatively  frequent.  The  peritoneum 
seems  almost  as  readily  infected  by  a tubercular 
process  from  one  surface  as  the  other,  and  this 
makes  the  condition  many  times  more  common 
than  it  otherwise  would  be.  The  etiological  fact 
of  most  importance  from  the  surgical  point  of 
view  is  that  many  cases  of  tubercular  peritonitis 
have  their  origin  by  extension  from  a primary 
focus  in  the  Eallopian  tubes  or  from  a primary 
focus  in  the  ileocsecal  region  of  the  gut. 


Age. — Tubercular  peritonitis  may  occur  at 
any  age,  though  it  is  more  common  from  twenty 
to  forty.  In  the  first  year  of  life  it  only  occurs 
as  part  of  a general  miliary  process,  according  to 
Rotch. 

Sex. — Among  adults  the  condition  is  found 
more  frequently  among  males  at  postmortem  and 
among  women  (4  to  1,  Mayo)  at  operation. 

It  is  safe  to  assume  that  any  condition  lower- 
ing general  vitality  predisposes  to  tubercular  in- 
fection, but  tubercular  peritonitis  will  not  infre- 
quently be  found  in  patients  with  every  evidence 
of  robust  health. 

Cirrhosis  of  the  liver  is  an  associated  condi- 
tion (2  in  13  fatal  cases,  Nothnagel;  5 in  24 
fatal  cases,  Vierodt)  without  assured  position 
as  cause  or  effect. 

Pathology. 

The  pathological  varieties  of  tubercular  peri- 
tonitis are  simply  different  stages  of  the  process. 
There  are  three  easily  distinguishable  stages — 
miliary  (with  effusion  dry),  caseous,  fibrous. 
All  three  of  these  may  be  found  in  different 
parts  of  the  peritoneum  at  the  same  time,  and 
mixed  infection,  resulting  in  a suppurative  proc- 
ess, may  also  be  present.  The  miliary  type  is 
the  only  one  likely  to  be  found  alone. 

Miliary  Tubercular  Peritonitis. — The  pathol- 
ogy of  the  miliary  or  initial  stage  is  represented 
by  grayish  or  yellow  tubercles  scattered  over  the 
peritoneum,  especially  along  the  line  of  the  blood 
vessels  or  lymphatics.  The  tubercle  may  be 
placed  on  a hyperasmic  spot  or  there  may  be  no 
naked  eye  changes  around  its  base.  Perituber- 
cular  exudation,  with  consequent  thickening  and 
friability  of  the  membrane,  is  the  rule.  Serous 
exudate  into  the  cavity,  varying  in  color  from 
straw  to  red,  is  usually  present  in  greater  or  less 
quantity;  but  widely  disseminated  tubercles  are 
found  at  times  without  serous  or  other  effu- 
sion, except  possibly  around  focus.  There  is  no 
very  satisfactory  explanation  advanced  for  this 
variation,  nor  is  it  fully  agreed  as  to  whether 
there  is  overproduction  of  fluid  or  crippled  ab- 
sorption in  cases  with  pronounced  exudate. 
Plastic  exudate  is  apt  to  be  found  with  this  as 
with  the  other  types ; and  when  serous  exudate 
is  scanty  or  absent,  this  results  in  adhesions,  and 
at  times  the  cavity  is  practically  obliterated. 
These  adhesions  at  first  are  soft  and  easily  sep- 
arated ; but  as  time  advances,  they  become 
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stronger,  and  may  finally  be  organized  into  dense 
connective  tissue.  Serous  exudate  may  be  sac- 
culated by  adhesions.  Enlarged  lymph  nodes  are 
commonly  present. 

Caseous  Tubercular  Peritonitis. — At  this  stage 
the  tubercles  have  undergone  caseation,  and  have 
a tendency  to  break  down  and  lead  to  the  for- 
mation of  ulcers  on  the  peritoneal  surface  of  the 
viscera.  Extensive  plastic  exudate  is  present, 
with  resulting  adhesions,  shutting  off  pockets 
containing  caseous  material,  serum,  and  pus,  this 
last  being  the  result  of  secondary  infection.  As 
a result  of  the  peritoneal  ulcers,  fistulas  may 
form,  which  may  connect  the  cavities  of  the 
hollow  viscera  with  the  peritoneal  cavity  or  which 
may  be  intervisceral  or  external.  As  already 
stated,  areas  of  miliary  tuberculosis  may  be  pres- 
ent, and  fibrous  areas  are  quite  the  rule. 

Fibrous  Tubercular  Peritonitis. — Adhesions 
are  common  at  any  stage  of  the  lubercular  proc- 
ess, and  in  some  cases  from  the  very  outset  the 
fibrinoplastic  material  is  in  excess  and  hangs  in 
festoons  from  the  viscera.  It  is  only  after  this 
becomes  organized  and  tough  that  we  find  the 
typical  fibrous  peritonitis,  the  tubercles  having 
disappeared  to  a great  extent  over  the  corre- 
sponding area  or  being  covered  up  by  the  con- 
nective tissue  formation.  This  connective  tissue 
has  a tendency  to  contract,  and  the  various  vis- 
cera may  be  displaced  or  constricted  by  it.  The 
mesentery,  if  involved,  is  shortened  and  the 
omentum  rolled  up  into  a hard  mass.  The  pel- 
vic viscera  may  be  so  covered  with  fibrous  exu- 
date that  it  is  impossible  to  feel  or  see  any  line 
of  cleavage  between  them.  The  coils  of  small 
intestines  are  at  times  drawn  back  against  the 
posterior  parietes  by  shortening  of  the  mesen- 
tery, and  so  agglutinated  and  covered  up  with 
fibrous  material  that  their  outlines  can  barely  be 
discerned.  Coalesced  and  caseating  tubercles 
covered  with  fibrous  tissue  may  cause  large  nod- 
ules or  even  pendulous  tumors.  The  disappear- 
ance of  tubercles,  with  progress  of  the  fibrous 
process,  shows  it  to  be  in  some  sense  at  least  a 
stage  of  spontaneous  cure,  though  it  falls  short 
of  being  complete,  and,  where  curative,  results  in 
serious  crippling.  The  association  of  the  differ- 
ent stages  of  the  tubercular  process  in  different 
areas  of  the  peritoneum  must  again  be  empha- 
sized. 


Symptoms. 

As  has  already  been  stated,  tubercular  perito- 
nitis is  an  essentially  chronic  process,  and  the 
condition  may  be  latent  and  not  manifest  itself 
by  either  symptoms  or  physical  signs.  When  evi- 
dences of  a tubercular  process  are  present,  it  is 
difficult  to  determine  just  to  what  extent  the  in- 
volvement of  the  peritoneum  is  responsible  for 
them,  since  there  are  frequently  other  lesions. 
We  have  in  some  instances  the  usual  general 
symptoms  of  tuberculosis,  with  special  symp- 
toms from  the  abdomen,  and  possibly  also  from 
other  areas.  Without  attempting  to  select  too 
closely  the  symptoms  caused  by  tuberculosis  of 
the  peritoneum,  we  will  give  those  most  likely 
to  be  associated  with  it. 

Onset. — The  mode  of  onset  may  be  sudden, 
with  acute  symptoms,  or  the  condition  may  be 
chronic  from  the  outset.  The  acute  onset  of 
tubercular  peritonitis  has  no  radical  difference 
from  acute  nontubercular  peritonitis.  We  have 
the  same  abdominal  pain,  tenderness,  and  rigid- 
ity. We  have  vomiting,  constipation,  and  tym- 
panites; and  there  is  fever  (possibly  10.3  or  104 
E.),  rapid  pulse,  accelerated  respiration,  and  also 
leucocytosis.  The  frequency  of  its  spread  from 
ileocascal  tuberculosis,  or  from  the  Fallopian 
tubes  in  the  female,  increases  the  resemblance. 
There  is  really  nothing  about  the  process  to  dis- 
tinguish it  from  an  ordinary  pus  infection, 
though  the  antecedent  history  or  the  patient’s 
general  appearance  may  be  strongly  suggestive. 
With  subsidence  of  acute  symptoms,  the  condi- 
tion becomes  chronic,  as  a rule,  though  the  case 
may  clear  up  as  completely  as  an  ordinary  in- 
fection. 

The  gradual  onset  suggests  an  anomalous  ty- 
phoid fever.  The  patient  begins  to  lose  appetite, 
flesh,  and  strength.  There  is  an  afternoon  rise 
of  fever,  with  normal  or  subnormal  morning  rec- 
ord. The  pulse  is  a little  fast,  and  quickens  on 
the  slightest  exertion ; some  varying  abdominal 
distention,  with  slight  general  tenderness,  and 
possibly  localized  tenderness  more  pronounced. 
As  the  condition  advances,  these  symptoms  be- 
come more  clearly  marked.  The  digestive  symp- 
toms increase  in  severity,  and  there  are  frequent 
attacks  of  colic,  with  formation  of  large  quanti- 
ties of  gas  in  the  bowel.  The  temperature  runs 
higher  in  the  afternoon,  abdominal  tenderness 
becomes  more  marked,  and  voluntary  rigidity 
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increases  with  it.  Night  sweats  may  occur.  In 
women  there  is  often  present  pain  in  the  back 
and  lower  abdomen,  as  well  as  increased  fre- 
quency and  urgency  of  micturition,  most  likely 
due  to  salpingitis.  Alternating  diarrhea  and 
constipation  may  be  present,  due  to  ulceration 
of  the  bowel.  With  caseation  and  mixed  infec- 
tion we  get  a septic  temperature,  with  possible 
chills  and  sweats.  Acute  or  chronic  mechanical 
obstruction  of  the  bowel  may  occur  from  organ- 
ization of  plastic  exudate,  with  resulting  matting 
of  intestines,  and  possibly  strangulation. 

Spontaneous  recovery  may  take  place  or  the 
course  of  the  disease  may  be  progressively  down- 
ward. Acute  exacerbations,  with  symptoms  al- 
ready described,  may  occur,  and  their  frequent 
return  suggests  caseation  and  mixed  infection. 

Physical  Signs. — We  may  find  the  physical 
signs  of  gas  in  unusual  amount,  with  free  fluid, 
encysted  fluid,  solid  tumor,  one  or  all. 

Inspection. — On  inspection  we  can  usually  de- 
tect some  abdominal  distention.  This  may  be 
slight  or  great ; and  though  usually  symmetrical, 
is  not  always  so.  The  umbilicus  is  apt  to  be 
pouting,  and  a serous,  purulent,  or  fecal  dis- 
charge from  it  may  be  present,  such  occurrences 
being  for  some  unexplained  reason  comparatively 
frequent  in  tubercular  peritonitis.  There  is  usu- 
ally, but  7iot  always,  some  loss  of  flesh,  possibly 
emaciation.  The  lower  limbs  may  be  oedema- 
tous.  The  skin  is  at  times  grayish  or  livid  in 
color,  and  may  even  be  pigmented  from  adrenal 
disturbances,  or  from  associated  hepatic  cirrhosis 
it  may  be  jaundiced. 

Palpation.  — As  already  mentioned  under 
“ Symptoms,”  more  or  less  general  tenderness 
and  rigidity  are  found  on  palpation,  with  possi- 
ble localized  increase.  Encysted  fluid,  enlarged 
lymph  nodes,  rolled-up  omentum,  a thickened 
caecum,  or  agglutinated  coils  of  the  intestine  in- 
closing caseous  and  other  material  may  form  a 
palpable  mass.  Cross-palpation  may  show  the 
fluctuation  of  free  or  encysted  fluid.  Vaginal  or 
rectal  examination  may  detect  indurated  masses 
in  the  pelvis  or  may  elicit  the  elastic  bulging  of 
fluid.  In  many  cases  there  are  no  palpable  evi- 
dences of  disease. 

Percussion. — An  increase  in  the  normal  reso- 
nance of  the  abdomen  is  the  most  common  find- 
ing on  percussion.  Many  of  the  palpable  masses 
that  may  be  found  will  be  more  or  less  resonant 
on  percussion.  Areas  of  resonance  and  dullness. 


shifting  with  change  of  position,  are  expected 
to  be  found,  with  free  fluid ; but  occasionally  the 
fluid  is  so  large  in  amount  and  the  bowel  so  con- 
fined by  shortening  of  the  mesentery  that  change 
of  position  does  not  influence  the  percussion 
note.  Overlaying  bowel  may  make  the  dullness 
of  encysted  fluid  hard  to  determine;  and  when 
this  dullness  is  distinct,  it  is  characteristic  for  the 
line  of  demarkation  between  it  and  the  resonance 
of  the  bowel  to  be  very  irregular.  It  is  very 
necessary  to  try  both  superficial  and  deep  per- 
cussion to  bring  out  the  signs  satisfactorily. 

Diagnosis. 

An  important  point  in  the  diagnosis  of  this 
condition  is  to  always  be  on  the  lookout  for  it. 
Keep  its  possible  occurrence  always  in  mind. 

In  tubercular  peritonitis,  with  acute  onset,  the 
diagnosis  must  be  made,  if  at  all,  on  the  general 
appearance  of  the  patient  and  a history  or  symp- 
toms and  signs  pointing  to  pulmonary,  bowel,  or 
genital  tubeixulosis.  A family  history  of  tuber- 
culosis is  suggestive  and  of  value  where  a per- 
sonal history  is  lacking.  A tuberculin  test  is 
helpful,  but  not  final,  and  cannot  always  be 
waited  for.  A mistake  in  diagnosis  when  it 
leads  to  operation  is  not  necessarily  harmful, 
though  it  is  desirable  to  wait  for  the  passing  of 
the  acute  stage  before  surgery  is  done.  With 
the  subsidence  of  acute  symptoms,  the  persist- 
ence of  general  tenderness  and  of  gas  formation 
is  very  suspicious. 

In  gradually  established  tubercular  peritonitis, 
typhoid  fever  may  be  excluded  by  blood  cul- 
tures or  the  Widal  test.  The  blood  count  may 
also  be  of  positive  value. 

A persistent  difference  in  morning  and  after- 
noon temperature,  though  the  highest  registered 
may  not  be  above  normal,  and  an  accelerated 
pulse  are  suggestive.  When  persistent  gas  for- 
mation and  digestive  symptoms,  with  some  gen- 
eral tenderness  and  rigidity,  are  added  to  this, 
the  condition  is  clearer  still.  Palpable  lymph 
nodes,  evidence  of  free  or  encysted  fluid,  pal- 
pable omentum,  etc.,  narrow  the  diagnosis  con- 
siderably. A demonstrated  tubercular  lesion 
anywhere  in  the  body  should  always  be  given 
due  weight. 

Ascites  due  to  tubercular  peritonitis  is  dis- 
tinguished, according  to  Cabot,  by  a relatively 
slow  accumulation  of  fluid  and  at  least  a slight 
general  tenderness  and  rigidity. 
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The  tuberculin  test,  while  not  positive,  is  val- 
uable. 

The  leucocyte  count  is  of  little  or  no  value. 

Differential  Points  in  Ascites  (Cabot). 

Cirrhosis  of  Liver  (may  be  associated  with  tu- 
bercular peritonitis)  : 

Alcoholic  history. 

Marked  digestive  disturbance. 

Melsena. 

Hematemesis. 

Negative  tuberculin  test. 

Visceral  Syphilis : 

Positive  Wassermann. 

Negative  tuberculin  test. 

Result  of  antisyphilitic  treatment. 

Kidney  Disease : 

Urinary  findings. 

Negative  tuberculin  test. 

Ovarian  Cyst : 

Symmetrical  location  and  sugar-loaf  shape. 
Distinct  and  regular  outline  of  border  be- 
tween dullness  and  resonance.  Bowel  al- 
ways readily  located  and  not  concealed, 
as  in  large  ascitic  collections,  with  short- 
ening of  mesentery. 

Negative  tuberculin  test. 

History  of  development  from  below. 

Cancer  of  Peritoneum : 

Rapid  progress. 

Age  of  patient. 

Profound  cachexia. 

Negative  tuberculin  test. 

Negative  Wassermann. 

Chronic  Nontubercular  peritonitis; 

Tuberculin  test  alone  or  with  injection  of 
fluid  into  animals  after  operation. 

There  are  cases  of  chronic  nontubercular  peri 
tonitis  and  of  peritoneal  cancer  that  can  only  be 
dififerentiated  from  tubercular  peritonitis  at  O])- 
eration,  and  even  then  microscopic  investigation 
of  removed  tissue  and  animal  inoculation  may 
be  required. 

Prognosis. 

Tubercular  peritonitis  is  more  favorable  in 
children  than  in  adults,  though  infants  are  an 
exception,  since  in  them  it  is  usually  a part  of  a 
general  miliary  process. 


The  prognosis  is,  of  course,  influenced  by 
lesions  other  than  that  of  the  peritoneum ; but 
as  high  as  80  per  cent  of  recoveries  has  been 
claimed  by  both  surgical  and  medical  treatment. 
A conservative  estimate  of  permanent  cures  by 
surgical  treatment  would  place  it  at  about  65  per 
cent,  with  the  results  of  medical  treatment  con- 
siderably lower. 

Treatment. 

A patient  with  peritoneal  tuberculosis  should 
have  every  advantage  that  climate,  hygiene,  care- 
ful feeding,  and  intelligent  medical  treatment 
can  afford.  In  addition  to  this,  ascitic  cases  will, 
without  exception,  be  benefited  by  operation  in- 
telligently done.  Just  in  what  way  operation  is 
of  advantage  is  not  known,  except  when  the  pri- 
mary focus  can  be  removed.  This  has  long  been 
known  in  tubercular  processes  to  be  followed  by 
spontaneous  healing  of  secondary  foci,  and  ab- 
dominal tuberculosis  is  no  exception.  This  can 
oftenest  be  done  with  genital  (female)  or  ileo- 
cascal  primary  focus.  When  removal  of  the  pri- 
mary focus  cannot  be  accomplished,  the  mere 
opening  of  the  abdomen,  with  evacuation  of  such 
fluid  as  may  be  present  and  admission  of  light 
and  air,  gets  wonderful  results  at  times.  There 
are  various  theories  advanced  to  explain  the  ef- 
fects of  operation.  The  most  reasonable  expla- 
nation is  that  hypersemia  results  and  the  old 
stagnant  lymph  is  replaced  by  a new  and  potent 
lymph  transudation  (Wright  and  Douglas). 

To  get  this  good  result,  it  is  necessary  to  open 
up  the  peritoneum.  Where  there  are  extensive 
adhesions,  this  is  difficult  and  dangerous  of  ac- 
complishment. Fecal  fistula  will  sometimes  fol- 
low very  slight  handling  of  adherent  gut,  and 
this  is  always  a most  serious,  though  not  neces- 
sarily incurable,  complication.  Cases  of  miliary 
tubercular  peritonitis  without  adhesions  respond 
well  to  surgery,  as  do  adhesive  cases  when  the 
viscera  are  not  too  densely  attached  to  be  safely 
separated.  The  ascitic  cases,  however,  can  be 
handled  with  the  least  risk  and  get  the  best  re- 
sults. It  is  probably  not  desirable  to  do  mure 
than  mop  out  the  fluid.  The  use  of  iodoform  or 
bismuth  adds  little  or  nothing  to  the  benefit  got- 
ten. Drainage  in  any  form  is  undesirable,  and 
should  always  be  avoided  whenever  possible. 
The  use  of  X-ray  or  Finsen  light  in  the  perito- 
neum, with  abdomen  open,  is  not  practicable. 
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Pulmonary  or  other  extra-abdominal  lesions 
may  contraindicate  surgery  of  any  kind. 

It  is  undesirable  to  operate  in  the  stage  of 
acute  symptoms  or  to  operate  early  in  any  case. 
Shattuck  has  placed  four  to  six  weeks  as  a suf- 
ficiently short  time  to  use  medical  measures,  and 
he  does  not  believe  in  operating  at  all  so  long  as 
the  patient  continues  to  improve.  Complications 
like  intestinal  obstruction  may  force  operation  at 
any  time.  While  a selection  of  cases  for  oper- 
ation gets  the  best  temporary  and  permanent  re- 
sults, we  must  remember  that  “ there  is  no  form 
in  which  we  can  say  that  laparotomy  is  abso- 
lutely useless”  (Watson  Cheyne).  When  med- 
ical measures  have  failed,  a carefully  done  sec- 
tion may  obtain  an  entirely  unexpected  benefit. 

As  pointed  out  by  Murphy,  removal  of  the 
primary  focus  influences  very  decidedly  the  com- 
pleteness and  permanency  of  cure,  and  should 
always  be  done  when  possible.  It  is  at  times 
difficult  to  determine  whether  or  not  removal  of 
the  primary  focus  is  of  sufficient  value  to  justify 
the  traumatism  that  will  be  necessitated,  and  in 
case  of  doubt  it  is  best  to  lean  to  the  side  of  non- 
interference. 

The  postoperative  treatment  should  be  carried 
out  with  the  greatest  care  in  detail.  While  some 
patients  make  complete  recoveries  without  any 
further  care  than  that  ordinarily  given  to  sur- 
gical cases,  there  can  be  no  doubt  about  the  ad- 
vantage of  giving  operated  cases  of  peritoneal 
tuberculosis  the  same  medical  attention  that  they 
would  have  received  without  operation. 

To  Recapitulate. 

Avoid  operation  during  acute  symptoms. 

Try  medical  measures  first  in  any  case.  If 
improvement  does  not  take  place  in  six  weeks, 
operation  is  justifiable,  and  is  especially  advan- 
tageous in  ascitic  cases. 

Avoid  traumatism  in  operating. 

Remove  primary  focus  when  possible. 

Do  not  drain  if  it  can  be  avoided. 

Success  in  operation  is  dependent  on  opening 
the  cavity  of  peritoneum.  Unexposed  areas  get 
little  benefit. 


The  United  States  Public  Health  Service  will 
send  a booklet  on  flies  and  disease,  gratis,  to  all 
applicants. 


HERNIA.* 

By  E.  H.  Baird,  M.D., 

Dyersburg. 

It  is  rather  hard  to  make  the  subject  of  hernia 
one  that  may  be  of  interest  to  an  assemblage  of 
doctors — not  that  we  don’t  meet  up  with  this 
condition,  but  rather  due  to  the  reverse.  From 
time  immemorial  this  condition  has  confronted 
us,  and,  I might  say,  because  of  its  very  fre- 
quency we  do  not  give  it  the  full  consideration 
that  it  justifies.  I do  not  hope  to  advance  any- 
thing new  upon  this  subject  for  your  consider- 
ation, but  by  discussion  of  the  subject  to  succeed 
in  reviving  to  some  extent,  as  the  preacher 
might  say,  our  common  knowledge  and  interest 
along  this  line.  The  condition  of  hernia  is  too 
often  at  the  present  time  delegated  to  the  treat- 
ment and  care  of  the  corner  druggist  or  the  mail- 
order advertiser. 

Since  the  use  of  local  anaesthesia  has  been  car- 
ried into  all  fields  of  major  work,  we  have  a 
means  of  correcting  these  cases  that  should  be 
put  before  each  individual  ruptured  person  for 
consideration,  giving  as  it  does  practically  no 
death  rate  and  making  of  an  inefficient  man  one' 
that  is  efficient.  The  question  of  hernia,  while  a 
common  one,  is  one  that  should  be  taken  into  con- 
sideration when  found  in  such  great  numbers  as 
at  the  present  time.  A goodly  percentage  of  our 
people  are  affected  in  some  form  or  other,  not 
only  from  the  standpoint  of  life  and  health,  but 
as  to  the  utility  of  those  affected  to  themselves, 
their  families  and  friends,  and  indirectly  to  the 
community.  This  is  my  reason  for  choosing  her- 
nia for  discussion. 

The  term  “ hernia  ” came  from  the  Greek 
word  meaning  an  “offshoot,”  and  may  be  ap- 
plied to  a protrusion  or  projection  from  the  sur- 
rounding surface.  When  used  alone,  the  term 
has  come  to  be  synonymous  with  “ rupture,”  and 
is  applied  to  a protrusion  of  one  or  more  of  the 
abdominal  viscera  through  a normal  or  abnormal 
opening.  The  great  increase  of  knowledge  along 
this  line  is  a result  of  a large  number  of  oper- 
ations for  the  radical  cure  of  hernia  that  have 
been  performed  during  the  past  two  or  three  dec- 
ades. In  a large  majority  of  the  cases  it  has  been 
proven  that  hernia  is  a disease  rather  than  an 

♦Read  at  the  meeting  of  the  West  Tennessee  Medical  and 
Surgical  Association.  Jackson,  May,  1916. 
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accident — in  other  words,  is  due  to  some  congen- 
ital defect  in  the  peritoneal  wall. 

Anatomic  Varieties. — Among  the  most  com- 
mon varieties  in  frequency  are  inguinal,  umbilical, 
femoral,  and  ventral.  We  occasionally  find  the 
rare  forms  of  obturator,  pelvic,  lumbar,  dia- 
phragmatic, and  retroperitoneal.  Among  the  clin- 
ical varieties  of  hernia  we  recognize  the  reduci- 
ble, irreducible,  inflamed,  and  strangulated. 

In  the  reducible  form,  contents  of  the  hernial 
sac  are  returned  into  the  abdominal  cavity  spon- 
taneously or  upon  slight  manipulation.  In  the 
early  stage  of  development,  practically  all  herniae 
are  reducible,  and  this  fact  is  a strong  rea- 
son for  early  operation  and  treatment.  In  the 
irreducible  form,  many  difficulties  are  encoun- 
tered. This  condition  is  most  apt  to  be  mistaken 
in  an  inguinal  hernia  for  hydrocele,  and  vice 
versa,  especially  in  children.  In  irreducible  um- 
bilical herniae,  especially  in  stout  people,  we  have 
associated  a series  of  digestive  disturbances — 
, colicky  pains,  flatulence,  irregularity  of  the  bow- 
els, and  other  symptoms — that  are  classed  by  the 
patient  under  the  general  head  of  “ stomach  trou- 
ble.” Also  in  other  forms  of  hernia  of  long 
standing  the  patients  complain  of  gradually  in- 
creasing discomfort  and  intestinal  symptoms  that 
make  their  life  miserable.  Irreducible  hernia, 
long  continued,  is  very  often  followed  by  an  in- 
flamed condition  of  the  sac,  which  soon  becomes 
matted  and  adherent  to  the  surrounding  tissues. 
Sometimes  an  infection  occurs  in  this  class  of 
cases,  followed  by  suppuration,  and  often  with  a 
slough  of  the  parts. 

Under  the  type  of  cases  called  “ strangulated 
hernia”  we  sometimes  “meet  our  Waterloo,” 
this  being  one  of  the  most  dangerous  conditions 
met  in  surgery.  Here  the  doctor  or  surgeon  is 
rewarded  for  the  early  relief  of  this  condition  by 
the  absolute  knowledge  that  the  patient  is  in- 
debted to  him  for  his  life,  and  here  also  can  be 
seen  as  by  magic  the  relief  of  dangerous  symp- 
toms and  a condition  of  shock  relieved  that  would 
in  a few  hours  be  beyond  treatment.  Here  also 
comes  our  high  mortality  rate,  running  as  high 
as  fifty  j)er  cent  in  all  cases  of  strangulated  um- 
bilical hernia. 

Inguinal  hernia,  direct  or  indirect,  is  the  type 
most  often  met  with,  and  it  is  surprising  how 
many  persons  discommode  themselves  by  the 
daily  adjustment  of  some  variety  of  truss.  The 
diagnosis  in  these  cases  is  generally  made  before 


reaching  the  doctor — most  often  by  the  corner 
druggist  who  has  a truss  to  sell.  In  some  cases 
the  diagnosis  is  not  so  easy,  as  inguinal  and  fem- 
oral adenitis  may  closely  resemble  hernia.  In 
lipoma  we  have  the  more  superficial  and  more 
movable  tumor,  and  the  history  of  nonreducibil- 
ity  will  diflerentiate  this  condition,  sometimes 
found  near  hernial  orifices. 

Saphenous  varix  may  closely  resemble  femoral 
hernia ; but  if,  after  reducing  the  tumor,  the  fin- 
gers are  placed  in  the  femoral  opening  and  the 
tumor  slowly  disappears,  you  have  a saphenous 
varix.  We  nearly  always  find  an  enlarged  con- 
dition of  the  veins  in  the  lower  extremitv  in  this 
condition.  This,  taken  along  with  the  classical 
symptoms  of  hernia — that  is,  the  presence  of  the 
tumor  at  some  natural  abdominal  outlet,  or  an 
unnatural,  either,  as  following  some  pus  case — 
taken  in  connection  with  the  fact  that  the  tumor 
is  reducible  or  has  been  in  the  past,  impulse  to 
the  finger  upon  coughing,  etc.,  usually  leads  to 
the  correct  diagnosis.  We  often  have  an  imme- 
diate or  exciting  cause — such  as  lifting,  strain- 
ing, etc. — but  the  inherent  weakness  was  there 
previously  in  the  main  varieties,  and  the  in- 
creased intra-abdominal  pressure  serves  to  bring 
the  peritoneum  out.  Obesity  and  pregnancy  and 
constitutional  diseases  that  tend  to  atrophy  the 
abdominal  muscles  are  predisposing  causes,  espe- 
cially in  the  umbilical  type. 

The  mechanical  treatment  is  generally  inade- 
quate, and  only  delays,  in  a great  number  of 
cases,  the  day  of  reckoning.  There  are  some 
forms  of  trusses  and  abdominal  belts  that  in  cer- 
tain cases  retain  the  rupture  and  in  certain  other 
cases  set  up  a mechanical  irritation  that  may 
sometimes  close  the  opening  in  an  effective  man- 
ner, but  they  are  bothersome  and  lower  the  effi- 
ciency of  the  parties  using  them.  I also  mention 
only  to  condemn  the  combination  injection  of 
tincture  of  iodine,  white-oak  bark,  etc.,  or  the 
more  dangerous  ])rocedure  of  an  injection  of  car- 
bolic acid  in  vogue  in  many  of  the  “ advertising 
quack  ” offices  of  our  larger  cities. 

The  introduction  of  subcutaneous  surgery  by 
Stromeyer  in  1835  marks  an  important  era  in  the 
history  of  operative  treatment  in  hernia.  The 
first  operation  for  the  radical  cure  after  the  in- 
troduction of  antiseptics  was  that  of  Richard 
Steele,  of  London,  in  1874,  followed  by  Czcrneys 
in  1877.  AMiile  immediate  results  in  some  of 
these  methods  were  good,  particularly  in  the 
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hands  of  their  originators,  the  total  results  .were 
far  from  satisfactory. 

The  discoveries  of  Lister  and  Pasteur  mate- 
rially raised  the  percentage  of  cures  in  these 
cases,  and  many  different  methods  were  devised 
for  the  radical  cure  of  hernia ; but  at  the  time 
Holstead  and  Bassini  reported  their  methods  the 
faith  in  operative  procedures  was  beginning  to 
wane.  The  unquestionable  superiority  of  Bas- 
sini’s  operation  over  previous  procedures,  recog- 
nizing as  it  did  the  underlying  weakness  of  the 
peritoneal  wall,  raised  the  operation  to  where  at 
the  present  time  the  percentage  of  recurrences 
following  operation  certainly  justifies  the  small 
risk  attached  to  the  procedure.  Only  those  meth- 
ods should  be  employed  that  have  stood  the  test 
of  time.  With  equally  good  results,  that  method 
should  be  selected  which  is  the  simplest  as  re- 
gards technic  and  safest  as  regards  risk  of  life. 

In  the  inguinal  form,  which  is  the  most  preva- 
lent type  at  present,  the  Bassini  method,  with  or 
without  the  transplantation  of  the  cord,  is  the 
method  of  favor.  In  the  cases  of  children  the 
transplantation  of  the  cord  is  not  so  essential. 
In  adults  better  results  are  obtained  by  this  pro- 
cedure, especially  so  in  the  direct  form  of  ingui- 
nal hernia. 

Suture  material  had  a great  deal  to  do  with  the 
recurrences  in  the  early  ojDerative  procedures. 
The  early  absorption  of  simple  catgut  weakened 
the  wound,  but  with  the  standard  twenty  and 
thirty-day  chronic  catgut  of  present-day  manu- 
facture this  trouble  is  obviated. 

The  question  of  anaesthesia  in  hernia  opera- 
tions is  important.  Some  surgeons  advocate  at 
the  present  time  local  anaesthesia,  even  in  non- 
strangulated  cases.  There  is  no  question  but  that 
local  anaesthesia  should  be  used  in  all  cases 
where  there  are  any  contraindications  to  the  gen- 
eral anaesthetics,  and  used  in  all  hernial  opera- 
tions, subject,  of  course,  to  individual  exceptions. 
In  children  it  is  necessary  in  the  majority  of 
cases  to  combine  the  local  with  the  general  an- 
aesthetic. This  is  our  method  of  choice,  and  we 
are  at  present  using  at  the  Hosmer  Hospital  a 
of  1 per  cent  to  2 per  cent  novocain  solution 
to  which  has  been  added  some  adrenalin  in  our 
local  anaesthesia  cases.  Since  the  mighty  war 
has  shut  off  our  supply  of  novocain,  we  are  using 
the  quinine  and  urea-hydrochloride  locally,  and 
more  of  the  morphine  and  hyoscine  preliminary 
injections.  In  fact,  we  have  done  a number  of 


cases  where  the  entire  anaesthesia  was  practically 
obtained  by  the  use  of  the  morphine  and  hyoscine. 
We  give  one  full  dose,  ^ gr.  morphine  and 
1-100  gr.  hyoscine,  to  start  with,  and  then  slow- 
ly and  cautiously  add  a fraction  of  this  dose  at 
an  injection  until  we  get  the  desired  effect. 
1-60  gr.  strychnine  is  added  to  the  second  injec- 
tion. In  some  particular  cases  the  second  or 
third  fractional  dose  may  be  of  morphine  alone, 
but  this  combination  is  used  unless  the  hyoscine 
produces  too  wild  a condition  in  the  patient, 
which  it  will  exceptionally  do.  The  use  of  apo- 
morphine  in  1-20  gr.  dose  will  (according  to 
Monison)  effect  a relaxation  of  the  patient  and  a 
continuance  of  the  anaesthesia.  If  this  drug  is 
used  during  this  method  of  anaesthesia,  the  pa- 
tient must  be  closely  watched  for  symptoms  of 
nausea  or  vomiting ; but  these  quickly  subside 
and  operation  may  proceed.  Under  this  method 
the  mortality  rate  should  be  practically  nil. 

In  the  accidents  of  hernia  the  mortality  rate 
is  entirely  different.  In  the  obstructive  type  the 
symptoms  are  milder  than  in  strangulation  ; but  if 
after  mild  treatment  the  obstruction  is  not  re- 
lieved, it  should  be  treated  as  a strangulation  and 
immediate  operation  advised. 

The  irreducible  type  of  hernia  is  liable  to  pass 
into  the  inflamed  type,  causing  a great  deal  of 
local  trouble  and  sometimes  attacks  of  local  peri- 
tonitis. 

Gangrene  inevitably  follows  the  nonrelief  of 
the  obstruction  to  the  viscus  in  the  strangulated 
form.  As  a result  of  the  interference  of  the  cir- 
culation we  first  have  a venous  stasis,  followed 
by  a pouring  out  of  serous  fluid,  at  times  more 
abundant  than  at  others.  The  loop  of  the  bowel 
at  first  is  of  a much  brighter  red  than  normal, 
owing  to  its  congestion ; it  then  becomes  pur- 
plish ; and,  later,  as  gangrene  develops,  it  be- 
comes grayish  in  character.  The  time  at  which 
the  destruction  of  the  bowel  occurs  is  necessarily 
variable,  being  governed  by  the  tightness  of  the 
constriction.  Consequently  here,  more  than  in 
any  other  case,  we  may  take  to  the  famous  dic- 
tum of  Stromeyer : “ If  called  to  a case  of 
strangulated  hernia  in  the  daytime,  the  sun 
should  not  be  allowed  to  set ; if  called  in  the 
night,  the  sun  should  not  he  allowed  to  rise,  be- 
fore the  strangulation  has  been  relieved.” 

These  cases  of  strangulation  are  well  illus- 
trated by  a case  recently  referred  to  me  by  Dr. 
I.  N.  Rawles. 
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History  of  Case. — Female.  Residence,  five  miles 
in  the  country  from  Dyersburg.  Age,  fifty-five. 
Fleshy.  Mother  of  ten  children.  For  the  past  six 
years  has  had  an  umbilical  hernia  about  the  size 
of  a grapefruit.  This  followed  closely  the  birth 
of  her  last  child.  The  usual  train  of  digestive 
disturbances  occurred  in  this  case  during  the  six 
years.  On  January  17,  Dr.  I.  N.  Rawles  called 
me,  and  we  drove  to  the  patient’s  house,  arriving 
there  about  4 P.M.,  when  the  following  account 
was  given  : 

On  the  previous  day,  about  8 P.M..  the  patient, 
in  lifting  a chair,  felt  something  give  in  the  tu- 
mor, followed  by  pain  radiating  from  the  um- 
bilicus. This  became  so  severe  that  Dr.  Rawles 
was  called  during  the  morning.  He  reports  that 
at  that  time  there  were  no  symptoms  of  shock  or 
strangulation.  He  administered  an  opiate  and 
left  instructions  to  report  to  him.  The  next  day 
they  reported  her  no  better,  and  I accompanied 
him  to  the  case.  Physical  examination  showed 
umbilical  tumor  about  the  size  of  a large  grape- 
fruit. Red,  inflamed,  and  oedematous,  with  se- 
vere pain,  anxious  expression  of  the  face,  with  a 
temperature  of  100  and  pulse  128,  with  history 
of  vomiting  frequently.  The  diagnosis  of 
strangulated  umbilical  hernia  was  made,  and  she 
was  immediately  ordered  sent  to  the  hospital, 
where  she  arrived  about  8 P.M.,  thirty-six  hours 
after  the  strangulation.  She  was  taken  directly 
to  the  operating  room,  and  the  temperature  at 
this  time  registered  100 and  pulse  150.  Owing 
to  the  high  mortality  rate  of  fifty  per  cent  in  this 
class  of  cases,  I decided  to  use  local  anse.sthesia. 
I injected  about  one  ounce  of  a 1-per-cent  novo- 
cain solution,  to  which  had  been  added  one  dram 
of  adrenalin  solution.  This  was  placed  in  the 
skin  surrounding  the  tumor  and  in  the  fascia  of 
the  rectus.  After  opening  the  skin,  I found  the 
sac  thickened  and  enlarged,  with  a thick  layer  of 
fat  around  it,  and  containing  a bunch  of  omentum 
attached  to  the  sac.  On  opening  through  the  sac 
and  omentum,  1 found  about  eight  inches  of  dark, 
granular-looking  gut.  After  relieving  the  con- 
striction, hot  .saline  towels  were  placed  on  the 
intestines ; and  as  it  seemed  to  regain  a little  of 
its  life,  1 replaced  it  in  the  abdomen,  and  removed 
the  sac,  sewing  the  edges  together.  1 then  over- 
lajjpcd  the  fascia  of  the  rectus  muscle,  removed 
the  redundant  portion  of  the  skin,  and  closed  the 
wound.  1 he  patient  was  removed  from  the  op- 
erating room,  and  the  Murphy  drip  begun. 


There  was  immediate  cessation  of  the  pain  and 
vomiting,  the  shock  symptoms  subsided,  and  at 
6 A.M.,  ten  hours  after  operation,  the  tempera- 
ture and  pulse  registered  99j4  and  80,  respec- 
tively. 

The  afternoon  of  the  first  postoperative  day 
still  showed  the  absorption  of  the  toxins,  tem- 
perature registering  101  and  pulse  110.  The  sec- 
ond postoperative  day  showed  some  slight  ab- 
sorption of  toxins,  which  soon  subsided,  and  the 
patient  became  practically  normal  on  the  fourth 
day.  The  postoperative  subsidence  of  the  chronic 
gastric  symptoms  in  this  case  shows  the  advisa- 
bility of  operation  from  a general  health  stand- 
point. 

A more  recent  case  was  an  inguinal  strangula- 
tion. The  patient  was  examined  in  Newbern, 
occurring  in  Dr.  Brewer’s  practice.  History  of 
strangulation  for  four  hours.  No  reduction  be- 
ing effected  by  careful  taxis,  the  man  drove  two 
miles  in  the  country  to  his  home  in  his  buggy, 
then  reentered  the  buggy  and  drove  ten  miles  to 
the  hospital,  where  we  did  an  immediate  oper- 
ation under  local  anaesthesia  and  morphine  and 
hyoscine  injections.  The  strangulation  was  re- 
lieved before  serious  symptoms  intervened,  and 
the  man  made  an  uneventful  recovery. 

Recently  an  , inguinal  strangulation  of  forty- 
eight  hours’  standing,  reduced  and  operated  un- 
der ether  anaesthesia,  did  not  turn  out  so  favor- 
ably, the  patient,  a young  man,  dying  at  the  end 
of  forty-eight  hours  from  subsequent  toxemia. 
1 don’t  think  a more  favorable  result  could  have 
been  obtained,  however,  under  local  anaesthesia. 
It  was  just  a question  of  operated  too  late. 

I do  think  that  we  should  pay  more  attention 
to  this  great  array  of  people  who  are  ruptured, 
and  have  them  operated  upon  in  time,  rather 
than  spend  our  time  and  their  money  in  mechan- 
ical appliances  which  do  not  take  away  from 
them  the  ever-present  chance  of  strangulation 
and  which  do  not  permit  of  as  efficient  service 
to  themselves  and  family  as  the  more  radical 
procedure  of  operation. 


Exercise  in  the  garden  is  better  than  exercise 
in  the  gymnasium. 


It  is  estimated  that  the  average  manure  pile 
will  breed  900,000  flies  per  ton. 
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THE  LAW  AGAINST  “ FEE  SPLITTING.” 

House  Bill  No.  50,  known  as  the  “ fee-splitting 
bill,”  was  introduced  by  the  members  of  the 
House  from  Shelby  County,  and  was  passed  in 
both  houses.  As  will  be  seen  by  reading  the  fol- 
lowing copy  of  the  original  bill,  the  Tennessee 
law  against  the  buying  and  selling  of  patients  is 
very  drastic.  If  there  are  those  who  are  given  to 
the  practice  of  “ fee  splitting  ” in  this  state,  we 
would  suggest  that  such  practice  is  now  danger- 
ous business.  It  never  was  right  and  now  has 
the  added  condemnation  of  the  law  of  the  state. 

HOUSE  BILL  NO.  SO. 

Rosenfield,  Bell,  Chandler,  Croce,  Davis,  Hines,  Holson, 
Macon,  of  Shelby. 

P.  I.  R.,  January  4,  1917. 

An  Act  to  prohibit  the  buying  or  selling  of  patients  by 
physicians  or  surgeons,  or  other  persons,  and  to  de- 
fine what  shall  constitute  the  buying  or  selling  of 
patients,  and  to  fix  the  punishment  for  violation  of 
this  Act. 

Be  it  enacted  by  the  General  Assembly  of  the  State 
of  Tennessee : 

1. 

It  shall  be  unlawful  for  any  licensed  physician  or  sur- 
geon in  the  State  of  Tennessee  to  divide,  or  agree  to 
divide,  any  fee  or  compensation  of  any  sort  whatsoever 
received  or  charged  by  him  in  the  practice  of  medicine 
or  surgery  with  any  person  whomsoever,  without  the 
knowledge  and  consent  of  the  person,  firm,  or  corpo- 
ration paying  such  fee  or  compensation  or  against 
whom  the  same  may  be  charged ; and  any  person  vio- 
lating this  section  shall  be  deemed  guilty  of  a misde- 
meanor, and,  upon  conviction  therefor,  shall  be  pun- 
ished by  a fine  of  not  less  than  twenty-five  dollars  ($25) 
nor  more  than  five  hundred  dollars  ($500)  for  the  first 
offense,  and  for  the  second  or  any  subsequent  offense 
shall  be  punished  by  a fine  of  not  less  than  one  thou- 
sand dollars  ($1,000),  and  may,  in  addition,  be  confined 
in  the  county  jail  for  a term  of  not  more  than  one  year. 
Any  person  who  shall  violate  the  foregoing  provisions 
of  this  section  shall  also  forfeit  and  pay  treble  the  value 
of  such  fee  or  compensation  to  the  person,  firm,  or  cor- 
poration paying  the  same  or  against  whom  the  same 
may  be  charged  or  from  whom  it  may  have  been  de- 
manded; and  if  the  party  entitled  to  sue  therefor  shall 
not  sue  therefor  within  two  years  after  the  fee  or  com- 
pensation aforesaid  shall  have  been  paid  or  demanded, 
then  the  State  of  Tennessee  shall  have  the  right  to  sue 
for  and  recover  said  treble  amount,  which  shall,  upon 
recovery,  be  paid  one-half  into  the  treasury  of  said 
state  and  one-half  to  the  officer  prosecuting  such  suit. 
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Be  it  further  enacted: 

11. 

It  is  hereby  made  the  duty  of  the  Attorney-General 
of  the  State  of  Tennessee  or  of  the  prosecuting  attor- 
ney of  any  city  or  county  in  which  service  or  process 
may  be  had  upon  the  person,  firm,  or  corporation  liable 
therefor,  to  institute  all  suits  necessary  for  the  recov- 
ery of  said  sums  of  money  by  the  State  of  Tennessee. 

Be  it  further  enacted: 

III. 

That  the  license  of  any  physician  or  surgeon  who  may 
be  convicted  of  a violation  of  any  of  the  foregoing 
provisions  may,  upon  the  first  conviction,  and  shall 
upon  any  subsequent  conviction,  be  adjudged  to  be  can- 
celed and  annulled  by  the  court  before  whom  such  con- 
viction may  be  had,  without  further  trial  or  hearing; 
and  such  physician  or  surgeon  shall  not  hereafter  again 
be  admitted  to  practice  medicine  or  surgery  within  this 
state. 

Be  it  further  enacted: 

IV. 

That  this  Act  shall  take  effect  from  and  after  its 
passage,  the  public  welfare  requiring  it. 


The  nutritive  value  of  whole  wheat  as  a per- 
manent article  of  diet  has  long  been  known,  and 
its  use  has  been  advocated  by  physicians  for 
years.  One  objection  of  the  past  has  been  the 
unpalatableness  of  the  usual  forms,  and  espe- 
cially has  this  been  true  in  the  feeding  of  chil- 
dren. 

It  is  interesting  to  note  the  change  in  the  atti- 
tude of  the  child  since  the  popular  invention  of 
Prof.  A.  P.  Anderson  (Puffed  Wheat)  has  been 
marketed.  No  longer  does  the  junior  member  of 
our  household  refuse.  Quite  the  contrary,  he 
demands.  The  invention  itself  is  no  less  inter- 
esting. Sealed  in  guns,  the  whole  grains  of 
wheat  are  revolved  for  an  hour  in  550  degrees 
of  heat.  Thus  the  moisture  in  each  food  cell  is 
turned  to  superheated  steam.  When  the  guns  are 
shot,  these  food  cells — over  a hundred  million 
per  kernel — explode.  The  whole  wheat  grain  is 
transformed  into  thin,  airy,  flaky  bubbles,  eight 
times  their  normal  size.  By  this  remarkable 
process  the  Quaker  Oats  Company,  of  Chicago, 
has  received  the  indorsement  of  physicians  for 
their  product. 

Procrastination  in  sanitary  reform  is  the  thief 
of  health. 


Cholera  is  spread  in  the  same  manner  as  ty- 
phoid fever. 
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REPORT  OF  SECRETARY  FOR  YEAR— 
APRIL,  1916-17. 


To  the  House  of  Delegates: 

Your  Secretary  is  greatly  pleased  to  be  able  to 
report  that  the  year  ended  December  31,  1916,  es- 
tablished a new  record  in  point  of  the  number  of 
members  enrolled  in  the  Tennessee  State  IMedical 
Association.  Including  the  ten  or  twelve  honor- 
ary members  reported,  1,621  physicians  were  re- 
corded as  belonging  to  the  association — an  in- 
crease over  the  preceding  year  of  169. 

Gains  were  recorded  in  Blount,  Campbell, 
Cumberland,  Davidson,  Dickson,  Dyer,  Frank- 
lin, Gibson,  Giles,  Greene,  Grundy,  Hamblen, 
Hamilton,  Hardeman,  Haywood,  Henderson, 
Henry,  Knox,  Lake,  Lauderdale,  Lincoln,  Mad- 
ison, Marshall,  IMaury,  Monroe,  Montgomery, 
Obion,  Polk,  Rhea,  Roane,  Rutherford,  Sevier, 
Shelby,  Sullivan-Carter- Johnson,  Tipton,  and 
Williamson.  In  some  of  these  counties  the  in- 
crease was  quite  small,  while  in  others  notable 
gains  were  made  over  1915.  Blount,  Rhea,  and 
Henry  counties  doubled  their  membership  dur- 
ing the  year  just  passed,  while  remarkably  large 
gains  were  made  in  Campbell,  Dyer,  Maury, 
Obion,  Shelby,  and  Sullivan-Carter-Johnson. 
In  some  instances,  however,  the  increase  in  1916 
simply  served  to  emphasize  the  fact  that  there 
had  been  stagnation  in  1915. 

Anderson,  Bedford,  Fayette,  Jackson,  Loudon, 
and  White  counties  reported  an  equal  number  of 
members  for  1915  and  1916.  In  practically  all 
of  these  counties  one  or  more  members  did  not 
renew  their  affiliation  in  1916,  the  number  re- 
ported having  been  held  constant  by  the  enroll- 
ment of  new  members.  It  is  deplorable  that  this 
condition  of  affairs  should  continue.  If  every 
member  could  be  held  in  line  from  one  year  to 
the  next  and  new  members  should  be  added  to 
the  membership  as  they  become  eligible,  it  would 
not  be  long  until  every  eligible  physician  in  Ten- 
nessee would  be  identified  with  the  association. 

Carroll,  Chester,  Crockett,  Jefferson,  Macon, 
Morgan,  JMcMinn,  McNairy,  Overton,  Putnam, 
Robertson,  Smith,  Warren,  Washington,  WYak- 
ley,  and  Wilson  counties  showed  losses  in  mem- 
bership for  1916,  while  Stewart  and  Unicoi  did 
not  report  at  all.  In  some  of  these  counties  the 
loss  was  very  slight,  and  was  accounted  for  by 
deaths  or  removals,  while  in  others  the  losses 
were  relatively  heavy,  and  cannot  by  any  means 


be  explained  by  your  Secretary.  The  most  se- 
rious loss  was  suffered  in  Crockett  County,  from 
which  thirteen  members  were  reported  in  1915, 
while  only  one  was  reported  in  1916.  Even  yet 
it  occasionally  happens  that  the  State  Secretary 
receives  notification  from  some  physician  that 
he  has  paid  his  dues  into  the  hands  of  the  Sec- 
retary of  his  county  society,  when  no  report  has 
been  received  informing  the  State  Secretary  that 
such  is  the  case.  It  is  a pleasure  to  report  that 
Unicoi  County,  unreported  for  1916,  has  returned 
to  the  fold  for  1917  with  an  enlistment  of  six 
members. 

Bradley,  Coffee,  Decatur,  Hawkins,  and 
Wayne  Counties  were  unorganized  in  1915,  but 
reported  a combined  membership  of  forty-four 
members  in  1916;  while  Scott  County,  from 
which  no  1915  report  was  received,  had  nine 
members  enrolled  in  1916.  Organized  medicine 
in  the  state  has  been  greatly  strengthened  by  the 
addition  of  these  counties  to  the  list  of  compo- 
nent societies  in  the  State  Association,  and  the 
indications  are  that  they  are  now  on  a permanent 
basis  of  organization,  since  all  but  one — Wayne — 
have  reported  for  the  present  year. 

It  must  be  remembered  that  the  lack  of  actual 
increase  of  membership  in  a county — or,  for 
that  matter,  an  actual  loss  of  one  or  two  names 
from  the  county  roll — does  not  mean  that  the 
officers  and  members  have  been  inactive  or  that 
a lagging  interest  in  medical  organization  has 
been  shown.  There  are  several  counties  in  which 
every  eligible  physician  is  affiliated. 

There  were  sixty-six  counties  represented  in 
the  association  in  1916,  twenty-three  of  which 
were  in  East  Tennessee,  twenty-four  in  Middle 
Tennessee,  and  nineteen  in  West  Tennessee. 
One  society  is  made  up  of  members  from  three 
counties — Sullivan,  Carter,  and  Johnson.  This 
organization  has  grown  to  be  the  fourth  largest 
society  in  the  state,  and  in  its  success  other 
groups  of  counties  should  learn  an  obvious  les- 
son. 

Bradley,  Coffee,  Cocke,  and  Hardin  Counties 
have  been  organized  since  the  last  annual  meet- 
ing, the  two  last  named  having  been  received  into 
the  State  Association  this  present  year.  These 
new  units  are  most  cordially  welcomed,  and  it 
is  to  be  hoped  that  they  will  receive  benefits 
from  the  union  which  will  enlist  them  permanent- 
ly in  the  state  and  national  societies,  to  which  it 
is  believed  they  will  lend  strength. 
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Stewart  and  Morgan  Counties  seem  to  be  lost 
to  the  association. 

It  is  to  be  regretted  that  no  accurate  report 
can  be  made  as  to  the  removals  of  members  to 
other  states,  nor  as  to  deaths  of  members  who 
have  died  during  the  year.  We  would  ask  that 
delegates  and  County  Secretaries  here  present 
hand  to  the  Secretary  names  of  members  who 
have  died,  in  order  that  proper  tribute  may  he 
paid  to  their  memories. 

Dr.  L.  S.  Trusler,  representing  the  American 
Medical  Association,  spent  several  weeks  in  the 
state  during  the  year  seeking  to  enlarge  the  mem- 
bership of  the  State  Association  and  the  Ameri- 
can Medical  Association.  As  a result  of  Dr. 
Trusler’s  work,  about  twenty  additional  mem- 
bers were  secured.  Though  the  returns  in  point 
of  members  were  small,  there  is  good  reason  to 
believe  that'the  earnest  efforts  put  forth  by  Dr. 
Trusler  resulted  in  an  awakening  of  interest  in 
several  counties. 

A suggestion  has  come  from  the  Secretary  of 
the  Council  on  Medical  Education  of  the  Ameri- 
can Medical  Association  that  this  association 
should  have  a Committee  on  Medical  Education, 
which  committee  should  keep  in  close  touch  with 
all  the  various  problems  of  medical  education 
and  advise  the  State  Association  in  regard  to 
them. 

The  American  Society  for  the  Control  of  Can- 
cer is  anxious  that  we  should  have  a Cancer 
Committee,  such  as  is  already  a standing  com- 
mittee in  a number  of  state  medical  societies. 

In  view  of  the  great  importance  of  the  sub- 
ject, your  Secretary  would  suggest,  if  he  may 
with  propriety  so  do,  that  a committee  composed 
of  not  less  than  five  of  the  ablest  men  in  this 
association  should  be  created  to  study  the  sub- 
ject of  social  insurance.  It  is,  undoubtedly,  only 
a matter  of  time  until  Tennessee  will  have  en- 
acted laws  bearing  upon  workmen’s  compensa- 
tion and  compulsory  health  insurance.  It  seems 
only  the  part  of  wisdom  that  this  association 
should  be  in  position  to  act  intelligently  in  safe- 
guarding the  public  interest  and  that  of  the  pro- 
fession in  whatever  is  proposed  concerning  this 
most  important  question. 

It  may  be  well  for  this  body  to  consider  the 
advisability  of  the  creation  of  a committee  which 
can  represent  the  association  in  whatever  may 
become  necessary  toward  providing  proper  med- 
ical attendance  upon  soldiers  and  civilians  in  the 


event  that  war  should  make  necessary  the  enlist- 
ment of  large  numbers  of  medical  men. 

The  ever-enlarging  business  of  the  office  of  the 
Secretary-Editor  has  again  made  it  necessary  to 
secure  better  quarters,  and  this  has  been  done, 
necessitating  a slightly  larger  expense  than  in 
1916. 

The  cost  of  the  Journal  has  grown  larger  than 
in  previous  years,  and  the  tremendous  increase  in 
prices  of  materials  and  labor  of  every  sort  con- 
cerned in  tbe  printing  business  bas  made  it  im- 
possible to  secure  any  bids  for  printing  the  Jour- 
nal during  the  next  year  which  are  not  mate- 
rially larger  than  the  cost  figures  for  1916-17. 
It  is  a matter  for  grave  concern  upon  the  part 
of  the  officers  whether  the  income  of  the  associ- 
ation for  the  next  year  will  be  equal  to  the  neces- 
sary outlay.  Every  item  of  expense  is  rela- 
tively larger  than  in  preceding  years,  and  the 
probabilities  are  that  cost  prices  will  increase  yet 
more. 

Demands  are  constantly  made  upon  the  Secre- 
tary for  service  which  he  can  hardly  render  be- 
cause of  the  expense  which  would  be  incurred. 

The  supply  of  printed  copies  of  the  Constitu- 
tion and  By-Laws  has  been  exhausted,  and  many 
requests  for  these  have  had  to  be  refused  because 
of  the  prohibitive  cost  of  printing.  This  is  only 
one  of  the  numerous  legitimate  demands  which 
should  be  promptly  met,  but  which  cannot  be 
unless  certain  assurance  could  be  had  that  the 
income  of  the  association  would  not  fall  short  of 
the  amount  actually  needed  to  carry  on  necessary 
activities. 

The  income  of  the  association  is  derived  from 
membership  dues,  advertising  space  sold,  sub- 
scriptions, and  exhibit  space  at  the  annual  meet- 
ings. 

Expenditures  are  for  printing  the  Journal, 
mailing  and  illustrations  for  the  Journal,  com- 
missions on  advertising,  office  rent,  office  sup- 
plies, telephone  and  telegraph  service,  employ- 
ment of  official  stenographers  for  the  general 
sessions,  the  House  of  Delegates  and  the  Sec- 
tion on  Ophthalmology  and  Otolaryngology  at 
the  annual  meetings,  rent  of  meeting  place,  ex- 
penses of  delegates  to  the  American  Medical  As- 
sociation, expenses  of  committees,  honorarium 
for  the  Treasurer,  salary  of  the  Secretary  and 
salary  of  stenographer,  and  incidentals. 

Receipts  for  the  past  year  have  been,  as  will 
be  noted  in  the  report  of  the  Treasurer,  $6,321.13  ; 
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and  the  total  expenditures  have  been  $5,825.38. 
It  is  necessary  that  a working  balance  should  be 
on  hand  at  all  times.  We  have  been  danger- 
ously near  the  edge  at  some  time  in  every  past 
year.  With  more  than  1,600  physicians  of  the 
state  embraced  in  our  membership,  it  does  not 
seem  that  we  can  reasonably  hope  to  effect  any 
great  increase  of  income  from  membership  dues 
at  the  present  figure.  We  must  look,  then,  if 
our  income  is  to  be  made  larger,  to  an  increased 
advertising  patronage.  This  we  could  secure  if 
the  members  of  the  association  would  cooperate 
to  effect.  The  advertisers  in  the  Journal  are  abso- 
lutely dependable,  we  believe,  and  are  in  every 
way  deserving  of  our  patronage.  The  goods 
which  they  sell  are  as  good  as  the  best,  and  are 
such  as  our  members  must  have.  By  the  simple 
process  of  buying  what  we  must  buy  from  those 
who  have  to  sell  and  who  use  the  advertising 
columns  of  our  Journal,  we  can  at  least  make 
secure  the  advertising  patronage  we  already 
have,  and,  it  is  believed,  can  easily  make  the  in- 
come from  this  source  larger. 

The  Journal  is  not  what  it  should  be.  Diffi- 
culty is  encountered  in  securing  desirable  contri- 
butions other  than  the  papers  read  at  the  an- 
nual meetings  of  the  association.  The  editor  is 
fully  sensible  of  his  own  incapacity,  and  so  has 
done  his  utmost  best.  From  a few  of  the  many 
to  whom  he  has  appealed  for  help  toward  mak- 
ing the  Journal  better,  contributions  have  come 
for  which  heartfelt  gratitude  'is  here  expressed. 
Our  efforts  to  make  the  Journal  more  nearly  a 
record  of  the  life  and  work  of  the  medical  pro- 
fession of  Tennessee  have  met  with  poor  success. 

It  is  with  sincere  pleasure  that  it  is  here  re- 
corded that  the  secretaries  of  the  component 
county  societies  have  reported  more  promptly 
and  more  accurately  during  the  past  year  than 
at  any  time  during  the  service  of  the  present  Sec- 
retary. This  has  made  possible  more  nearly  per- 
fect records  and  more  businesslike  administra- 
tion of  the  affairs  of  the  association.  An  occa- 
sional complaint  is  yet  received  from  an  indi- 
vidual member  who  has  not  received  his  Journal 
and  whose  name,  we  find  upon  investigation,  has 
not  been  reported.  Occasionally,  too,  but  more 
rarely,  complaints  are  received  from  members 
whose  names  have  lieen  re])orted — this  in  spite 
of  the  fact  that  every  effort  is  made  to  keep  the 
mailing  list  of  the  Journal  correct  in  every  de- 
tail. 


Grateful  acknowledgment  is  here  made  for  the 
many  helpful  kindnesses  received  from  officers  of 
the  association  and  of  county  societies,  as  well  as 
from  many  individual  members,  all  of  whom 
have  contributed  in  one  way  or  another  for  the 
general  welfare  of  the  association. 

Miss  Miller,  assistant  to  the  Secretary,  has  dis- 
charged her  every  duty  in  a most  faithful  and 
creditable  manner,  and  to  her  is  due  in  large 
manner  whatever  of  praise  and  credit  may  rightly 
be  given  for  what  seems  to  be  the  best  features  of 
the  administration  of  the  affairs  of  the  associa- 
tion. 

This  report  is  intended  to  cover  the  year  from 
April  1,  1916,  to  April  1,  1917,  except  in  the 
matter  of  membership,  which  is  shown  each  year 
from  January  1 to  December  31.  All  moneys 
incoming  belonging  to  the  association  pass 
through  the  Secretary’s  hands  to  the  Treasurer, 
and  an  accounting  is,  therefore,  given  of  these  in 
Tables  I.  and  IT,  which  follow. 

Respectfully  submitted, 

Olin  West, 

Secretary. 

Nashville,  Tenn.,  April  3,  1917. 


TABLE  I. 

Receipts  from  Membership  Dues,  Including 
Medical  Defense  Assessments. 


April 

8 Dr.  H.  H.  McCampbell,  Knox  County $ 4 00 

8 Dr.  H.  P.  Larimore,  Hamilton  County 4 00 

(1914  and  1915  dues) 

8 Dr.  H.  P.  Larimore,  Hamilton  County 4 00 

8 Dr.  H.  P.  Larimore,  Hamilton  County 2 00 

8 Dr.  H.  P.  Larimore,  Hamilton  County 8 00 

8 Dr.  W.  P.  Allen,  Rhea  County 5 00 

($1  Medical  Defense) 

8 Dr.  M.  E.  Rust,  Fayette  County 2 00 

8 Dr.  J.  D.  Carlton,  Obion  County 2 00 

8 Dr.  J.  D.  Carlton,  Obion  County 2 00 

8 Dr.  B.  M.  Little,  Montgomery  County 2 00 

8 Dr.  J.  AI.  Crider,  Decatur  County 2 00 

8 Dr.  M.  A.  Blanton,  Greene  County 2 00 

8 Dr.  B.  AI.  Tittsworth,  Jefferson  County 3 00 

($1  Aledical  Defense) 

8 Dr.  \V.  E.  Gallion,  Alorgan  County 2 00 

8 Dr.  W.  E.  Gallion,  Alorgan  County 2 00 

8 Dr.  W.  E.  Gallion,  Alorgan  County 2 00 

8 Dr.  W.  E.  Gallion,  Alorgan  County 2 00 

8 Dr.  \V.  Likely  Simpson,  Shelby  County 6 00 

8 Dr.  W.  Likely  Simpson,  Shelby  County 6 00 

8 Dr.  W.  Likely  Simpson,  Shelby  County 20  00 

8 Dr.  W.  Likely  Simpson,  Shelby  County 20  00 

8 Dr.  \V.  Likely  Simpson,  Shelby  County 20  00 

8 Dr.  W.  Likely  Simpson,  Shelby  County 20  00 

8 Dr.  W.  Likely  Simpson,  Shelby  County 20  (X) 

10  Dr.  T.  E.  Sawyer,  Weakley  County 3 00 

($1  Aledical  Defense) 

10  Dr.  John  R.  Parker,  Sumner  County 25  00 

($7  Aledical  Defense) 

11  Dr.  W.  R.  Irish,  Campbell  County  (to  pay 

for  check  of  Alarch  23) 2 (X) 

11  Dr.  B.  F.  Fyke,  Robertson  County 2 00 
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13  Dr.  E.  H.  Jones,  Rutherford  County $ 2 00 

13  Dr.  Dabney  Minor,  Bradley  County 14  00 

13  Dr.  W.  K.  Vance,  Sullivan  County 8 00 

15  Dr.  W.  K.  Vance,  Sullivan  County 2 00 

17  Dr.  T.  E.  Sawyer,  Weakley  County 3 00 

($1  Medical  Defense) 

17  Dr.  H.  P.  Larimore,  Hamilton  County 14  00 

20  Dr.  Charles  Griffith,  Coffee  County 2 00 

20  Dr.  B.  M.  Tittsworth,  Jefferson  County 3 00 

($1  Medical  Defense)  j 

21  Dr.  W.  Likely  Simpson,  Shelby  County 20  00 

24  Dr.  L.  J.  Lindsey,  Tipton  County 21  00 

($7  Medical  Defense) 

24  Dr.  J.  D.  Carlton,  Obion  County 2 00 

25  Dr.  W.  T.  Bell,  McNairy  County 6 00 

25  Dr.  W.  K.  Vance,  Sullivan  County 6 00 

26  Dr.  Charles  Griffith,  Coffee  County 2 00 

28  Dr.  T.  A.  Patrick,  Lincoln  County 2 00 

29  Dr.  LeRoy  Wilkins,  Dyer  County 20  00 

($4  Medical  Defense)  

$ 321  00 

May 

2 Dr.  J.  D.  Carlton,  Obion  County $ 2 00 

2 Dr.  J.  H.  McSwain,  Henry  County 2 00 

4  Dr.  W.  Likely  Simpson,  Shelby  County 10  00 

4 Dr.  W.  P.  Allen,  Rhea  County 2 00 

5 Dr.  M.  E.  Rust,  Fayette  County 4 00 

5 Dr.  U.  G.  Jones,  Anderson  County 4 00 

6 Dr.  H.  P.  Larimore,  Hamilton  County 6 00 

11  Dr.  F.  M.  Boyatt,  Scott  County 3 00 

($1  Medical  Defense) 

11  Dr.  J.  D.  Carlton,  Obion  County 2 00 

11  Dr.  S.  T.  Parker,  Henderson  County 2 00 

12  Dr.  J.  S.  Lyons,  Hawkins  County 8 00 

15  Dr.  J.  D.  Carlton,  Obion  County 2 00 

17  Dr.  J.  D.  Carlton,  Obion  County 2 00 

18  Dr.  C.  P.  Martin,  Putnam  County 6 00 

($2  Medical  Defense) 

19  Dr.  W.  W.  Hill,  Roane  County 2 00 

20  Dr.  Dabney  Minor,  Bradley  County 2 00 

22  Dr.  T.  J.  Hickman,  Loudon  County 4 00 

($1  Medical  Defense) 

24  Dr.  J.  D.  Carlton,  Obion  County 2 00 

24  Dr.  J.  D.  Carlton,  Obion  County 16  00 

($4  Medical  Defense) 

25  Dr.  B.  F.  Fyke,  Robertson  County 2 00 

26  Dr.  E.  W.  Cocke,  Hardeman  County 2 00 

26  Dr.  G.  A.  Brandon  (Secretary  Parker), 

Henderson  County  2 00 

27  Dr.  J.  L.  Edwards,  Haywood  County 4 00 

29  Dr.  L.  J.  Lindsey,  Tipton  County 8 00 

($2  Medical  Defense) 

29  Dr.  H.  Claude  Guerin,  Dickson  County 2 00 

30  Dr.  W.  Likely  Simpson,  Shelby  County 28  00 

30  Dr.  W.  P.  Allen,  Rhea  County 2 00 

30  Dr.  H.  P.  Larimore,  Hamilton  County 12  00 

($1,  1915  dues) 

30  Dr.  G.  F.  Aycock,  Davidson  County 16  00 


$ 159  00 

June 

1 Dr.  John  R.  Parker,  Sumner  County $ 3 00 

($1  Medical  Defense) 

2 Dr.  M.  A.  Blanton,  Greene  County 2 00 

6  Dr.  W.  G.  Saunders,  Madison  County 4 00 

6 Dr.  B.  H.  Woodward,  Giles  County 3 00 

($1  Medical  Defense) 

8 Dr.  T.  E.  Sawyer,  Weakley  County 3 00 

($1  Medical  Defense) 

9 Dr.  M,  E.  Rust,  Fayette  County 2 00 

14  Dr.  C.  P.  Martin,  Putnam  County 3 00 

($1  Medical  Defense) 

15  Dr.  W.  K.  Vance,  Sullivan  County 14  00 

21  Dr.  G.  F.  Aycock,  Davidson  County 14  00 

30  Dr.  E.  W.  Cocke,  Hardeman  County 2 00 


$ SO  00 


July 

5 Dr.  H.  H.  McCampbell,  Knox  County $ 2 00 

5 Dr.  W.  G.  Saunders,  Madison  County 4 00 

6 Dr.  M A.  Beasley,  Maury  County 2 00 

10  Dr.  W.  K.  Vance,  Sullivan  County 4 00 

11  Drs.  Lew  and  Blue,  Shelby  County 2 00 

($2  Medical  Defense) 

11  Dr.  T.  J.  Hickman,  Loudon  County 2 00 

11  Dr.  B.  J.  High,  Smith  County 2 00 

12  Dr.  L.  J.  Lindsey,  Tipton  County 3 00 

($1  Medical  Defense) 

17  Dr.  H.  H.  McCampbell,  Knox  County 2 00 

17  Dr.  J.  H.  McSwain,  Henry  County 2 00 

17  Dr.  H.  P.  Larimore,  Hamilton  County 4 00 

($2,  1915  dues) 

17  Dr.  J.  W.  Cox,  Washington  County 5 00 

($1  Medical  Defense) 

24  Dr.  M.  ’A.  Blanton,  Greene  County 2 00 

25  Dr.  E.  S.  Hopper,  Crockett  County 2 00 

27  Dr.  M.  E.  Rust,  Fayette  County 4 00 

28  Dr.  Dabney  Minor,  Bradley  County 2 00 

28  Dr.  J.  D.  Alexander,  Lake  County 2 00 

31  Dr.  J.  L.  Edwards,  Haywood  County 4 00 

31  Dr.  W.  Likely  Simpson,  Shelby  County 6 00 


$ 56  00 

August 

1 Dr.  J.  W.  Sanford,  Lauderdale  County $ 2 00 

21  Dr.  B.  J.  High,  Smith  County 2 00 


$ 4 00 

September 

14  Dr.  T.  E.  Sawyers,  Weakley  County $ 8 00 

($2  Medical  Defense) 

22  Dr.  W.  W.  Hill,  Roane  County 2 00 

23  Dr.  W.  Likely  Simpson,  Shelby  County 8 00 

25  Dr.  H.  Claude  Guerin,  Dickson  County 2 00 

26  Dr.  H.  P.  Larimore,  Hamilton  County 2 00 

26  Dr.  E.  H.  Jones,  Rutherford  County 6 00 


$ 28  00 

October 

2 Dr.  E.  W.  Cocke,  Hardeman  County $ 2 00 

5 Dr.  E.  LeRoy  Wilkins,  Dyer  County 2 00 

6 Dr.  H.  P.  Larimore,  Hamilton  County 6 00 

12  Dr.  J.  D.  Carlton,  Obion  County— 2 00 

16  Dr.  W.  Likely  Simpson,  Shelby  County 2 00 

18  Dr.  W.  T.  Bell,  McNairy  County 1 00 

($1  Medical  Defense) 

19  Dr.  W.  Likely  Simpson,  Shelby  County 6 00 

23  Dr.  T.  E.  Sawyer,  Weakley  County 3 00 

($1  Medical  Defense) 

25  Dr.  W.  Likely  Simpson,  Shelby  County 2 00 

26  Dr.  G.  F.  Aycock,  Davidson  County 18  00 


$ 44  00 

November 

15  Dr.  John  R.  Parker,  Sumner  County — . $ 3 00 

($1  Medical  Defense) 

16  Dr.  E.  C.  Freeman,  Giles  County 4 00 

18  Dr.  H.  P.  Larimore,  Hamilton  County 6 00 

($1,  1914  dues) 

25  Dr.  A.  F.  Richards,  White  County 2 00 


$ 15  00 

December 

16  Dr.  W.  Likely  Simpson,  Shelby  County $ 2 00 

21  Dr.  H.  P.  Larimore,  Hamilton  County 6 00 

(1916  dues) 

21  Dr.  H.  P.  Larimore,  Hamilton  County 8 00 

(1915  dues) 

21  Dr.  H.  P.  Larimore,  Hamilton  County 2 00 

(1914  dues) 

27  Dr.  H.  P.  Larimore,  Hamilton  County 10  00 

($2,.  1915  dues) 

28  Dr.  H.  H.  HcCampbell,  Knox  County 4 00 
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4  Dr.  W.  R.  Irish,  Campbell  County $ 15  00 

($3  Medical  Defense) 

14  Dr.  C.  P.  Martin,  Putnam  County 21  00 

($7  Medical  Defense) 

19  Dr.  E.  LeRoy  Wilkins,  Dyer  Conuty 21  00 

($5  Medical  Defense) 

19  Dr.  Douglas  Hayes,  Grundy  County 8 00 

($2  Medical  Defense) 

20  Dr.  Douglas  Hayes,  Grundy  County 2 00 

21  Dr.  H.  P.  Larimore,  Hamilton  County 10  00 

27  Dr.  A.  J.  Guinn,  Polk  County 18  00 

27  Dr.  T.  M.  Roberts,  Monroe  County 33  00 

($11  Medical  Defense) 

28  Dr.  Douglas  Hayes,  Grundy  County 6 00 

($2  Medical  Defense) 

30  Dr.  Owen  H.  Williams,  Wayne  County 10  00 

30  Dr.  Owen  H.  Williams,  Wayne  Coun,.y 2 00 

30  Dr.  Owen  H.  Williams,  Wayne  County 4 00 


$ 182  00 

January 

2 Dr.  R.  A.  Whitaker,  Decatur  County $ 12  00 

2 Dr.  H.  P.  Larimore,  Hamilton  County 22  00 

($6,  1916  dues) 

2 Dr.  W.  G.  Saunders,  Madison  County 2 00 

2 Dr.  B.  J.  High,  Smith  County 32  00 

2 Dr.  F.  M.  Boyatt,  Scott  County 18  00 

($6  Medical  Defense) 

2 Dr.  A.  F.  Richards,  White  County 33  00 

($11  Medical  Defense) 

2 Dr.  G.  E.  Aycock,  Davidson  County 42  00 

($4,  1916  dues) 

4  Dr.  M.  A.  Beasley,  Maury  County 48  00 

($2  Medical  Defense) 

4 Dr.  H.  P.  Larimore,  Hamilton  County 20  00 

($2,  1915;  $5,  1916;  $8,  1917) 

4 Dr.  J.  T.  Hayes,  Anderson  County 18  00 

5 Dr.  Walter  Dotson,  Wilson  County ' 28  00 

($4  Medical  Defense) 

6 Dr.  H.  P.  Larimore,  Hamilton  County 16  00 

($2,  1916;  $6,  1917) 

6 Dr.  R.  A.  Whitaker,  Decatur  County 4 00 

8  Dr.  Robert  M.  Young,  Kno.x  County 2 00 

(1916  dues) 

8 Dr.  H.  P.  Larimore,  Hamilton  County 6 00 

8 Dr.  W.  R.  Irish,  Campbell  County 10  00 

9 Dr.  J.  O.  Wood,  Cocke  County 18  00 

9 Dr.  W.  A.  Sams,  Unicoi  County 17  00 

($5  Medical  Defense) 

10  Dr.  Walter  Dotson,  Wilson  County 3 00 

($1  Medical  Defense) 

11  Dr.  J.  D.  Carlton,  Obion  County 39  00 

($1  Medical  Defense) 

11  Dr.  B.  J.  High,  Smith  County 2 00 

11  Dr.  T.  J.  Hickman,  Loudon  County 13  00 

($1  Medical  Defense) 

11  Dr.  J.  L.  Edwards,  Haywood  County 14  00 

($4  Medical  Defense) 

12  Dr.  S.  T.  Parker,  Henderson  County 54  00 

($8  Medical  Defense) 

15  Dr.  C.  T.  Carroll,  Jr.,  Hamblen  County 51  00 

($17  Medical  Defense) 

15  Dr.  C.  L.  Hays,  Tipton  County 42  50 

15  Dr.  W.  G.  Saunders,  Madison  County 20  00 

15  Dr.  H.  P.  Larimore,  Hamilton  County 16  00 

15  Dr.  E.  M.  Eiuiua,  Davidson  County 142  00 

($2,  1916  dues) 

16  Dr.  R.  H.  Miller,  Shelby  County 210  00 

16  Dr.  B.  M.  'I'ittsworth,  Jeflerson  County 27  00 

($9  Medical  Defense) 

16  Dr.  T.  j.  Hickman,  Loudon  County , 2 00 

17  Dr.  H.  P.  Larimore,  Hamilton  County 2 00 

($2  Medical  Defense) 

17  Dr.  L.  LeRoy  Wilkins,  Dyer  County 26  00 

($8  Medical  Defense) 

17  Dr.  L.  \N'.  Mabry,  Jackson  County 24  00 

($8  Medical  Defense) 


22  Dr.  S.  T.  Hardison,  Marshall  County $ 54  00 

($8  Medical  Defense) 

22  Dr.  B.  M.  Little,  Montgomery  County, 3 00 

($1  Medical  Defense) 

22  Dr.  K.  S.  Howlett,  Williamson  County 30  00 

($6  Medical  Defense) 

22  Dr.  H.  P.  Larimore,  Hamilton  County 18  00 

22  Dr.  R.  M.  Young,  Knox  County 76  00 

22  Dr.  J.  D.  Alexander,  Lake  County 18  00 

($2  Medical  Defense) 

24  Dr.  W.  W.  Hill,  Roane  County 23  00 

($3  Medical  Defense) 

24  Dr.  J.  L.  Edwards,  Haywood  County 2 00 

24  Dr.  F.  M.  Boyatt,  Scott  County 3 00 

($1  Medical  Defense) 

24  Dr.  T.  E.  Sawyer,  Weakley  County 20  00 

($4  Medical  Defense) 

27  Dr.  T.  J.  Hickman,  Loudon  County 2 00 

31  Dr.  A.  B.  Qualls,  Overton  County 15  00 

($5  Medical  Defense) 

31  Dr.  W.  T.  Bell,  McNairy  County 22  00 

($6  Medical  Defense) 


$1,321  50 

February 

3 Dr.  Hartwell  Weaver,  Dickson  County $ 26  00 

($4  Medical  Defense) 

3 Dr.  Owen  H.  Williams,  Hardin  County 2 00 

3 Dr.  E.  S.  Hopper,  Crockett  County 2 00 

5 Dr.  H.  S.  Shoulders,  Robertson  County 18  00 

($6  Medical  Defense) 

6 Dr.  E.  E.  Northeutt,  Warren  County 13  00 

($1  Medical  Defense) 

6 Dr.  Douglas  Hayes,  Grundy  County 3 00 

($1  Medical  Defense) 

7 Dr.  W.  G.  Saunders,  Madison  County 4 00 

8 Dr.  W.  G.  Saunders,  Madison  County 4 00 

9 Dr.  C.  L.  Hays,  Tipton  County 6 50 

12  Dr.  H.  P.  Larimore,  Hamilton  County 12  00 

12  Dr.  E.  M.  Fuqua,  Davidson  County 32  00 

12  Dr.  J.  T.  Hayes,  Anderson  County 2 00 

13  Dr.  R.  M.  Young,  Knox  County 32  00 

15  Dr.  W.  T.  Bell,  McNairy  County 3 50 

($1  Medical  Defense) 

15  Dr.  W.  G.  Saunders,  Madison  County 2 00 

16  Dr.  J.  W.  Sanford,  Lauderdale  County 60  00 

($20  Medical  Defense) 

19  Dr.  W.  G.  Saunders,  Madison  County 10  00 

19  Dr.  W.  K.  Vance,  Sullivan  County 36  00 

20  Dr.  C.  L.  Hays,  Tipton  County 3 00 

($1  Medical  Defense) 

20  Dr.  W.  C.  Brown,  Chester  County 4 00 

21  Dr.  W.  G.  Saunders,  Madison  County 4 00 

24  Dr.  M.  A.  Blanton,  Greene  County 41  00 

($5  Medical  Defense) 

26  Dr.  F.  B.  Reagor,  Bedford  County 34  00 

26  Dr.  W.  W.  Hill,  Roane  County 13  00 

($3  Aledical  Defense) 

26  Dr.  J.  R.  Richardson,  Blount  County 20  00 

28  Dr.  W.  T.  Bell,  McNairy  County 6 00 

($2  Medical  Defense) 

28  Dr.  B.  M.  Tittsworth,  Jefferson  County 3 00 

($1  kledical  Defense) 


$ 396  00 

March 

1 Dr.  T.  E.  Sawyer,  Weakley  County $ 6 00 

1 Dr.  J.  H.  Williams,  Carroll  County 24  00 

1 Dr.  F.  M.  Boyatt,  Scott  County— l 2 00 

3 Dr.  J.  W.  Sanford,  Lauderdale  County 15  00 

($4  Medical  Defense) 

3 Dr.  Hartwell  Waver,  Dickson  Countv 2.  00 

3 Dr.  R.  H.  Miller,  Shelby  County. 38  00 

5 Dr.  H.  P.  Larimore,  Hamilton  County 4 tX) 

7 Dr.  E.  AI.  Fuqua,  Davidson  County 16  00 

($2,  1916  dues) 
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7  Dr.  H.  D.  Miller,  Washington  County $ 68  00 

($14  Medical  Defense) 

7 Dr.  J.  W.  Rogers,  Sevier  County 8 00 

8 Dr.  W.  G.  Saunders,  Madison  County 2 00 

8  Dr.  J.  W.  Sanford,  Lauderdale  County 3 00 

($1  Medical  Defense) 

8 Dr.  T.  A.  Patrick,  Lincoln  County 40  00 

9 Dr.  W.  K.  Vance,  Sullivan  County 10  00 

10  Dr.  Samuel  T.  Parker,  Henderson  County — 4 00 

($2  Medical  Defense) 

12  Dr.  Robert  M.  Young,  Knox  County 38  00 

12  Dr.  H.  C.  Moorman,  Fayette  County 19  00 

($1  Medical  Defense) 

12  Dr.  W.  K.  Edwards,  Hickman  County 5 00 

($5  Medical  Defense) 

12  Dr.  W.  K.  Edwards,  Hickman  County 14  00 

14  Dr.  T.  M.  Roberts,  Monroe  County 3 00 

($1  Medical  Defense) 

15  Dr.  E.  LeRoy  Wilkins,  Dyer  County 19  00 

($5  Medical  Defense) 

15  Dr.  E.  LeRoy  Wilkins,  Dyer  County 3 00 

($1  Medical  Defense) 

15  Dr.  K.  S.  Howlett,  Williamson  County 3 00 

($1  Medical  Defense) 

15  Dr.  John  R.  Parker,  Sumner  County 24  00 

16  Dr.,W.  W.  Hill,  Roane  County 2 00 

16  Dr.  J.  R.  Richardson,  Blount  County 6 00 

■ ($2  Medical  Defense) 

16  Dr.  E.  E.  Northcutt,  Warren  County 1 00 

($1  Medical  Defense) 

19  Dr.  V.  L.  Lewis,  Cumberland  County 8 00 

19  Dr.  E.  W.  Cocke,  Hardeman  County 14  00 

19  Dr.  Dabney  Minor,  Bradley  County 12  00 

19  Dr.  Dabney  Minor,  Bradley  County 3 00 

($3  Medical  Defense) 

19  Dr.  H.  P.  Larimore,  Hamilton  County 14  00 

19  Dr.  W.  K.  Vance,  Sullivan  County 8 00 

20  Dr.  R.  H.  Miller,  Shelby  County 14  00 

20  Dr.  H.  D.  Miller,  Washington  (Sounty 2 00 

20  Dr.  S.  T.  Parker,  Henderson  County 2 00 

21  Dr.  W.  C.  Brown,  Chester  County 2 00 

21  Dr.  John  R.  Parker,  Sumner  County 3 00 

($1  Medical  Defense) 

22  Dr.  S.  T.  Hardison,  Marshall  County 3 00 

($1,  overpaid  dues) 

22  Dr.  R.  H.  Miller,  Shelby  County 38  00 

22  Dr.  H.  S.  Shoulders,  Robertson  County 9 00 

($1  Medical  Defense) 

23  Dr.  B.  T.  Bennett,  Gibson  County 65  00 

($19  Medical  Defense) 

23  Dr.  O.  H.  Williams,  Hardin  County 10  00 

(For  check  of  December  30) 

24  Dr.  J.  S.  Lyons,  Hawkins  County 24  (X) 

24  Dr.  M.  A.  Blanton,  Greene  County 10  00 

24  Dr.  F.  M.  Boyatt,  Scott  County 3 00 

($1  Medical  Defense) 

26  Dr.  E.  C.  Freeman,  Giles  County 26  00 

26  Dr.  L.  J.  Lindsey,  Tipton  County 3 00 

($1  Medical  Defense) 

26  Dr.  T.  E.  Sawyer,  Weakley  County 8 00 

($2  Medical  Defense) 

26  Dr.  C.  T.  Love,  Crockett  County 2 00 

26  Dr.  H.  P.  Larimore,  Hamilton  County 16  00 

26  Dr.  E.  LeRoy  Wilkins,  Dyer  County 11  00 

($1  Medical  Defense) 

26  Dr.  B.  T.  Bennett,  Gibson  County 3 00 

($1  Medical  Defense) 

26  Dr.  Charles  Griffith,  Coffee  County 15  00 

($5  Medical  Defense) 

27  Dr.  Robert  M.  Young,  Knox  County 26  00 

27  Dr.  J.  L.  Edwards,  Hayv>/ood  County 4 00 

28  Dr.  R.  H.  Miller,  Shelby  County 46  00 

28  Dr.  J.  H.  McSwain,  Henry  County 27  00 

($3  Medical  Defense) 

28  Dr.  W.  P.  Allen,  Rhea  County 13  00 

($1  Medical  Defense) 


28  Dr.  H.  D.  Miller,  Washington  County $ 3 00 

($1  Medical  Defense) 

29  Dr.  Charles  Griffith,  Coffee  County 6 00 

($2  Medical  Defense) 

29  Dr.  Hartwell  Weaver,  Dickson  County 4 00 

29  Dr.  H.  C.  Moorman,  Fayette  County 5 00 

($1  Medical  Defense) 

29  Dr.  W.  G.  Saunders,  Madison  County 10  00 

29  Dr.  B.  T.  Bennett,  Gibson  County 1 3 00 

($1  Medical  Defense) 

29  Dr.  A.  Y.  Kirby,  Macon  County 16  00 

($2  Medical  Defense) 

30  Dr.  R.  H.  Miller,  Shelby  County 28  00 

30  Dr.  B.  M.  Little,  Montgomery  County 33  00 

($9  Medical  Defense) 

30  Dr.  E.  W.  Cocke,  Hardeman  County 4 00 

31  Dr.  John  P.  Grisard,  Franklin  County 22  00 

31  Dr.  Dabney  Minor,  Bradley  County 6 00 

31  Dr.  Dabney  Minor,  Bradley  County 1 00 

($1  Medical  Defense) 

31  Dr.  E.  M.  Fuqua,  Davidson  County 54  00 

31  Dr.  M.  A.  Beasley,  Maury  County 11  00 

($1  Medical  Defense) 

31  Dr.  W.  P.  Allen,  Rhea  County 2 00 

31  Dr.  J.  W.  Sanford,  Lauderdale  County 3 00 

($1  Medical  Defense) 

31  Dr.  H.  P.  Larimore,  Hamilton  County 8 00 

31  Dr.  H.  D.  Miller,  Washington  County 3 00 

($1  Medical  Defense) 

31  Dr.  R.  L.  Hyder  (dues  for  himself) 2 00 

31  Dr.  W.  G.  Saunders,  Madison  County 4 00 

31  Dr.  R.  H.  Miller,  Shelby  County 20  00 

31  Dr.  J.  H.  McSwain,  Henry  County 4 00 


$1,075  00 

TABLE  II. 

Receipts  from  Advertising,  Subscriptions,  Etc. 


April 

8 Watauga  Sanitarium  $ 52  56 

8 Cooperative  Medical  Advertising  Bureau 66  71 

8 Katherine  L.  Storm 2 50 

8 City  View  Sanitarium  7 50 

8 Dr.  J.  R.  Storie  (subscription) : 2 00 

11  Drs.  Lewis  and  Blue 6 00 

11  Ambrose  Printing  Company 3 33 

11  Southern  Ice  Company 10  00 

12  N.,  C.  & St.  L.  Ry IS  00 

12  Seilaz  Cafe  12  00 

13  Model  Steam  Laundry  10  00 

13  Theo.  Tafel  Company 5 00 

15  Woman’s  Hospital  5 42 

17  Parke,  Davis  & Co 7 13 

17  F.  A.  Hardy  & Co 5 00 

17  H.  K.  Mulford  Company 9 50 

20  Dr.  G.  C.  Horne  (one  year’s  subscription) — 2 00 

20  Lynnhurst  Sanitarium  15  00 

20  Fairchild  Bros.  & Foster 7 50 

25  Cincinnati  Sanitarium  5 00 

27  Oxford  Retreat  2 50. 

28  Drs.  Petty  and  Wallace 7 50 


$ 259  15 

May 

3 Katherine  L.  Storm $ 2 50 

9  Ambrose  Printing  Company 3 33 

9 T.  E.  Burns  Company 8 00 

11  Armour  & Co.  7 00 

11  Dr.  H.  E.  Goetz’  Sanitarium 15  00 

11  Theo.  Tafel  Company ^ 5 00 

12  Woman’s  Hospital  5 42 

12  Southern  Ice  Company 10  00 

12  Cooperative  Medical  Advertising  Bureau — 68  48 

13  Parke,  Davis  & Co. 7 13 

16  F.  A.  Hardy  & Co. 5 00 

17  Fairchild  Bros.  & Foster 7 50 
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17  Orchard  Springs  Sanitarium $ 15  00 

19  Oxford  Retreat  2 50 

24  Cincinnati  Sanitarium  5 00 

26  H.  K.  Mulford  Company 9 50 


$ 176  36 

$ 15  00 
10  00 

2 50 
5 00 
5 on 

73  04 
12  00 
5 00 
5 00 
5 00 

3 33 
5 42 
7 13 
7 00 
5 00 
9 50 

15  00 
7 50 
5 00 
2 50 
5 00 
5 00 


$ 214  92 


3 City  View  Sanitarium $ ^ 50 

5  Theo.  Tafel  Company 5 00 

5  New  Orleans  Polyclinic  15  00 

7  Southern  Ice  Company  10  00 

7 Chapman  Drug  Company 22  50 

7 Dr.  Katherine  L.  Storm 2 50 

10  Parke,  Davis  & Co.  7 13 

11  Drs.  Lewis  and  Blue 6 00 

13  Ambrose  Printing  Company 3 33 

14  Cooperative  Medical  Advertising  Bureau — 70  39 

17  Armour  & Co.  7 00 

17  Woman’s  Hospital  5 42 

17  F.  A.  Hardy  & Co.  5 00 

20  Fairchild  Bros.  & Foster  7 50 

20  O.xford  Retreat  2 50 

26  Cincinnati  Sanitarium  ^ 5 00 

27  Haury  & Sons  8 00 


$ 189  77 

August 

2  City  View  Sanitarium  and  Nurses $ 10  50 

2  Theo.  Tafel  Company 5 00 

7 Katherine  L.  Storm  2 50 

9  Lynnhurst  Sanitarium  15  00 

10  Cooperative  Medical  Advertising  Bureau — 74  50 

11  Allen  H.  Bunce 5 00 

11  Parke,  Davis  & Co. 7 13 

11  McQuiddy  Printing  Company 10  84 

14  Southern  Ice  Company 10  00 

14  Oxford  Retreat  2 50 

14  R.  L.  Polk  & Co.  (subscription) 2 00 

14  Ambrose  Printing  Company  3 33 

15  Woman’s  Hospital  5 42 

15  Armour  & Co. 7 00 

17  F.  A.  Hardy  & Co. 5 00 

17  Fairchild  Bro«.  & Foster 7 50 

26  Cincinnati  Sanitarium  5 00 


$ 178  22 

Sei)tcmher 

9  Vanderbilt  University  $ 25  (X) 

11  Parke,  Davis  & Co. 7 13 

12  Southern  Ice  Company 10  (X) 

12  .\mhrose  Printing  Company  3 33 

12  Drs.  Petty  and  M'allace  7 .50 


June 

3  City  View  Sanitarium  

6 Southern  Ice  Company 

7 Katherine  L.  Storm  

8 Theo.  Tafel  Company 

9 Dr.  J.  Hugh  Carter  (card  space) 

9  Cooperative  Medical  .A.dvertising  Bureau — 
9 Bradley-Newman  Cigar  Company 

10  Elizabeth  C.  Kane  (card  space)-., 

10  Max  Henning  (card  space) 

10  O.  S.  McCown  (card  space) 

10  Ambrose  Printing  Company 

13  Woman’s  Hospital  

14  Parke,  Davis  & Co.  

16  Armour  & Co.  

16  Dr.  S.  T.  Rucker  (card  space) 

19  H.  K.  Mulford  Company 

20  L.  & N.  Railroad  Company  (advertising)  — 

21  Fairchild  Bros.  & Foster  — 

22  F.  A.  Hardy  & Co. 

26  Oxford  Retreat 

27  W.  G.  Bogart  (card  space) 

27  Cincinnati  Sanitarium 


12  City  View  Sanitarium $ 7 50 

12  Cooperative  Medical  Advertising  Bureau 74  00 

12  McQuiddy  Printing  Company 5 42 

12  F.  A.  Hardy  & Co. 5 00 

13  Katherine  L.  Storm  2 50 

13  Nashville  Pure  Milk  Company 2 92 

13  Armour  & Co.  7 00 

14  Dr.  Allen  H.  Bunce 5 00 

14  St.  Cecilia  Academy 4 00 

16  Woman’s  Hospital  5 42 

18  Oxford  Retreat  2 50 

27  Cincinnati  Sanitarium  5 00 

28  Fairchild  Bros.  & Foster 7 50 

29  Miss  Annie  Smythe 5 42 


$ 192  14 

October 

6  Ward-Belmont  $ 8 00 

6 Theo.  Tafel  Company 10  00 

6 City  View  Sanitarium 7 50 

7 Dr.  Katherine  L.  Storm 2 50 

10  Cooperative  Medical  Advertising  Bureau 71  78 

11  Drs.  Lewis  and  Blue 6 00 

11  Ambrose  Printing  Company 3 33 

11  H.  K.  Mulford  Company 28  50 

11  Armour  & Co.  7 00 

12  McQuiddy  Printing  Company 5 42 

12  Southern  Ice  Company 10  00 

12  Woman’s  Hospital  5 42 

13  Nashville  Pure  Milk  Company 2 92 

14  Parke,  Davis  & Co.  7 13 

17  Dr.  Allen  H.  Bunce 5 00 

17  F.  A.  Hardy  & Co. 5 00 

19  O.xford  Retreat  2 50 

19  Lynnhurst  Sanitarium 15  00 

21  Broadway  Drug  Company 5 00 

25  Lhiiversity  of  Tennessee 15  00 

26  Fairchild  Bros.  & Foster 7 50 

26  Cincinnati  Sanitarium  5 00 

28  Drs.  Petty  and  Wallace 7 50 


$ 243  00 

November 

2 George  S.  Johnston  & Co. $ 54  15 

3 City  View  Sanitarium  7 50 

6 Katherine  L.  Storm 2 50 

8  Miss  Annie  Smythe 5 42 

8  Nashville  Surgical  Supply  Company 43  36 

10  Ambrose  Printing  Company 3 33 

11  McQuiddy  Printing  Company 5 42 

11  Parke,  Davis  & Co.  7 13 

11  Mr.  John  S.  Browne  (Journals) 2 40  , 

13  Armour  & Co.  7 00 

15  Southern  Ice  Company 10  00 

16  Cooperative  Medical  .Advertising  Bureau — 73  55 

16  Woman’s  Hospital  5 42 

17  F.  A.  Hardy  & Co. 5 00 

17  Fairchild  Bros.  & Foster 7 50 

20  Dr.  A.  Weil  (1916  and  1917  subscription)—  4 (X) 

23  Oxford  Retreat  2 50 

27  Cincinnati  Sanitarium  5 00 


$ 251  18 

December 

4 Broadway  Drug  Company $ 10  00 

4 City  View  Sanitarium 7 50 

4 Katherine  L.  Storm 2 50 

9 Ambrose  Printing  Company 3 33 

9 Parke,  Davis  & (To.  7 13 

11  Dr.  Allen  H.  Bunce 10  00 

12  McQuiddy  Printing  Company 5 42 

12  Nashville  Surgical  Supply  Company _5  42 

12  Cooperative  Medical  .Advertising  Bureau—  70  50 

13  H.  K.  Mulford  & Co.  19  00 

14  Nashville  Pure  Milk  Company 5 84 

15  Southern  Ice  Company 10  (Xl 

16  Oxford  Retreat  2 50 


April,  1917. 
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18  F.  A.  Hardy  & Co. $ 5 00 

18  Armour  & Co.  7 00 

23  Fairchild  Bros.  & Foster 7 SO 

27  Cincinnati  Sanitarium  5 00 

27  Charles  W.  Bryson 11  00 

29  Theo.  Tafel  Company 10  00 


January  $ 204  64 

S Frank  & Co. $ 12  00 

8  Armour  & Co.  7 00 

8 Orchard  Springs  Sanitarium  30  00 

9 Dr.  G.  B.  Grothaus  (advertisement) 3 00 

9  Katherine  L.  Storm 2 50 

10  Parke,  Davis  & Co. 7 13 

10  Mrs.  Sweeney  (for  advertising) 5 00 

11  McQuiddy  Printing  Company 5 42 

11  Nashville  Surgical  Supply  Company S 42 

11  Dr.  Allen  H.  Bunce 5 00 

11  Ambrose  Printing  Company 3 33 

12  Nashville  Pure  Milk  Company 2 92 

15  Fairchild  Bros.  & Foster 7 50 

IS  Cooperative  Medical  Advertising  Bureau 67  46 

17  F.  A.  Hardy  & Co 5 00 

17  Oxford  Retreat 2 50 

22  Southern  Ice  Company 10  00 

22  Lynnhurst  Sanitarium 15  00 

23  Drs.  Petty  and  Wallace 7 50 

24  Model  Steam  Laundry  26  64 

29  Cincinnati  Sanitarium  5 00 


February  ^ 235  32 

1 City  View  Sanitarium $ 7 50 

9 Southern  Ice  Company 10  00 

9 Katherine  L.  Storm  2 50 

9 Theo.  Tafel  Company 10  00 

9 Dr.  R.  S.  Plumlee  (subscription) 4 00 

12  Cooperative  Medical  Advertising  Bureau 79  37 

12  Nashville  Surgical  Supply  Company 5 42 

12  Parke,  Davis  & Co. 7 13 

12  Armour  & Co.  ^ 7 00 

12  McQuiddy  Printing  Company 5 42 

13  Nashville  Pure  Milk  Company 2 92 

13  Ambrose  Printing  Company 3 33 

16  Miss  Annie  Sanders  (registry  of  nurses) __  5 00 

16  F.  A.  Hardy  & Co. 5 00 

19  Oxford  Retreat 2 50 

19  Dr.  Allen  H.  Bunce 5 00 

24  Cincinnati  Sanitarium  5 00 

26  H.  K.  Mulford  Company 19  00 

28  Fairchild  Bros.  & Foster ^ 7 50 


March  _ _ 

5 City  View  Sanitarium $ 7 50 

5 Parke,  Davis  & Co. 7 13 

7 Todd  & Armistead 22  50 

9 Armstrong’s  8 00 

9 Eat  Shop  8 00 

10  The  Rhame  Mercantile  Agency 5 00 

10  Exhibit  Space  for  Fairchild  Bros.  & Foster  10  00 

10  McQuiddy  Printing  Company 5 42 

12  Nashville  Surgical  Supply  Company 5 42 

12  Southern  Ice  Company 10  00 

12  Cooperative  Medical  Advertising  Bureau 87  53 

12  Ambrose  Printing  Company 3 33 

14  Nashville  Pure  Milk  Company 2 92 

15  Oxford  Retreat 2 50 

16  F.  A.  Hardy  & Co. 5 00 

19  Dr.  Katherine  L.  Storm 2 50 

19  H.  K.  Mulford  Company 9 50 

22  Armour  & Co. 7 00 

26  Cincinnati  Sanitarium  5 00 

27  Dr.  Allen  H.  Bunce 5 00 

31  Fairchild  Bros.  & Foster  7 50 

31  George  S.  Johnston  & Co. 86  64 

31  Weder  Manufacturing  Company  (exhibit 

space)  10  00 


$ 323  39 


NOTES  AND  COMMENTS 


Dr.  F.  A.  Zoller  is  also  a new  resident  of 
Maryville,  having  gone  to  this  place  from  Se- 
vierville. 


Nearly  the  whole  membership  of  the  Macon 
County  Medical  Society  attended  the  annual 
meeting. 


Dr.  M.  E.  Rust,  formerly  Secretary  of  the 
Fayette  County  Medical  Society,  has  located  at 
Dyersburg. 

Dr.  R.  L.  Hyder  is  now  located  at  Maryville, 
having  moved  to  the  booming  metropolis  of 
Blount  from  Isabella. 


Johnson  City  had  a fine  delegation  present  at 
Nashville,  five  men  having  registered  from  this 
splendid  East  Tennessee  city. 


Dr.  E.  W.  Patton,  formerly  of  Shelbyville. 
is  now  in  Chattanooga,  and  is  engaged  in  prac- 
tice limited  to  eye,  ear,  nose,  and  throat  work. 


The  records  of  the  members  of  the  Tennessee 
Medical  Association  who  saw  service  with  our 
troops  on  the  Mexican  border  were  the  records 
that  we  looked  for — all  A+. 


It  was  gratifying  to  note  the  presence  at  the 
Nashville  meeting  of  four  members  of  the  Sulli- 
van-Carter-Johnson  County  Society — two  from 
Sullivan  and  two  from  Johnson.  These  gentle- 
men had  a long  way  to  come. 


Every  county  society  in  the  association  has  re- 
ported for  1917  except  those  of  McMinn  and 
Wayne  Counties.  Wayne  County  was  organized 
during  the  last  year,  but  McMinn  has  been  or- 
ganized a long  time  and  should  know  better. 


Dr.  J.  Victor  Flenderson,  formerly  of  Lafol- 
lette,  has  located  in  Knoxville  for  practice  in 
obstetrics,  diseases  of  women,  and  surgery.  Dr. 
Henderson  has  been  working  in  New  York  hos- 
pitals for  two  years,  and  is  most  heartily  wel- 
comed back  to  Tennessee.  His  office  is  in  the 
Holston  Bank  Building,  Knoxville. 
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While  thinking  of  our  new  advertisers,  don’t 
forget  those  who  have  been  with  us  for  a long 
time.  We  feel  that  every  firm  and  every  indi- 
vidual using  our  advertising  columns  is  abso- 
lutely dependable  and  worthy  of  your  patronage. 


The  annual  meeting  of  Alienists  and  Neurolo- 
gists, under  the  auspices  of  the  Chicago  INIedical 
Society,  will  be  held  at  the  Hotel  La  Salle,  in 
Chicago,  July  10,  11,  and  12.  Dr.  Bayard 
Holmes,  30  North  Michigan  Avenue,  Chicago, 
is  Secretary. 

Dr.  Howard  C.  Curtis  has  left  Hickman  and 
has  gone  to  Texas  to  make  his  home  in  the  thriv- 
ing city  of  jMcKinney.  We  can’t  quite  under- 
stand it  when  one  of  our  men  leaves  Tennessee 
for  Texas,  but  our  good  wishes  follow  him  wher- 
ever he  goes. 


Dr.  F.  B.  Reagor  is  at  work  in  Chicago  hospi- 
tals. He  should  not  have  gone  until  after  the 
annual  meeting,  but  his  long  record  of  faithful 
attendance  and  faithful  work  in  the  State  Asso- 
ciation entitles  him  to  our  tender  consideration 
this  one  time. 


The  following  counties  were  not  represented 
at  Nashville,  so  far  as  the  register  shows ; An- 
derson, Blount,  Campbell,  Cocke,  Hawkins,  Har- 
din, Hamblen,  Haywood,  Loudon,  Monroe,  IMc- 
klinn,  McNairy,  Scott,  Sevier,  Carter,  Tipton, 
Unicoi,  'VV’arren,  and  Wayne. 


The  many  friends  of  Dr.  Herbert  T.  Brooks, 
Memphis,  most  sincerely  regret  the  fact  that  he 
has  been  forced  to  go  to  California  in  an  effort 
to  regain  his  health,  which  has  lately  become  se- 
riously impaired.  Dr.  Brooks  is  a useful  man  in 
Tennessee  medicine,  and  we  need  him  back  at  his 
post,  well  and  strong. 


Dr.  John  W.  Stevens,  su])erintendent  of  City 
\fiew  Sanitarium,  Nashville,  announces  to  the 
many  friends  of  the  institution  that  the  tenth 
anniversary  of  the  sanitarium  will  be  celebrated 
this  month.  City  View  is  one  of  Tennessee’s 
leading  institutions  for  the  treatment  of  mental 
and  nervous  di.seascs  and  has  had  a mo.st  success- 
ful and  serviceable  career.  The  Journal  extends 
best  wishes  for  its  continued  success. 


A new  advertisement  in  this  number  of  the 
Journal  is  that  of  the  Abbott  Laboratories. 
Chlorazene,  the  product  described  in  this  their 
first  advertisement,  is  said  to  be  nontoxic,  less 
irritating  than  sodium  hypochlorite,  and  a very 
powerful  antiseptic  agent.  It  is  soluble,  and,  dis- 
solved, makes  the  “ Dakin-Carrel  Solution,” 
which  has  been  used  with  such  marked  success 
in  the  treatment  of  wounds  in  European  army 
hospitals.  ■ 


The  increasing  use  of  laboratory  tests  in  mod- 
ern medicine,  as  well  as  constantly  growing  pat- 
ronage, has  made  necessary  a considerable  addi- 
tion to  the  laboratory  facilities  of  the  Battle 
Creek  Sanitarium.  In  the  urinary,  fecal,  chem- 
ical, bacteriological,  and  pathological  depart- 
ments about  thirty  persons  are  employed,  a num- 
ber of  them  being  physicians  and  college  gradu- 
ates. In  addition  to  the  analyses,  examinations, 
etc.,  in  connection  with  the  regular  work  of  the 
institution,  a certain  amount  of  original  research 
work  is  always  carried  on.  At  present  investiga- 
tions are  under  way  to  find  what  carbohydrates 
will  pass  farthest  through  the  intestines  before 
undergoing  complete  digestion.  Four  cases  of 
fistula  near  the  ileocecal  valve  have  made  possi- 
ble this  study.  Specimens  taken  from  the  fistula 
are  examined  and  are  also  compared  with  those 
which  have  passed  through  the  colon.  The  value 
of  the  study  lies  in  the  fact  that  undigested  car- 
bohydrates in  the  intestines  lessen  or  prevent  pu- 
trefaction. Those  which  are  not  absorbed  in  the 
earlier  stages  of  the  progress  toward  the  colon 
are,  therefore,  of  especial  value. 


The  Middle  Tennessee  Medical  Association 
will  meet  in  Fayetteville  in  regular  semiannual 
session  on  ]\Iay  17,  18.  The  Secretaiy,  Dr.  Jack 
Witherspoon,  Nashville,  is  now  arranging  the 
program,  and  all  who  desire  to  present  papers  at 
the  meeting  should  communicate  with  him  at 
once.  Fayetteville  is  a splendid  city,  with  good 
hotel  accommodations,  and  the  meetings  of  the 
Middle  Tennessee  held  there  in  the  past  have  all 
been  well  attended.  It  is  expected  that  this  one 
will  be  the  “ best  yet.” 


The  full  dinner  pail  is  the  enemy  of  tubercu- 
losis. 


April,  1917. 
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EDITORIALS 


OFFICERS  FOR  1917-1918. 

The  annual  election  of  officers  at  the  Nash- 
ville meeting  resulted  in  the  following  selec- 
tions : President,  Dr.  E.  T.  Newell,  Chattanooga ; 
Vice  President  for  East  Tennessee,  Dr.  H. 
M.  Cass,  Johnson  City;  Vice  President  for 
West  Tennessee,  Dr.  W.  O.  Sullivan,  Newbern ; 
Vice  President  for  Middle  Tennessee,  Dr.  T.  G. 
Pollard,  Nashville;  Member  of  Board  of  Trus- 
tees, Dr.  J.  E.  Gallagher,  Nashville ; Delegate  to 
American  Medical  Association,  Dr.  A.  E.  Rich- 
ards, Sparta ; alternate.  Dr.  William  Britt  Burns, 
Memphis ; Councilors : Second  District,  Dr. 
S.  R.  Miller,  Knoxville ; Fourth  District,  Dr.  Z. 
L.  Shipley,  Cookeville ; Sixth  District,  Dr.  W. 
C.  Dixon,  Nashville ; Eighth  District,  Dr.  A.  B. 
Daney,  Jackson ; Tenth  District,  Dr.  W.  T. 
Black,  Memphis ; Secretary,  Dr.  Olin  West, 
Nashville. 

At  the  meeting  of  the  Board  of  Trustees,  Dr. 
J.  F.  Gallagher,  Nashville,  was  made  Chairman 
of  the  board  and  Treasurer  of  the  association. 

The  Committee  on  Medical  Defense — Dr.  S. 
R.  Miller,  Chairman ; Dr.  J.  L.  Crook,  and  Dr. 
H.  kl.  Tigert — was  continued.  Thus  was  shown 
the  gratitude  felt  by  the  association  for  the  splen- 
did work  this  committee  has  done. 


THE  NASHVILLE  MEETING. 

The  eighty-fourth  annual  meeting  of  the  Ten- 
nessee State  Medical  Association  has  come  and 
gone.  The  reports  of  successes  and  failures  reg- 
istered during  the  last  year  have  been  made,  and 
it  is  a matter  for  sincere  congratulations  that  the 
account  shows  the  balance  on  the  right  side. 

The  report  of  the  Secretary  showed  that  the 
largest  number  of  members  ever  enrolled  in  the 
association  was  in  1916;  the  largest  number  ever 


reported  as  enrolled  up  to  April  1 was  reported 
at  the  Nashville  meeting;  more  county  societies 
were  reported  as  organized  than  ever  before ; the 
registration  at  the  Nashville  meeting  was  the 
largest  in  the  history  of  the  association  ; no  dis- 
cordant notes  were  sounded,  but  everybody 
seemed  to  be  looking  forward ; the  report  of  the 
Treasurer  showed  that  the  association  has  no 
debt  to  pay  and  that  the  largest  balance  ever 
reported  is  in  the  bank  to  the  credit  of  the  Treas- 
urer. 

As  always,  there  was  some  criticism  of  the 
program,  the  meeting  place,  and  of  other  details. 
Practically  all  of  this  was  directed  at  the  Secre- 
tary, since  he  was  almost  entirely  responsible  for 
the  status  of  things  criticized.  He  gladly  as- 
sumes all  responsibility  and  freely  admits  his 
faults  and  failures ; but,  at  that,  he  must  plead 
that  he  did  his  best. 

The  Section  on  Ophthalmology  and  Otolaryn- 
gology was  well  attended,  and  an  interesting 
and  profitable  program  was  presented. 

The  inability  of  Dr.  E.  G.  Ballenger,  invited 
to  be  the  guest  of  the  association,  to  attend  the 
meeting  was  a source  of  keen  regret  to  all  pres- 
ent. The  addresses  of  Dr.  J.  S.  McLester,  Chan- 
cellor J.  H.  Kirkland,  and  Erederick  R.  Green 
were  thoroughly  enjoyed  and  were  distinct  con- 
tributions to  the  general  success  of  the  meeting. 

The  Nashville  meeting  was  worth  while.  The 
Memphis  meeting  in  1918  is  going  to  be  better. 
Begin  to  get  ready  for  it  now. 


HOW  YOU  CAN  HELP. 

Recruits  for  the  army  and  navy  are  collected 
from  various  parts  of  the  state  and  are  sent  to 
one  central  place  for  physical  examination.  It 
often  happens  that  men  who  volunteer  for  en- 
listment are  subjects  of  some  gross  ailment  or 
defect,  and,  when  they  are  sent  to  the  central 
examination  depot,  are  refused  because  of  phys- 
ical troubles  which  are  grossly  apparent.  Of 
course  the  government  has  been  put  to  great  ex- 
pense in  the  transportation  of  these  men,  who 
offer  themselves  in  good  faith,  but  who  are  man- 
ifestly unfit  for  service.  If  the  physicians  of 
Tennessee  wish  to  render  a very  valuable  serv- 
ice which  they  can  easily  perform  for  the  gov- 
ernment, and  so  save  a large  expenditure  for 
better  use,  let  them  go  to  recruiting  agents  who 
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may  be  at  work  in  their  communities  and  ofifer 
to  examine  all  recruits  for  gross  defects  without 
charge.  It  will  take  very  little  time  and  effort  to 
discover  flatfoot,  hernia,  gross  heart  lesions,  and 
other  conditions  which  make  men  unacceptable 
as  soldiers.  We  make  this  appeal  to  the  mem- 
bers of  the  association  upon  suggestion  from  an 
officer  in  the  Medical  Corps  of  the  navy,  and  we 
feel  very  sure  that  they  will  respond  freely  to  the 
appeal. 


LEGISLATION  ENACTED. 

The  Journal  is  informed  that  the  Legislature, 
lately  adjourned,  enacted  a law  which  makes 
“ fee  splitting  ” in  Tennessee  illegal.  The  buy- 
ing and  selling  of  patients,  never  justifiable,  is 
now  a punishable  offense. 

The  medical-practice  Act  was  amended  so  as 
to  make  it  provide  for  penalizing  any  physician 
who  knowingly  and  willfully  signs  a misstate- 
ment relative  to  the  physical  condition  of  persons 
examined,  this  amendment  having  been  made  at 
the  instance  of  insurance  companies. 


FROM  THE  WHITE  HOUSE. 

The  following  acknowledgment  from  Presi- 
dent Wilson  has  come  to  the  Secretary  of  the 
Tennessee  State  Medical  Association  in  response 
to  resolutions  adopted  by  the  association  and  to 
the  message  sent  Mr.  Wilson  by  members  of  the 
association  while  at  the  dinner  on  the  second 
evening  of  the  annual  meeting: 

“The  White  House,  W.\shington. 
“To  the  Tennessee  State  Medical  Association: 

“ The  President  thanks  you  cordially  for  the  good 
will  which  prompted  your  kind  message,  which  has 
helped  to  reassure  him  and  keep  him  in  heart.” 


THE  NASHVILLE  REGISTRATION. 

The  registration  of  members  at  the  Nashville 
meeting  was  above  400 — a new  mark  for  at- 
tendance. Fifty-two  of  the  sixty-eight  county 
societies  were  represented,  while  five  counties 
in  which  no  societies  have  been  organized  helped 
to  add  to  the  registration.  Of  course,  Davidson, 
the  county  in  which  the  meeting  was  held,  had 
the  greatest  number  of  names  on  the  register. 
Shelby  registered  28;  Hamilton,  21;  Knox,  18; 
Maury,  16;  Smith,  11  ; Wil.son,  9;  Marshall,  Bed- 


ford, and  Rutherford,  8 each ; '.Sumner,  White, 
Madison,  Giles,  Montgomery,  Robertson,  Lin- 
coln, and  Williamson,  7 each;  Dyer,  Dickson, 
and  Putnam,  6 each ; IMacon,  Carroll,  Washing- 
ton, and  Franklin,  5 each;  Decatur  and  Jack- 
son,  4 each ; Lake,  Weakley,  Henderson,  Cof- 
fee, Fayette,  and  Hickman,  3 each ; Crockett, 
Roane,  Johnson,  Greene,  Grundy,  Sullivan,  Gib- 
son, and  Obion,  2 each ; and  Bradley,  Lauder- 
dale, Jefferson,  Hardeman,  Overton,  Henry, 
Polk,  Cumberland,  Chester,  and  Rhea,  1 each. 


klEDICAL  PREPAREDNESS  FOR  WAR. 

“ Under  existing  conditions  it  is  desirable  that 
every  physician,  as  well  as  every  other  loyal  cit- 
izen of  America,  should  be  prepared  to  render 
active  service  to  the  Federal  Government,  remem- 
bering that  the  protection  afforded  by  the  gov- 
ernment has  made  it  possible  for  its  citizens  to 
enjoy  liberty,  peace,  and  prosperity.  The  ave- 
nues through  which  the  most  effective  service 
can  be  rendered  by  members  of  the  medical  pro- 
fession have  taken  definite  and  concrete  form. 
Briefly,  the  plan  is  that  all  medical  activities 
should  cooperate  with  the  Council  of  National 
Defense.” 

The  Council  of  National  Defense  was  created 
by  Act  of  Congress  on  August  29,  1916,  and 
consists  of  six  members  of  the  President’s  Cabi- 
net. A subordinate  body  is  the  Advisory  Com- 
mission of  the  council,  appointed  by  the  Presi- 
dent and  consisting  of  seven  members.  The 
Medical  Committee  of  the  Advisory  Commission, 
of  which  Dr.  Franklin  H.  Martin  is  chainnan, 
consists  of  Surgeon-General  Gorgas,  Surgeon- 
General  Braisted,  Surgeon-General  Rupert  Blue, 
Col.  J.  R.  Kean  (of  the  American  Red  Cross), 
Dr.  W.  H.  Welch,  Dr.  J.  Mayo,  and  Dr. 
Frank  F.  Simpson. 

In  April,  1916,  the  Committee  of  American 
Physicians  for  Medical  Preparedness  was  ap- 
pointed by  joint  action  of  the  American  IMedical 
Association,  the  American  Surgical  Association, 
the  Congress  of  American  Physicians  and  Sur- 
geons, the  Clinical  Congress  of  Surgeons  of 
North  America,  and  the  American  College  of 
Surgeons.  To  this  committee  was  delegated  the 
duty  of  formulating  plans  for  ascertaining  the 
civilian  medical  resources  of  the  United  States 
and  for  making  available  and  coordinating  these 
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for  such  purposes  as  circumstances  might  de- 
mand. The  committee  organized  and  appointed 
a State  Committee  in  each  state,  of  which  com- 
mittees all  presidents  and  secretaries  of  the  va- 
rious state  medical  societies  were  made  mem- 
bers. Dr.  W.  D.  Haggard,  Nashville,  is  the 
chairman  of  the  Tennessee  State  Committee. 

It  was  contemplated  from  the  first  that  County 
Committees  should  be  formed  in  every  county  in 
the  land,  and  the  time  for  the  formation  of  these 
has  now  come.  The  Tennessee  State  Committee 
is  now  perfecting  plans  for  the  organization  of 
County  Committees,  and  it  is  hoped  that  all  who 
are  called  upon  will  serve.  The  following  in- 
formation is  printed  for  the  guidance  of  mem-' 
hers  of  County  Committees  : 

“Name  and  Personnel  of  County  Committees. 

“It  is  the  fixed  policy  of  the  Committee  of  American 
Physicians  for  Medical  Preparedness  that  the  various 
important  medical  interests  and  activities  of  each  county 
shall  be  represented  on  the  County  Committees.  This  is 
I done  for  the  purpose  of  coordinating  the  important  in- 
terests and  activities  so  that  the  medical  profession  of 
j the  nation  may  present  a compact  and  effective  organi- 
zation for  the  purpose  of  aiding  effectively  in  the  na- 
tional defense.  In  order  that  this  plan  may  be  carried 
out  with  uniformity  and  precision  throughout  the  coun- 
try, the  various  State  Committees  have  been  requested 
to  have  all  County  Committees  bear  the  following  dis- 
tinguishing name — to  wit,  ‘ The  Auxiliary  Medical  De- 
fense Committee  of  County,  in  State.’  The 

State  Committees  have  also  been  requested  to  provide 
that  the  County  Committees  shall  include  the  following 
in  their  list  of  members : 

“ 1.  All  members  of  the  National  Committee  of  the 
Committee  of  American  Physicians  for  Medical  Prepar- 
edness resident  in  the  individual  county. 

“2.  Members  of  the  State  Committee  resident  in  or 
near  the  individual  county. 

“ 3.  Representatives  of  the  United  States  Army  resi- 
dent in  the  individual  county. 

“4.  Representatives  of  the  United  States  Navy  resi- 
dent in  the  individaul  county. 

“ S.  Representatives  of  the  United  States  Public 
Health  Service  resident  in  the  individual  county. 

“6.  Representatives  of  the  State  Board  of  Aledical 
Examiners  residing  in  the  individual  county. 

“ 7.  Representatives  of  the  State  or  City  Public 
Health  Service. 

“8.  Ranking  medical  officer  of  the  National  Guard,  b 

“9.  President  and  secretary  of  the  local  Medical  Offi-  ’ 
cers’  Reserve  Corps  Association,  if  there  shcml'd  be 
such  an  organization. 

“ 10.  Deans  of  medical  schools. 

“11.  President  and  secretary  of  the  County  Medical 
Society. 

“ 12.  President  and  secretary  of  any  other  important 
medical  societies. 


“ 13.  Medical  director  of  the  local  Red  Cross  units. 

“ 14.  Other  representative  medical  men. 

“ Duties  of  County  Committees. 

“ From  time  to  time  specific  duties  will  be  assigned 
to  the  various  State  and  County  Committees.  These 
duties  will  be  in  accord  with  the  policy  of  the  Council 
of  National  Defense,  and  should  be  executed  promptly 
and  precisely  by  those  who  are  called  upon  to  cooper- 
ate in  this  manner  with  the  Council  of  National  De- 
fense. 

“ The  committees  will  call  to  their  assistance  those  ' 
who  have  been  appointed  field  aids  by  their  various 
State  Committees  and  such  other  physicians  as  they  may 
desire  to  have  cooperate  with  them. 

“Among  the  specific  duties  which  the  County  Com- 
mittees are  requested  to  perform  at  this  time  are  the 
following : 

“ 1.  That  these  committees  cooperate  with  the  Na- 
tional and  State  Committees  of  the  Committee  of 
American  Physicians  for  Medical  Preparedness  in  their 
efforts  to  gain  needful  information  regarding  the  ci- 
vilian medical  resources  of  their  own  communities  and 
in  their  efforts  to  coordinate  civilian  medical  activities 
for  prompt  mobilization  in  case  of  need. 

“ 2.  That  they  secure  applicants — 

“(a)  For  the  Army  Medical  Corps.  If  the  President 
should  call  the  full  complement  of  troops  already  au- 
thorized by  Congress,  the  regular  army  would  need 
about  1,200  additional  medical  officers.  If  1,000,000 
men  should  be  called,  a corresponding  increase  would 
be  required. 

“(&)  For  the  Medical  Officers’  Reserve  Corps.  If 
war  should  come,  20,000  to  30,000  Medical  Reserve  of- 
ficers should  be  enrolled. 

“(c)  For  the  Naval  Medical  Corps,  which  needs 
about  350  additional  officers. 

“(d)  For  the  Coast  Defense  Reserve  Corps  of  the 
Navy.  Several  hundred  high-class  reserve  medical 
officers  are  desired. 

“(e)  For  the  National  Guard,  such  numbers  as  may 
be  required  to  bring  your  local  National  Guard  to  full 
strength, 

“ In  the  preparation  for  national  defense  the  first 
thing  needed  will  be  medical  officers. 

“ Physicians  recommended  for  such  service  should  be 
of  the  highest  type.  They  should  be  free  from  sus- 
picion of  addiction  to  drugs  or  drink. 

“ Medical  officers  who  go  to  field  duty  should  by  pref- 
erence be  under’ the  age  of  forty-five. 

“3.  Tha'iitsey  cddp.erate,  individually  and  collectively, 
v/ith  the.r  Medical  Department”  o,f  the.prmy,  navy,  and 
Public-Health-  l^ervice  and  with  the • Council  of  Na- 
,,iibnal  Defense,,  i-  „ 

“4.  That  they  cpqp,erate,  wijlj  t-ne  Red  Cross  in  their 
efforts,  i:o  bring  Lbat ‘orgahi^ation  do  the  highest  point 
of  efficicnp^/.”*  ' ’ ' ■ ' 


Rural  sanitation  is  a health  protection  to  the 
city  dweller. 
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THE  PROCEEDINGS. 

The  minutes  of  the  Nashville  meeting,  reports, 
proceedings  of  the  House  of  Delegates,  and  all 
other  matter  pertaining  to  the  affairs  of  the  asso- 
ciation as  developed  at  the  annual  session,  will 
be  published  in  the  IMay  Journal. 

The  report  of  the  Secretary  is  published  in 
this  number  in  order  to  keep  down  expenses. 

The  IMay  Journal  will  also  contain  “ sketches  ” 
of  our  new  officers. 


SOCIETY  PROCEEDINGS 


EAST  TENNESSEE  MEDICAL 
ASSOCIATION. 

The  next  semiannual  meeting  of  the  East 
Tennessee  iMedical  Association  will  be  at  Day- 
ton,  May  17,  18,  under  the  presidency  of  Dr. 

B.  jM.  Tittsworth.  Dr.  W.  N.  Lynn,  Knoxville, 
is  the  Secretary,  and  all  communications  relating 
to  the  association  should  be  addressed  to  him. 
For  two  or  three  years  the  East  Tennessee  As- 
sociation has  had  larger  attendance  upon  its 
meetings  than  any  of  the  “ sectional  ” organiza- 
tions of  the  state.  More  than  one  hundred  were 
present  at  the  last  meeting.  Dayton  is  on  the 

C. ,  N.  O.  & T.  P.  Railroad — the  Southern — and 
is  easily  reached  from  Chattanooga  on  the  south 
and  from  Harriman  on  the  north. 


WEST  TENNESSEE  MEDICAL  AND 
SURGICAL  ASSOCIATION. 

The  twenty-sixth  annual  meeting  of  the  West 
Tennessee  Aledical  and  Surgical  Association  will 
be  held  at  Martin  on  May  24,  25,  1917.  Dr.  1.  A. 
McSwain,  the  Secretary,  requests  that  members 
who  desire  to  present  papers  will  send  titles  to 
him  in  order  that  he  may  include  them  in  the 
printed  program. 

The  attendance  uj)o;«.tJife*i^ee^iri^^<Qf  this  so- 
ciety of  late  year^'Tius  Marg^,  and.'the, meet- 
ings have  Jtf:e«!'bVely  and  pleasayL  i\Iartiir  is 
easy  to  gc’t’uAand  easy  to  get  a\va.y'  from,  beiilg 
a crossing'-point  Jqr;  Jiyo-.of.  .\\Tst  Tennessee’s 
great  railroads.  ‘Tbj  .‘nJecTjcaJ  ^fC'pfts'&on.' of  the 
town  and  the  county  in  which  ^laffin-Ndbca'ted 
is  made  up  of  sjilendid  men,  and  the  people  gen- 
erally arc  as  good  as  the  best  anywhere.  The 
twenty-sixth  annual  meeting  of  the  West  Ten- 
nessee should  be  a “ record  breaker.” 


DICKSON  COUNTY. 

The  Dickson  County  IMedical  Society  met  in 
regular  session  at  Dickson  on  the  first  Tuesday 
in  iMarch,  and  members  present  had  the  pleasure 
of  hearing  a most  interesting  paper  on  “ Influ- 
enza ” by  Dr.  W.  J.  Sugg.  Discussion  was 
opened  by  Dr.  C.  M.  Lovell,  and  then  all  mem- 
bers present  participated  in  further  discussion  of 
the  paper,  additional  interest  attaching  to  the 
subject  by  reason  of  the  fact  that  influenza  was 
unusually  prevalent  in  the  county  at  the  time  the 
paper  was  read.  Several  cases  were  reported, 
among  them  one  of  osteomyelitis,  which  had 
been  neglected,  with  the  result  that  a large  se- 
questrum had  to  be  removed  from  the  tibia.  This 
case  was  reported  by  Drs.  Sugg  and  Weaver, 
and  a very  satisfactory  recovery  was  indicated  by 
the  condition  of  the  patient  at  the  time  of  report. 

The  essayist  for  the  April  meeting  will  be  Dr. 
A.  G.  Castleman,  who  will  discuss  “ Cardio- 
Vascular-Renal  Disease.”  Drs.  Scott  and  Sugg 
are  on  the  program  to  open  the  discussion  on 
Dr.  Castleman’s  paper. 

Hartwell  YTaver, 

Secretary. 


JOHNSON  CITY  AND  WASHINGTON 
COUNTY  MEDICAL  SOCIETY. 

The  Johnson  City  and  Washington  County 
Medical  Society  held  its  regular  monthly  session 
at  Hotel  Windsor  on  IMarch  1,  1917,  at  10:30 
A.M.  Members  present : Drs.  Long,  H.  D.  IMill- 
er,  IMatthews,  Broyles,  West,  Hartsook,  IMoss, 
Kennedy,  Dulaney,  Panhorst,  Randall,  Arnold, 
Jones,  Estes,  Sells,  Cass.  Visiting:  Drs.  E.  T. 
Newell,  Chattanooga ; Yk  E.  Luter,  San  Anto- 
nio ; Ervin  and  Dulaney,  Soldiers’  Home ; W.  A. 
Sams,  Unicoi. 

IMinutes  of  the  previous  meeting  were  read  and 
approved. 

Report  of  clinical  case  by  Dr.  Arnold : Pa- 
tient, female  ; aged  thirty-six  ; married  ; no  chil- 
dren ; previous  history,  negative,  except  typhoid ; 
periods  regular  until  last  three;  began  a dis- 
charge and  aborted;  developed  temperature  and 
siVollen  abdomen.  Advised  curettement.  This 
was'done  without  relief.  Temperature  continued 
for  six  weeks ; no  pain  or  chills ; developed 
bronchitis,  but  recovered.  Typhoid  suspected. 
Y’idal  was  not  made.  Evidently  infection. 

Dr.  Sams  reported  a case  of  infection  follow- 


April,  1917. 


SOCIETY  PROCEEDINGS. 


499 


ing  childbirth,  with  chills  and  fever.  Uterus  was 
curetted  and  packed  with  iodoform  gauze.  Tem- 
perature dropped  to  normal,  but  came  up  again. 
Second  curettement  was  done  and  antistreptococci 
serum  used.  Case  finally  relieved,  but  discharge 
persisted. 

These  cases  brought  forth  discussion,  which 
condemned  the  frequent  use  of  the  curette  and 
showed  the  importance  of  thorough  cleaning  of 
the  uterus  in  the  beginning. 

Dr.  Hartsook  reported  these  two  cases : First, 
a young  lady,  twenty-five  years  of  age,  presented 
herself  for  refraction.  Pupils  were  dilated ; fun- 
dus normal ; no  error  of  vision  found  ; on  further 
examination,  enlarged  and  hypertrophied  turbi- 
nates were  found ; deviated  septum.  These  con- 
ditions were  corrected  and  the  patient  was  re- 
lieved. Second  case : Acute  mastoid  in  a young 
lady,  developing  after  an  attack  of  la  grippe. 
Operation  with  good  results.  Emphasis  was  laid 
on  the  early  recognition  of  middle -ear  inflamma- 
tion and  drainage. 

Dr.  Randall  reported  a case  of  atropine  poi- 
soning. Patient  was  taking  a “ cough  prescrip- 
tion,” which  called  for  one  two-hundred-and 
fortieth  of  a grain  of  atropia  to  the  dram.  The 
patient  developed  the  characteristic  symptoms  of 
atropia  poisoning  in  less  than  thirty  minutes  after 
he  had  taken  it.  Violent  symptoms  presented ; 
but,  with  heroic  treatment,  the  patient  regained 
consciousness  in  eight  hours  and  recovered  with- 
out any  apparent  bad  effect. 

Other  interesting  case  reports  and  discussions 
were  made  by  Drs.  Luter,  Long,  Miller,  Sells, 
West,  and  Dulaney. 

Adjournment  was  then  taken  for  dinner.  All 
members  were  escorted  to  the  private  dining 
room  by  Dr.  Moss,  who  was  host  on  this  occa- 
sion, and  an  elaborate  course  dinner  was  .served. 

At  1 P.M.  the  society  reconvened,  and  at  this 
time  heard  Dr.  E.  T.  Newell,  of  Chattanooga, 
discuss  “ Surgery  of  the  Blood  Vessels.”  The 
author  reviewed  the  history  of  blood-vessel  sur- 
gery, and  said  that,  while  the  subject  was  in 
its  experimental  stage,  successful  suturing  and 
transplanting  of  vessels  was  being  done ; and 
after  going  into  detail  as  to  indications,  points 
to  be  remembered  for  successful  work,  technic  of 
operation,  etc.,  he  reported  successful  suturing 
of  the  trachial  artery  in  two  cases  and  radial  in 
another,  following  injury.  Lantern  slides  were 
used  to  illustrate  these  cases.  He  also  reported 


successfully  transplanting  blood  vessels  in  the 
human  subject.  This  excellent  and  instructive 
paper  was  highly  appreciated  by  all  present,  and 
was  discussed  by  several  members  present. 

At  this  juncture  Dr.  C.  J.  Broyles  read  his  pa- 
per on  “ The  Relation  of  the  General  Practitioner 
to  the  Eye.”  The  author  said  that  every  practi- 
tioner, though  he  did  not  practice  ophthalmology, 
should  at  least  be  familiar  with  the  salient  points 
of  ophthalmology,  so  that  in  cases  of  emergency 
he  should  know  intelligently  how  to  act.  He 
emphasized  the  conditions  which  atropine  and 
eserine  should  and  should  not  be  used  in.  Great 
stress  was  laid  on  the  use  of  silver  nitrate  as  a 
preventive  of  ophthalmia  neonatorium,  which  is 
the  cause  of  one-third  of  all  blindness.  The  use 
of  poultices  in  conjunctivitis  was  strongly  con- 
demned. The  author  discussed  injuries  to  the 
eye  and  the  presence  of  foreign  bodies — their  re- 
moval and  treatment ; also  the  effects  of  consti- 
tutional disease  on  the  eye.  The  Doctor  also  sug- 
gested that  every  doctor  should  be  familiar  with 
pupillary  i-eaction  and  its  significance.  The  pa- 
per was  well  taken,  and  was  discussed  by  several 
members  present. 

The  following  resolution  was  then  offered  by 
Dr.  West : 

“ Resolved,  That  the  Johnson  City  and  Wash- 
ington County  Medical  Society  extend  our  thanks 
and  appreciation  to  Dr.  Newell  for  his  most  ex- 
cellent paper  on  ‘ Surgery  of  the  Blood  Vessels;  ’ 
also  to  Dr.  Moss  for  the  good  luncheon  served.” 

The  resolution  was  carried  by  a standing  vote. 

The  application  of  Dr.  Hyder  being  favorably 
recommended  by  the  Board  of  Censors,  he  was 
duly  elected  to  membership. 

Adjournment  was  then  taken  on  motion  of 
Drs.  West  and  Case. 

H.  D.  Miller,  Secretary. 


DOCTOR: 

This  is  your  Journal.  If  you  do 
not  give  it  proper  support  by  pat- 
ronizing those  whose  ads.  appear 
in  its  columns,  it  is  your  fault  if 
the  Journal  does  not  carry  the 
amount  of  advertising  that  it 
should  be  carrying.  Kindly  re- 
member this  fact. 


THE  SECRETARY 
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NURSES  ASKED  TO  FIGHT  CANCER. 

Nurses,  especially  those  engaged  in  public- 
health  work,  can  do  much  to  prevent  unnecessary 
deaths  from  cancer,  according  to  a special  bulle- 
tin published  by  the  American  Society  for  the 
Control  of  Cancer.  Many  patients,  especially 
women,  it  is  pointed  out,  will  speak  to  a nurse 
about  the  danger  signals  of  this  disease — such  as 
lumps,  persistent  sores,  ulcerations,  and  other 
irregularities — when  they  would  hesitate  to  call 
a doctor.  Attention  to  these  apparently  trivial 
conditions,  says  the  bulletin,  often  means  the  ac- 
tual prevention  of  cancer,  or  at  least  its  discov- 
ery in  the  early  stages,  when  the  hope  of  cure  is 
greatest. 

In  promoting  the  special  education  of  nurses 
so  that  they  may  be  prepared  to  act  as  advance 
scouts  in  discovering  this  insidious  enemy,  the 
Society  for  the  Control  of  Cancer  has  obtained 
the  cooperation  of  national,  state,  and  local  nurses’ 
associations.  All  the  leading  schools  of  nursing 
have  been  urged  to  provide  special  lectures  on 
the  early  signs  of  this  disease,  so  that  nurses, 
when  they  take  up  their  professional  work,  may 
be  equipped  with  the  necessary  knowledge — not 
to  make  a diagnosis  themselves,  but  to  see  that 
people  with  suspicious  symptoms  receive  prompt 
and  competent  professional  advice.  Through  the 
cooperation  of  the  National  Organization  for 
Public-Health  Nursing  the  special  bulletin  above 
referred  to  is  being  sent  to  several  thousand  vis- 
iting nurses’  associations  and  prominent  individ- 
ual nurses  throughout  the  country.  Copies  may 
also  be  obtained  from  the  American  Society  for 
the  Control  of  Cancer,  25  West  Forty-fifth 
Street,  New  Y^ork  City. 


ASPIRIN-BAYER  OMITTED  FROM 
N.  N.  R. 

Aspirin-Bayer  is  advertised  to  the  public  indi- 
rectly by  means  of  “ vest-pocket  ” boxes  bearing 
the  name  “Aspirin  ’’  permanently  affixed  and  di- 
rectly by  means  of  extensive  newspaper  advertis- 
ing. Inasmuch  as  this  advertising  propaganda 
is  an  infringement  of  the  rules  of  the  council 
and  is  against  the  interests  of  public  health,  the 
council  voted  to  omit  Aspirin-Bayer  from  New 
and  Nonofficial  Remedies. — Journal  of  American 
Medical  Association,  January  20,  1917,  page  213. 
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The  Specific  Treatment  of 
Lobar  Pneumonia 

Immune  serum  treatment  in  lobar  pneumonia  has  passed 
the  purely  experimental  stage. 

Lobar  pneumonia  is  caused  chiefly  by  the  pneumococcus, 
of  which  there  are  three  different  fixed  types.  Antipneumo- 
coccic  Serum  prepared  by  the  Mulford  Laboratories  is  obtained 
from  horses  which  have  been  injected  with  the  three  fixed 
types  of  the  pneumococcus. 

Forty  per  cent  of  all  cases  of  lobar  pneumonia  are  caused 
by  type  1,  and  lobar  pneumonia  caused  by  this  type  is  the 
most  amenable  to  serum  treatment,  while  types  2 and  3 are 
less  amenable  to  serum  treatment.  Antipneumococcic  Serum 
Polyvalent  Mulford  is  highly  potent  in  its  protective  power 
against  lobar  pneumonia  caused  by  pneumococcus  type  1,  and 
also  contains  antibodies  to  the  other  types  — 2 and  3. 

Intravenous  injection  of  50  to  200  c.c.  is  advocated  by  prominent 
authorities  to  insure  immediate  action. 

Antipneumococcic  Serum  Polyvalent  Mulford  is  furnished  in 
syringes  of  20  c.c.  each,  and  in  ampuls  of  50  c.c.  for  intravenous  injection. 

Further  information  sent  on  request. 


Pneumo-Serobacterin  Mulford  is  an  efficient  prophylactic  agent 
against  lobar  pneumonia.  Wright  suggests  doses  of  1000  million  pneumo- 
cocci, followed  by  subsequent  doses  of  1000  million,  for  prophylactic 
purposes. 

Pneumo-SerobaCterin  Mulford  is  supplied  in  packages  of  four 
graduated  syringes.  A,  B,  C,  D strength,  and  in  syringes  of  D strength 
separately. 

Syringe  A 260  million  killed  sensitized  bacteria 
Syringe  B 500  million  killed  sensitized  bacteria 
Syringe  C 1000  million  killed  sensitized  bacteria 
Syringe  X>  2000  million  killed  sensitized  bacteria 
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Holadin,  grs. 

Bile  Salts,  gr. 

(In  Capsules) 

“The  bile,  indeed,  proved  itself  to  be  a constant  and  powerful  auxil- 
“iary  of  the  pancreatic  juice.  _ _ 

“Xhe  effect  was  most  pronounced  on  the  fat-splitting  ferment,  the 
“action  of  which  was  increased  two  or  three  fold.” 

Pawlow — The  Work  of  the  Digestive  Glands. 


Holadin,  the  entire  pancreas  extract,  contains  lipase  as  well  as  all  the  other 
enzymes  of  the  pancreas.  Bile  Salts,  Fairchild,  are  the  salts  obtained  in  their 
native  association  from  fresh  purified  ox  gall. 

The  combination  of  Holadin  and  Bile  Salts  is  based  upon  the  “ close  relation- 
ship between  the  bile  and  the  pancreatic  juice,”  as  shown  by  Pawlow  and 
other  investigators. 

The  Holadin  and  Bile  Salts  combination  is  proving  of  great  interest  to  physi- 
cians in  the  clinical  application  of  the  pancreas  principles — in  disease  believed 
to  be  due  to,  or  aggravated  by,  pancreatic  deficiency;  or  employed  simply  to 
promote  metabolism,  and  thus  reinforce  the  resistance  of  the  patient. 

Send  for  “Abstracts  on  the  Bile  Salts” — an  interesting 
compilation  from  Shafer,  Pawlow,  and  Leonard  Hill. 
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The  antitoxin  is  developed  with  scrupulous  care,  every  method  and  appliance  being  in 
strict  conformity  with  scientific  procedure. 
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Antidiphtheric  Serum 
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is  tested  and  retested,  bacteriologically  and  physiologically.  It  goes  to  the  physician 
with  a positive  guaranty  of  purity  and  activity. 


Bio.  1 6- 1 000  antitoxic  units.  Bio.  2^,  5 W antitoxic  units. 

Bio.  1 8-3000  anritoxic  units.  Bio.  22- 1 0.CfOO  antitoxic  units. 

Bio.  23—20,000  antitoxic  units;  supplied  on  special  order. 
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